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Dedication 

This study is dedicated to the six incredible women whom I interviewed. They 

have given me more than they received back. I have been forever changed by their stories 

and courage. 
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Abstract 

Researchers have provided evidence that living in intimate partner violence while 

pregnant negatively impacts the health of both the women and their unborn children. The 

purpose of this narrative study was twofold, first to gain understanding of the meaning of 

health as described by pregnant women who lived in intimate partner violence, and 

second to gain strategies for health care professionals. Six purposefully selected women 

participated in two interviews. The data were arranged under five themes: loss of body 

health, loss of mind health, loss of spirit health, coping with loss of body, mind and spirit 

health, and advice for health care professionals. The results revealed that these women’s 

health was negatively affected by living in intimate partner violence while pregnant. 

Universal screening, coalition building, further research, changes in health care policies, 

and changes in nursing education and practice are needed to properly address this serious 

health issue. 
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Prologue 

My daughter Mary, when she was 18 years old, developed a relationship with a 

man (Tom) who was 10 years older. As the relationship developed I found it more 

difficult to have “alone” time with Mary and was noticing other strange behaviors, such 

as Mary giving up her friends and waiting by the telephone for calls from Tom. I was 

beginning to question some of Tom’s controlling behaviors that I was witnessing. The 

more I asked questions, the more Mary stayed away from the family. Within a few 

months Mary announced that she was going to move with Tom because he had secured 

work near a small community in central Alberta. I begged her not to go but she was 

determined. She was unable to give me particular directions to the house but assured me 

she would call as soon as she could. I did not hear from Mary for a couple of weeks, and 

so I contacted Tom’s parents, who said Tom and Mary were doing fine and settling into 

their new house. I was frantic but could not do anything about it because she was 18 

years old.  

I constantly thought and worried about Mary. Finally she called and said all was 

fine. I heard from Mary sporadically over the next 18 months, until one day she told me 

where she was and asked if I could pick her up as soon as possible because she needed 

me. I jumped in the car, drove about four hours and picked her up. I was shocked and 

stunned to see how much weight she had lost. I also noticed bruises. She looked tired and 

pale and initially made no eye contact. During the drive home, Mary told me about some 

of the abuse she was experiencing. She told me she was not allowed money, 

transportation, friends or access to a telephone. That morning Mary had waited until Tom 
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left for work. Then she walked miles to find the closest neighbor. She confided that she 

had called me because she was pregnant and needed me.  
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Chapter 1. Introduction 

This story was told to me by Mary’s mother, a good friend of mine, and became 

the impetus for my study. The story illustrates the hardship and suffering of this young 

girl, but it also shows her strength and willingness to fight for her own and her baby’s 

survival. Stories are a “way of listening and learning from each other” (Fairbairn & 

Carson, 2002, p. 8). After I heard this story, I had questions that I wanted to ask, but it 

was not the right time. This study is the right time. I have listened to and learned from 

amazing women who have all experienced intimate partner violence during pregnancy. 

Chapter 1 includes discussion of various concepts that are integral to this study. 

These include intimate partner violence, health, pregnancy, nursing, and the knowledge 

gap in the literature, which this thesis attempts to address. 

Discussion of Concepts 

Intimate Partner Violence 

Definition. A number of definitions of intimate partner violence have been 

proposed in the literature. As the World Health Organization (Roberts, Hegarty, & Feder, 

2006; WHO, 2005) argued, the lack of a universal definition for this societal issue has 

caused problems. A standard definition is needed for research in prevalence, causes, 

proper screening, assessment and interventions.  

Intimate partner violence does not always involve physical violence. It is any 

controlling behavior, such as humiliation, constant criticism, attempts to isolate, extreme 

jealousy, tight financial control, and threats of harm. Smith (2008b) describes it simply as 

“anyone who lives in fear of her partner is a victim of intimate partner violence” (p.22). 

For the purposes of this study, intimate partner violence refers to “the abuse of power 
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within relationships of kinship, intimacy, dependency or trust that endangers the survival, 

security and well-being of another person” (College and Association of Registered 

Nurses of Alberta [CARNA], 2008, p.1).This definition was chosen for this study 

because it is sanctioned by the professional organization for Registered Nurses (RN) in 

Alberta. 

Prevalence. Intimate partner violence is a health, safety and societal issue. It 

poses increased risks to women and during pregnancy to their unborn children. 

Chamberlain and Perham-Hester (2000) describe intimate partner violence as the leading 

women’s health issue and identify it as a public health priority.  

Intimate partner violence has no boundaries. This dark side of a prevalent societal 

issue transcends people’s finances, marital status, gender, education level, age, country of 

origin, race or sexual orientation. It is difficult to obtain a complete picture of the full 

extent of intimate partner violence because it often remains hidden. Intimate partner 

violence happens all around the world. The WHO (2004) claims that from 10 to 69 

percent of women worldwide experience abuse from an intimate partner. The higher rates 

of intimate partner violence are found in countries where there are increased inequalities 

between men and women. 

According to Statistics Canada (2005), 7% of Canadian women experienced 

intimate partner violence during the five-year period of 1999-2004; this equates to 

653,000 women across Canada who experienced some form of intimate partner violence 

in each year. Furthermore, women in Alberta experienced the highest rate of intimate 

partner violence in Canada at 10%, and British Columbia and Saskatchewan were close 

behind at 9%.  
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Across Canada, 38,000 incidents of intimate partner violence were reported to the 

police in 2006, accounting for 15% of all violent incidents (Statistics Canada, 2008). 

Women in Nunavut and Quebec experienced the highest police-reported rates in Canada 

at 20%, and close behind were Alberta (18%), Prince Edward Island and the Northwest 

Territories, both at 16%. The lowest proportions of police-reported intimate partner 

violence incidents were recorded in British Columbia (8%) and the remaining Atlantic 

Provinces (8 to 10%).  

The above-noted statistics show a large discrepancy between the number of 

incidents and the actual reported incidents, illustrating one of the many issues related to 

intimate partner violence. The lack of reporting can be due to concerns with the woman, 

her partner, the police, the justice system or society as a whole. 

Populations at risk. In 2005, Statistics Canada identified certain populations in 

our society who are particularly vulnerable:  

• the young, in particular those under 25 years of age 

• those in common law relationships, who were three times more likely to 

experience violence 

• those in relationships less than three years in length 

• Aboriginal women experience three times more intimate partner violence than 

non- Aboriginal women, particularly the more serious types of violence 

• those with partners who were frequent heavy drinkers experienced 44% more 

intimate partner violence. 
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The World Health Organization (2004) included two additional vulnerable 

populations: 

• women who have experienced emotional abuse in relationships, an important 

predictor for future physical violence 

•  women in marital separation, a critical time of concern when the risk of being 

killed increases. 

In 2005, Statistics Canada reported income, education and place of residence 

(urban or rural) as low risk factors for intimate partner violence.  

Holistic Health 

Definition. Optimal health is defined as a “balance of physical, emotional, social, 

spiritual, and intellectual health” (O’Donnell, 1989, p. 3). In other words, health is “a 

dynamic, holistic state encompassing mind, body and spirit dimensions, not simply the 

absence of disease” (Youngkin & Davis, 2004, p. 104).  

Significance. We are holistic beings, greater than the sum of our parts. Therefore 

it is important for women to understand their perceptions about the effects of intimate 

partner violence on their holistic health. According to Olshansky (2000), when we think 

holistically we refer to a “philosophical belief in which the parts can only be understood 

in relation to the whole entity…. Optimal health care is comprehensive, complementary, 

balanced and encompasses a biobehavioral, mental, emotional and spiritual approach to 

wellness and well being” (p. 5). Within our bodies, all three areas of mind, body and 

spirit health are interconnected and hard to separate, as one affects another. For example, 

if we break a leg, need surgery or are depressed, we are distressed physically, mentally 

and spiritually. The women participating in this study were asked how they thought the 
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abuse affected them physically, mentally, and spiritually. Their responses show how 

integrated our holistic health is, as one physical symptom leads to other symptoms in the 

areas of mental and spiritual health. For example, one woman reported that her loss of 

physical contact affected her mental health, in particular her self-esteem, and therefore 

affected who she was as a person. 

Historically, women’s reproductive health system has been viewed from the 

perspective of women’s health, whereas other systems in women were viewed from the 

perspective of men’s health. As Youngkin and Davis (2004) explain, “It is now known 

that women respond differently physiologically, emotionally and cognitively….Women’s 

healthcare is evolving to a comprehensive approach which involves physical, social, 

emotional and spiritual needs” (p. 102). When we focus on women’s holistic health and 

wellness, we need to use the framework of body-mind-spirit (Karren, 2006; Olshansky, 

2000; Scaer, 2007), which is being used to inform this study. 

Intimate Partner Violence and Health 

Intimate partner violence can affect body, mind and spirit health in many ways. 

The longer the abuse goes on, the more serious are the effects on the victim’s health. 

Generally, women who experience intimate partner violence have worse health than the 

average population. Many victims of intimate partner violence suffer physical injuries 

(Alberta Justice, 2005; Alexander, 1993; Bair-Merritt, Blackstone, & Feudtner, 2006; 

Best Start, 2003; Bonomi et al., 2006; Campbell, 2002; Coker et al., 2002; Hayward, 

Steiner & Sproule, 2007; Health Canada, 2002; Kramer, Lorenzon, & Mueller, 2004; 

McCracken, 2008; McGarry et al., 2006; Moore, 1999; WHO, 2005). Some are minor, 
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such as cuts, scratches, bruises, and welts, while others are more serious, such as broken 

bones, internal bleeding, chronic pain and head trauma, and can cause lasting disabilities.  

Intimate partner violence may leave invisible scars by causing emotional harm, 

for example, low self-esteem, anger, stress, anxiety, panic attacks, depression, post-

traumatic disorder, and suicide (Alberta Justice, 2005; Alexander, 1993; Austin & Boyd, 

2008;Best Start, 2003; Bonomi et al., 2006; Campbell, 2002; Carlson, McNutt, Choi, & 

Rose, 2002; Coker et al., 2002; Frank & Rodowski, 1999; Golding, 1999; Jones, Hughes, 

& Unterstaller, 2001; Lynch, & Graham-Bermann, 2000; McCracken, 2008; McGarry et 

al., 2006; Moore, 1999; WHO, 2005; Wuest, Merritt-Gray, & Ford-Gilboe, 2004). The 

harm that has occurred with the abuse may make it hard for victims to trust others and to 

be in relationships, thus affecting their quality of life. Harmful health behaviors have 

been linked to intimate partner violence as well. Victims are more likely to smoke, abuse 

alcohol, use drugs, and engage in risky sexual activity. This in turn puts them at risk for 

other medical health issues. 

Intimate Partner Violence, Health and Pregnancy 

Pregnancy is an important experience in a woman’s life, and pregnant women are 

not immune to intimate partner violence. The estimated prevalence of intimate partner 

violence in pregnancy is 6 to 8%, and this range is considered low due to women’s under-

reporting of the problem (Smith, 2008b; SOGC, 2005). If we were to apply this range to 

Southern Alberta’s former Chinook Health Region’s 2239 live births in 2005, it would 

suggest that between 134 and 179 women would have experienced intimate partner 

violence while they were pregnant in this health region (CHR Annual Report, 2007). 
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Intimate partner violence during pregnancy has been linked with delays in 

obtaining prenatal care. This is significant because, as research demonstrates, pregnant 

women living in intimate partner violence have increased poor health outcomes such as 

sexual transmitted diseases (STIs), pre-term labour, dehydration, vaginal bleeding, severe 

nausea and vomiting, kidney infection and urinary tract infections (Bacchus, 2006; 

Bloom, Curry, & Durham, 2007; Bohn, 2000; Chamberlain & Perham-Hester, 2000; 

Cloutier et al., 2002; Libbus et al., 2006; McFarlane, Parker, & Soeken, 1996; McGarry 

et al., 2006; Sharps, Laughon, & Giangrande,  2007; Smith, 2008b; Stewart & Cecutti, 

1993). Complications to the fetus may include miscarriage, low birth weight, stillbirth, 

intrauterine injuries, and death (Murphy, Schei, Myhr, & DuMont, 2001). Pregnant 

women living within intimate partner violence ideally should visit their health care 

professionals more frequently to monitor potential pregnancy complications due to the 

abuse. 

The stress of intimate partner violence takes a huge emotional toll on women, 

who may experience increased smoking, drug and alcohol abuse, poor maternal weight 

gain, and depression (McGarry et al., 2006; Martin, Casanueva, Harris-Britt, Kupper, & 

Cloutier, 2005). These could further complicate these women’s and their babies’ health. 

Nursing 

Definition. Nursing is a healthcare profession focused on the care of individuals, 

families, and communities so that they may attain, maintain, or recover optimal health 

and quality of life from birth to the end of life (CARNA, 2008).  

Nursing and health. Nursing has long been committed to holistic health, where 

health is viewed as a resource for everyday life, not the objective of living. The College 
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and Association of Registered Nurses of Alberta is the licensing and professional body 

for RNs in Alberta and CARNA’s (2003) nursing practice standards state the following: 

Nurses must recognize that health is more than the absence of disease or infirmity 

and must work in partnership with people to achieve their goals of maximum 

health and well being…. With respect to the self, the person is made up of four 

equal parts (the physical, the emotional, the mental and the spiritual) and each of 

these parts must be nourished in order to live a healthy, happy and productive life. 

(p. 14) 

I undertook this investigation in part because of the importance of its implications 

for nursing practice. Registered nurses view people as unique, complex beings who must 

be considered as a whole in order to understand and effectively promote their health 

according to their individual life circumstances, health needs and goals. Clients’ life 

experiences and health are interconnected, interdependent and continuous and cannot be 

separated into isolated episodes. People have the capacity for self-direction, learning, 

making choices, coping, adapting and changing (CARNA, 2003).  

Registered nurses are professional caregivers. Values fundamental to professional 

nursing include the following: safe, competent, and ethical care; health and well-being; 

choice; dignity; confidentiality; justice; accountability and quality practice environments 

(CARNA, 2005). Registered nurses incorporate these values into their practice through 

compassionate involvement with clients, maintaining and fulfilling commitments and 

maintaining personal integrity and professional behavior. Caring is inherent and central to 

nursing practice. 
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Role of registered nurses. Registered nurses are employed in a variety of work 

places. These include hospitals, community health sites, homes, schools, physician 

offices, plus many more settings. Registered nurses use the nursing process to deliver 

care to clients. The nursing process is a patient-centered, goal-oriented method of caring 

that provides a framework for nursing care. It involves five major steps: assessment, 

nursing diagnosis, planning, implementation or intervention, and evaluation. 

Although their role may vary by setting, the RN promotes and facilitates 

continuity of care across care settings and between care providers. One of the honored 

roles is that of advocacy, where the RN assists clients in navigating the health-care 

system through understanding its structure, system and process, and provides them with 

strategies for working within that system. This role of advocacy puts a moral and ethical 

obligation on the RN to address systematic issues that oppress marginalized groups. 

Women living in intimate partner violence fall into the category of a marginalized group. 

The RN is in a unique role to address social inequity as advocates for health and well 

being (Benbow, 2009). 

Nursing, Intimate Partner Violence, and Pregnancy 

Nursing has the advantage of working in several settings where they are in close 

contact with a large segment of the population that is vulnerable to violence. Registered 

Nurses are seen by the public as accessible and non-threatening, which allows them to 

initiate therapeutic relationships built on trust. They often provide the first line of contact 

with the health care team and are well positioned to initiate interventions and mobilize 

resources. 
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Pregnancy is a time when women visit their health care professionals on a regular 

frequent basis. With nearly one in three women at risk for abuse in her lifetime, intimate 

partner violence is more common than pre-eclamplsia and hypertension, both commonly 

addressed during pregnancy. Yet women are rarely asked about abuse or given 

information about the links between violence and their health (McGarry et al., 2006). The 

average number of visits during a typical pregnancy is between 12 and 13, yet fewer than 

half of health care professionals screen for domestic violence (Smith, 2008b). If RNs are 

situated within the health care team, are committed to their role as enhancing health, and 

are seen by women as non-threatening, the question that needs to be answered is why this 

critical screening is not being done. 

The Knowledge Gap: Significance of the Study 

A review of literature on this topic indicates that there is more to know about 

women’s experiences of living within intimate partner violence while pregnant, the 

meaning of such experiences for the women involved, and the consequences for their 

health. Little research has focused on the lived experiences of pregnant women and their 

health while living within intimate partner violence. Consequently, nursing has minimal 

understanding of what it means for women to live within intimate partner violence when 

pregnant and how they view their health. Without a better understanding, many questions 

remain and the health care needs of these women cannot adequately be met. In facing 

challenges, pregnant women living within intimate partner violence have developed 

coping strengths that are important for RNs to identify and understand. Health care 

professionals need to gain a sense of the “meaning” women give to living within intimate 
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partner violence while they are pregnant and its negative health effects. Davis (2002) 

emphasizes this point: 

Much can be learned by listening to what abused women have to say….Until 

women can acceptably use their voices to tell what they know about abuser 

behaviors, we will continue to find reasons why abused women are using faulty 

judgment in choosing partners. Not only does listening provide a vehicle for 

catharsis, it also validates women’s experiences, allowing them to build even 

stronger inner resources. The collection of women’s voices is pivotal for 

successful research studies related to domestic violence issues. (p. 1261)  

Research Question 

The primary research question guiding this study asks how women who live with 

intimate partner violence during pregnancy view their health. A secondary question asks 

what health care professionals, especially RNs, can learn from these women. 

Summary 

The findings from this study may enhance our understanding of how women who 

live in intimate partner violence while pregnant view their health. Including women who 

have an understanding of this phenomenon and are able to suggest strategies for 

improved care will help us to improve health care for those in one of our most vulnerable 

populations. Holloway (1997) stresses the importance of “knowing the target population 

and tailoring interventions to meet the needs and barriers that exist for them” (p. 41). A 

narrative study was chosen as an ideal way to unfold the rich data needed to answer the 

research questions.  
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Thesis Structure 

Chapter 1 has provided an introduction to the study, including a story that was the 

impetus for this particular research. Concepts of intimate partner violence, pregnancy, 

health and nursing were discussed. This chapter has also detailed the knowledge gap and 

the overall and secondary research questions. 

An overview of the literature is presented in Chapter 2 in order to describe the 

relevant concepts concerning intimate partner violence, pregnancy, holistic health, and 

nursing. This chapter includes a brief discussion of the significance of the study. 

The design and methodology of the study are described in Chapter 3. First the 

underlying theoretical and personal assumptions are examined. Chapter 3 includes a 

description of the procedures used for selection of participants, study size, recruitment 

sites, data collection, the interview process and data analysis. Ethical considerations and 

trustworthiness are also discussed. 

Chapter 4 first introduces the six women who were interviewed and then presents 

the findings. Several themes derived from the data are described under the main headings 

of health during the relationship, health during the pregnancy and advice for health care 

health care professionals, especially RNs. 

Chapter 5 includes a discussion of the findings and limitations of the study. The 

results of the study have implications for health care professionals, in particular those in 

the nursing profession.  
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Chapter 2. Review of the Literature 

Introduction 

The literature review is essential to “recognize a previously reported concept or 

pattern, refer to established explanations and theories, and recognize any variations 

between what was previously discovered and what you are now seeing” (Morse & 

Richards, 2002, p. 169). This chapter examines the concepts and challenges associated 

with intimate partner violence, its consequences for women and society, intimate partner 

violence and pregnancy, the effects of intimate partner violence on women’s holistic 

health, including mind, body and spirit, and lastly intimate partner violence and health 

care professionals, in particular RNs.  

The search was completed using the EBSCO collection of health-related research 

databases, “grey” literature (that is, the literature produced by organizations such as 

Health Canada), sentinel articles referenced in reviewed documents, and articles sent to 

me by friends and co-workers.  

Intimate Partner Violence 

Related Terminology 

One issue afflicting intimate partner violence is its being referred to as, or used 

interchangeably with, many other terms, such as “battered women,” “intimate partner 

abuse”, “domestic violence,” “partner violence,” “gender violence,” “violence against 

women,” “abuse,” “wife abuse,” “spousal abuse,” “interpersonal violence” and “family 

violence.” The following literature review may use any of the preceding terms. Hughes 

(2006) and Mitchell and Lacour (2001) argue that this lack of a common terminology is a 

barrier for women, as individual words can carry several meanings. Hughes further states 
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that research in the area of intimate partner violence has moved slowly because of the 

many complexities of the phenomenon, including how we talk about, conceptualize and 

address violence. By using varying definitions and terminology for intimate partner 

violence there is a potential risk for important data to be missing from research studies. 

Theories of Intimate Partner Violence 

In order to understand intimate partner violence, it is important to look at past and 

present ideas about this delicate issue. Doing so involves examining the theories of 

different disciplines about causes. Prior to 1970, theories on family violence focused on 

the assumption that intimate partner violence was the product of mental illness. These 

theories viewed both the victim and the abuser as having certain character traits that 

would cause a man to abuse his wife and his wife to accept this violence. The common 

attitude of blaming the victim rose directly from these views. In the 1970s, the feminist 

movement motivated three main frameworks for societal theories: psychological, 

sociological, and feminist (Roberts et al., 2006).  

Psychological. The theory of mental illness as a cause was dismissed by 

researchers because of the high rates of intimate partner violence within the community. 

In addition, it became apparent that women’s symptoms of mental illness resulted from 

the effects of abuse, not the other way around. Finally, it was shown that abusive men did 

not have difficulty controlling their anger in any other parts of their lives, just with their 

wives; consequently, theories about poor impulse control traits were discounted. 

Social learning theorists explain intimate partner violence as a learned behaviour; 

that is, abusers have seen battering in their childhood and adapted it as a strategy to 

control their intimate partners. Ehrensaft and Cohen (2003) report that experiencing child 
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abuse doubles the risk that men will abuse their intimate partner, and that witnessing 

violence in childhood triples the risk that individuals will grow up to become abusers. 

Critics of these theories ask why all of these children do not grow up and abuse, and why 

some men who were not abused as children and did not come from violent homes grow 

up and abuse (Smith, 2008a). 

Sociological. Theorists in this field view social structures as having an effect on 

people, an effect that results in violent behaviours. These theorists look at social 

structures such as family, work, justice systems and community. If we look at societal 

roots, we see an accepted division between private and public lives which still exists 

today. It is comfortable for society to accept what happens behind closed doors if it stays 

behind closed doors, which keeps the secret of intimate partner violence hidden. 

Some sociology theorists have tried to identify risk factors and predictors of 

violence. The one factor that has been associated with intimate partner violence is 

poverty, which increases risk through its effects on women’s power, male identity, and 

conflict (Jewkes, 2002; Roberts et al., 2006; Sitaker, 2007; Smith, 2008a). Sociologists 

now suggest that it is more likely the combination of environmental, social, and 

economic factors that contributes to intimate partner violence, rather than a single cause 

(Roberts et al., 2006). 

Feminist. Researchers with a feminist perspective view intimate partner abuse as a 

form of social control that emerges from the patriarchal structure and ideology of the 

family. The theories adopted within a feminist viewpoint reflect an unequal power 

relationship where social attitudes support male authority over the family (Roberts et al., 

2006). From an early age, most children raised in North America will ascribe qualities 
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such as strength, power, height, and money to successful boys and men (Smith, 2008a). 

From this viewpoint of male superiority, the unequal power balance is accepted. Smith 

noted that 85% of intimate partner violence is violence by males against females. Critics 

of these theories question why all males do not abuse their partners and why some 

women abuse their partners. 

Cycle of Violence 

To understand the complexity of intimate partner violence, one must understand 

the seriousness of this concept to the health of the victim. The cycle of violence was first 

described in 1979 by Lenora Walker (McCracken, 2008). The abuse often follows a 

repeating pattern. There will be a period of tension when the abusing partner shows signs 

of aggression. This could occur from a few minutes to days before the violence takes 

place. The period of tension is followed by a violent episode in which the woman’s 

partner explodes and abuse follows, such as threatening violence, hitting, throwing her 

down, and forced sexual acts. The violating partner usually feels remorse afterwards, and 

the couple goes into a “honeymoon phase.” The partner may be truly apologetic and may 

want to make things right, promising that it will never happen again. The victim wants to 

believe this and usually forgives.  

This pattern, known as the cycle of abuse, is difficult to break. After the offending 

partner realizes that they will not keep their promises to change or stop the violence, they 

forget the honeymoon promises and usually become indifferent. As the relationship 

worsens over time, the offender may feel resentment and hatred. The violent explosions 

usually increase in frequency and severity. Sadly, the victim begins to realize what may 

trigger the abuse and, knowing there will be a loving phase afterwards, may trigger an 
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incident of violence to “get it over with” so that it doesn’t happen in a badly timed way. 

This is one reason why families of the victim are often unaware of the violence, because 

they will witness only the loving phase of the cycle (Smith, 2008a). The cycle of abuse 

will continue until the victim seeks help, leaves or dies.  

Consequences for Society 

There are many societal consequences of intimate partner violence. Sister 

Theresa, a  member of the Congregation of the Sisters of Mercy of Newfoundland and 

Labrador and Chairperson of the Canadian Health Services Research Foundation, spoke 

at the Primary Care Conference in Edmonton, Alberta (April 2008). She was appalled by 

the lack of societal response. In a talk entitled Moving Forward, she noted that we have 

addressed bullying in schools and safety in our workplaces but are loath to do anything 

about violence within our homes. 

One obvious negative effect to society is financial burden. In 2003, Canada spent 

$4.2 billion on matters directly related to intimate partner violence, including social 

services, education, labor, employment, health and medical; in the same year it spent 

$871,908,503 on criminal justice (Statistics Canada, 2005). 

Bonomi, Anderson, Frederick, and Thompson (2009) just released the largest 

United States study examining health care costs for women experiencing intimate partner 

violence. This quantitative, 11year, longitudinal study involved 3,333 women who lived 

in the Pacific Northwest. Bonomi et al. took a random sample from the membership files 

of a large health plan and then conducted a telephone survey to assess intimate partner 

violence history. The authors were then able to review the health records to determine 

health care costs related to intimate partner violence. The study showed that women who 
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experienced physical abuse from intimate partner violence spent 42% more on health care 

per year than non-abused women. But the costs did not end when the abuse did, as this 

study revealed that women who had suffered physical abuse five or more years earlier 

still spent 19% more per year on health care than women who had never been abused. 

A major finding from this study suggests that we should be putting more money 

into intervention programs designed to help women living in these situations as intimate 

partner violence affects women’s behaviors in terms of how they use health services and 

the cost associated with it. 

Women who were psychologically abused with verbal threats and chronic 

controlling behavior but had not been in the relationship for five years had a 33% 

increase in health care costs. Bonomi et al. (2009) attribute this to women needing to take 

extra time to deal with psychological abuse. As the study also revealed, women who 

experienced abuse, whether it was physical or psychological, used significantly more 

mental health services. This finding indicates that it is very important for mental health 

workers to ask about abuse history when working with women. 

Consequences for Women 

Intimate partner violence affects a woman’s holistic health, which includes her 

mind, body and spirit health. Women who live within violence have generally worse 

health than the average population. They tend to have chronic problems with digestion, 

stomach, kidney and bladder function, headaches, and other health issues (Campbell, 

2002). Women living within intimate partner violence also exhibit increased use of 

substances, further harming their holistic health (Alberta Justice, 2005). Health Canada 
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(2005) estimates that 63% of women seeking assistance with intimate partner violence 

have a substance abuse problem.  

Hayward et al. (2007) conducted a qualitative descriptive study of eight Idaho 

women’s perceptions of the impact of intimate partner violence. These women all had 

partners who participated in a court mandated treatment program for batterers following 

an arrest for intimate partner violence. These authors commented: 

Women who are abused by an intimate partner often have more severe physical 

and mental health problems than women who are assaulted by a stranger, as the 

sacred bond of trust is shattered….Women struggle with emotions not 

experienced by victims of strangers and work through feelings of fear, loyalty, 

love, self-blame, shame and guilt. (p. 77) 

In addition to physical and mental health effects, intimate partner violence has 

“associations with economic and social disadvantage, particularly homelessness and 

poverty” (Chung, Kennedy, O’Brien & Wendt, 2000, p. 53). When women’s health is 

damaged by intimate partner violence, their ability to work and provide for themselves is 

affected, which makes it difficult to leave their situation. According to a national survey 

completed by the Public Health Agency of Canada (PHAC, 2005) for the year 2003, 30% 

of women affected by intimate partner violence had to cease from regular activities and 

50% of these women had to take sick leaves due to intimate partner violence. 

To escape the abuse, women and their children use shelters and crisis lines. The 

women and their children are uprooted from their residence and often leave with only the 

clothes on their backs. This affects women’s holistic health and may affect their ability to 
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cope. Damaged health can affect women’s ability to parent effectively, which in turn 

affects their holistic health, causing more damage, and the vicious cycle continues. 

In 2007-2008, over 12,000 women and children were sheltered in Alberta alone; over 

14,000 women and children could not be sheltered because the shelters were not able to 

accommodate them. In the same year over 70,000 calls were made to crisis lines in 

Alberta (ACWS, 2008). 

Campbell (2002) reports that 40 to 60% of women murdered in North America 

are killed by their intimate partners. Each week between one to two women in Canada are 

murdered by a current or former partner, according to the Alliance to End Violence 

Resource Library (2008). The Alberta Council of Women’s Shelters (ACWS) 2008 

document states that, between 2000 and 2006, over 170 women died who were identified 

as victims of domestic violence. This figure represents about one-third of all homicides in 

Alberta in that period of time.  

Myths and Barriers 

Friends, family, health care professionals and others who cross the paths of 

women who live in violence can be a potential source of support. In fact, family and 

friends can help to support these women by labeling the abuse as unacceptable and work 

to lessen the effects of isolation and depression experienced by many of these women 

(Bybee & Sullivan, 2002; Carlson et al., 2002; Coker et al., 2002).  

Myths regarding intimate partner violence add fuel to the fire of societal beliefs 

that create barriers for women living within this dynamic. Many family members, friends 

and others can be a source of further abuse by projecting negative beliefs regarding a 

woman’s role in the abuse. Criticizing, blaming, shaming, minimizing and normalizing 
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abuse are only some of the behaviors that abused women experience from those whom 

they think might understand the abuse and offer support (Frank & Rodowski, 1999; 

Goodkind, Gillum, Bybee & Sullivan, 2003; Lempert, 1997). Such behaviors may cause 

abused women to shut others out and not disclose to them. For example, Smith (2008a) 

reports that women may even trigger abusive episodes at opportune times so that families 

will not become aware of the abuse. Goodkind et al. (2003) found that “Women are faced 

with family and friends who do not believe them, who blame them for the abuse, and/or 

who are too frightened themselves to intervene” (p. 349). Women who leave an abusive 

relationship may also feel abused by family and friends who they felt would support 

them. Women need support systems to confirm their experience of abuse as harmful. 

Barriers to leaving successfully are created by changes to women’s standard of living due 

to changes in income causing money difficulties and child custody battles with an ex-

partner (Varcoe & Irwin, 2004), emotional difficulties, all of which make it difficult for 

them to access legal help, police protection, housing and so on (Wuest et al., 2004).  As 

well, the women may need to cope with physical and mental issues that result from living 

with abuse (Campbell, 2002). 

Harrison and Esqueda (1999) provide examples of negative myths that create 

barriers for women to seek help: “Battered women are perceived to be helpless, 

vulnerable, ashamed, weak, passive, dependant, unassertive, depressed, defenseless and 

predominantly White” (p. 131). These labels are disempowering to women who live in 

intimate partner violence, and they skew understanding from society. Alexander (1993) 

reports that society judges a woman who stays in a violent relationship: “She can be 

accused of being masochistic or having provoked the abusive behavior; and if a woman 
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seeks intervention or leaves the relationship, she is considered to have failed in her role 

and responsibility to preserve the marital relationship” (p. 234). Harrison and Esqueda 

(1999) report a pervasive societal myth: abuse is “a regrettable but acceptable part of 

marriage” (p. 131). 

The most damaging myth that represents a significant barrier to women 

experiencing intimate partner violence is that leaving their partner will end the abuse. In 

fact the opposite is often the case. Fleury, Sullivan, and Bybee (2000) report that the 

frequency of threats before the woman leaves is related to the risk of violence she will 

experience after leaving. In other words, the more a woman’s partner threatens her before 

she leaves, the more violence she will experience after she leaves. Women who leave a 

relationship feeling that leaving will end the abuse may misinterpret stalking or spying 

behavior by the abusive partner, not realizing that these abusive behaviors have the 

potential to be lethal. Campbell et al. (2003) report that women who were stalked or spied 

on after leaving an abusive partner were twice as likely to become the victims of 

attempted or actual murder. Women whose partners threatened to harm the children 

unless they returned to the relationship had a nine-fold increase in risk for murder or 

attempted murder. The WHO (2004) describes marital separation as a critical time of 

concern when the risk of being killed increases. Negative myths cause barriers for women 

who are living with intimate partner violence, and these women may stay in the 

relationship because of them. 

Intimate Partner Violence and Pregnancy 

Pregnancy is a time of increased risk for abuse to start or escalate due to the 

abusive partner’s ambivalent feelings about pregnancy, increased vulnerability of the 
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woman, body changes including weight gain, mounting economic pressures and 

decreased sexual availability (Health Canada, 2000; SOGC, 2005). Living with abuse 

during pregnancy causes many problems for a woman, some arising from the abuse itself 

and others from the stress of being abused. This is further complicated because of the 

normal stressors that many couples feel during a pregnancy. According to the Canadian 

Maternity Experiences Survey (PHAC, 2009), the level of violence during pregnancy 

decreased for 47% of women who experienced abuse, stayed the same for 47.6%, and 

increased for 5.4%. 

There are significant barriers to disclosing abuse during pregnancy, including the 

following: 

• fear of retaliation 

• fear of being reported to child protection agencies 

• desire to maintain a positive public image of a normal family 

• perceptions that abuse is normal or the woman’s fault 

• lack of knowledge 

• fear of not being believed 

• shame, embarrassment and guilt  

• limited financial options (Best Start, 2003; Cloutier et al., 2002; Lutz, Curry, 

Robrecht, Libbus, & Bullock, 2006; Martz & Saraurer, 2005). 

Unintended pregnancies may put women at greater risk for violence. Moore 

(1999) stated, “The prevalence of physical violence during pregnancy ranged from 12% 

among women with unintended pregnancy to 3% among women with intended 

pregnancies. Overall women with unintended pregnancies account for 70% of women 
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who reported abuse during pregnancy” (p. 307). McGarry et al. (2006) reported that 41% 

of the Utah women who reported abuse also reported that their partner did not want her to 

be pregnant in contrast to 8% who did not report abuse. Smith (2008b) notes how serious 

the abuse may become: “Pregnant and recently pregnant women are more likely to be 

victims of homicide than to die of any other cause of death” (p. 22). 

Consequences for Pregnant Women 

Abuse during pregnancy can have direct and indirect effects on mothers and their 

unborn babies. Women have a higher risk of experiencing intimate partner violence 

during pregnancy than of experiencing other health problems, such as gestational diabetes 

or pre-eclampsia. However, these latter health concerns are routinely screened for during 

pregnancy. Many different complications and adverse pregnancy outcomes are linked 

directly to violence such as physical trauma.  

Stewart and Cecutti (1993) conducted a fundamental baseline quantitative study 

of 548 pregnant Ontario women. The women answered a self-report questionnaire at their 

physicians’ office during a routine prenatal visit. Thirteen women chose not to participate 

even though there was an option of anonymity. The results showed that 10.9% of the 

women experienced physical abuse prior to pregnancy and 6.6% experienced physical 

abuse during their current pregnancy. Of the women disclosing abuse in pregnancy, 

63.9% stated that it had increased with the pregnancy, and 66.7% required medical 

treatment. The women reported the most common area struck during pregnancy is the 

abdomen. Such a blow may cause adverse pregnancy outcomes, such as placental 

separation, premature birth, fetal death, hemorrhage, rupture of organs in abdomen, or 
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fetal injury. Smith (2008b) adds to the list of pregnancy complications miscarriage, low 

birth weight, preterm labour and sexually transmitted infections. 

More troubling for health care professionals are the indirect effects that stem from 

complex and interrelated factors such as stress, substance abuse, suicide attempts, 

depression, anxiety, post-traumatic stress disorder, and inadequate or late-entry prenatal 

care (Bohn, 2000; Health Canada, 2005; McGarry et al.,2006; Smith, 2008b). The effects 

of stress and adverse pregnancy outcomes have been well documented in the literature 

(Condon, 2004; Espinosa & Osborne, 2002; Health Canada, 2005; Martin et al., 2006, 

PHAC, 2009). Stressors indirectly cause women to behave in ways that are harmful to 

their health, such as smoking and substance abuse. Women experiencing stress may find 

it difficult to care for themselves by maintaining adequate nutrition, rest, exercise or 

appropriate health care.  

Stress during pregnancy can also have physiological effects, such as upset 

nervous system and hormones, increased blood pressure, decreased blood flow to the 

uterus and fetus, increased susceptibility to infection, premature birth, and low birth 

weight. Espinosa and Osborne (2002) note that in pregnant women stress can release a 

maternal B endorphin, which in turn can negatively influence how fetal nervous tissue is 

developed. Stress also releases catecholamine, which can adversely affect the fetus by 

potentially leading to preterm labor, or placental hypoperfusion, which can lead to 

intrauterine growth retardation (IUGR) (Berenson, Wiemann, Wilkinson, Jones & 

Anderson, 1994; Bullock & McFarlane, 1989; Espinosa & Osborne, 2002; McFarlane et 

al., 1996; Murphy et al., 2001). The lifelong results of IUGR for the baby may include 

physical, mental and learning disabilities. 
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Becoming a Mother 

Our society places expectations on pregnant women. Mercer (2004) states, 

“Becoming a mother assumes a positive, supportive intimate partner relationship, yet 

pregnancy and being in an abuse relationship often coexist and present competing 

behavioral demands and social expectations for the woman” (p. 228). The woman is 

assuming the role of becoming a mother while making decisions about her relationships, 

her pregnancy, her health and her baby’s health. Rubin (as cited in Lutz et al., 2006) 

developed a binding-in theory that describes the process that women undergo as they 

realize they will become mothers. Rubin’s theory encompasses four maternal tasks: 

• seeking and ensuring safe passage for mother and infant 

• securing and ensuring acceptance of the pregnancy and the new family 

member by significant others 

• binding in to the child and 

• giving of oneself to the dependent, valued child (p. 122) 

Lutz (2005) proposes the concept of double binding, “which is the two internal 

opposing forces encountered by pregnant women in abusive relationships: becoming a 

mother and being in an abuse relationship” (p. 121). The quality of the mother’s 

relationship with the baby’s father affects all of her maternal tasks outlined above. Living 

within abuse consequently affects the mother’s goal of having an ideal, loving, supportive 

family and home. The mother is living in two separate worlds. In other words there is a 

disconnection between her private and her public life. One life is public for all to see, 

representing the idealized view of the woman’s life, pregnancy and family, her idealized 

experience of pregnancy, whereas the other is private, reflecting the reality of the hidden 
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physical abuse (Lutz et al., 2006; Smith, 2008b). These women spend a lot of energy 

putting forth the image that their life is ideal. The stress can take a huge emotional toll on 

women in an abusive situation. Stewart and Cecutti (1993) found that 77.8% of the 548 

pregnant women in their self-report questionnaire study remained with the abuser.  

Lutz (2005) generated a grounded theory of living two lives by conducting a 

study based on 21 in-depth interviews with 12 women who were living in abusive 

relationships during pregnancy. Lutz’s theory resulted from the interviews, where the 

women described the two phenomena that were happening together, pregnancy and 

abuse. Few of the women left their abusive relationships while pregnant; in fact 

pregnancy provided reasons for reinvesting in the abusive relationship where it was 

important to form a family. 

In a qualitative study of nurse case management interventions, Libbus et al. 

(2006) interviewed 35 ethnically and socio-demographically diverse women ranging in 

age from 16 to 34, who were at risk for abuse. The women were interviewed up to four 

times each during pregnancy and following delivery for a total of 43 in-depth, face-to-

face, semi-structured interviews. Eighteen of the women disclosed active abuse. They 

indicated that they felt trapped in the relationship and would remain with the violent 

partner if they believed that it was in the best interest for their unborn child. This study 

provides more evidence in support of Rubin’s binding-in theory. 

Qualitative data from the above two studies suggest that becoming a mother is 

extremely challenging when a pregnant woman is experiencing abuse by the baby’s 

father. The maternal processes of binding in to the baby and seeking safe passage for both 

the mother and her baby are complicated by difficult choices. For some, this means 
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leaving the abuser, but for others it means binding in to the relationship with the abuser, 

the baby’s father, to achieve safe passage for both the mother and the baby. This includes 

securing the father’s acceptance of the pregnancy in order to move towards being part of 

a “normal family.” The story of my friend’s daughter, Mary, showed how her baby’s 

health and safety outweighed the other decisions she was making, in particular binding in 

to the relationship with Tom. She had to decide whether to stay with Tom and endure 

intimate partner violence with the risk of harming self and baby, or to leave and risk 

losing hopes and dreams of a “normal” family and financial security. 

Martz and Saraurer (2005) conducted a study using participatory action research 

with rural women living in East Central Saskatchewan. The design included interviewing 

19 women who survived domestic violence and holding three focus groups, two with 

survivors of intimate partner violence and one with service providers. The women had 

experienced intimate partner violence during pregnancy and disclosed that they left their 

abusive partners only when the violence escalated and the need to protect the children 

intensified. By leaving they risked many problems, such as poverty, fear of increased 

violence, loss of their homes and rejection by the community. This study shows the hard 

decisions that women make in trying to maintain a maternal role. 

Holistic Health 

In the following section, the framework of body, mind, and spirit health will be 

reviewed. First a definition will be provided for each parameter of health, and then 

studies will be reviewed under two sections: before pregnancy, which includes any period 

outside of pregnancy, and during a pregnancy.  
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Body Health 

Condon (2004) states that it is easy to determine body health, as our present 

western medical model health system focuses on the physical. This, simply put, is the 

physical being of a human, which includes both the internal and external structures. 

Before pregnancy. Coker et al. (2002) performed a random-digit-dial telephone 

survey of 6780 women age 18 to 65 who lived in the United States. Questions were asked 

about violence, victimization and health status indicators. Of these, 28.9% disclosed 

experiencing intimate partner violence within their lifetime. The results indicated that 

women who experience intimate partner violence are likely to report poor physical and 

mental health by having signs of depressive symptoms, using substances, having chronic 

medical or mental illness and injuries. Bonomi et al. (2006) analyzed telephone 

interviews with 3429 women, aged 18 to 64 years, who were randomly selected from a 

large United States health plan. The results indicated that the longer women were 

exposed to intimate partner violence, the worse their health outcomes were. 

During pregnancy. Several studies have illustrated the traumatic effects of 

intimate partner violence on women’s physical health during pregnancy. Bacchus, Mezey 

and Bewley (2006) performed a qualitative study based on the interviews of 16 women 

living in London, England who had experienced intimate partner violence in the prior 12 

months. Twelve of the 16 women reported abuse during a previous pregnancy with 

physical injuries due to violence including cuts, bruises, burns, broken bones, broken 

teeth, and persistent headache. Four had suffered a total of six miscarriages, which they 

attributed to a blow to the abdomen. Martin et al. (2006) found that 43% of the 95 women 

in their qualitative study had been physically injured in the year prior to a pregnancy, and 
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27% of the 95 woman were physically injured during the pregnancy. The women were 

six to seven months pregnant at the time of the interviews, which took place in prenatal 

clinics in North Carolina, United States. 

Mind Health 

Condon (2004) defines mind health as including psychological and emotional 

states. Injury to these states is far worse than physical injury, as the wounds are disruptive 

in lives and also invisible, which makes them harder to heal. Past intimate partner 

violence can also affect current well-being of the mind (Carlson et al., 2002). 

Before pregnancy. Golding (1999) and Jones et al. (2001) conducted meta-

analyses of intimate partner violence studies and found strong evidence to support that 

intimate partner violence is linked to various negative health outcomes. The results 

indicated that abused women were three times as likely to be diagnosed with depression 

as women who were not abused. Furthermore, abused women were 3.5 times more likely 

to be suicidal than women who were not abused. Fully 63.8% of abused women suffered 

traumatic stress symptoms compared to 12.3% of women who were not abused. Finally, 

abused women were six times more likely to misuse drugs and alcohol. 

Physical violence is pretty clear and sometimes it takes time to come to the 

understanding that what women are experiencing is emotional (mind) abuse. Bonomi et 

al. (2009) found this to be the case in their US study of 3,333 women, and further 

explained that women may not actively seek services during the mind abuse. 

During pregnancy. Several studies discuss the devastating effects of intimate 

partner violence on women’s mental health during pregnancy. A prospective study by 

Bloom et al. (2007) of 500 pregnant women living in Oregon showed a strong association 
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between violence and mental health issues, in particular depression. The women in this 

study filled out assessment questionnaires a total of five times over a two-year period: at 

13-23 weeks pregnant, 32 weeks pregnant, time of delivery and then twice in the post 

partum period. Bloom et al. recommended that all pregnant women should be screened 

for abuse and depression. Bonomi et al. (2006) also found depression rates to be higher 

for intimate partner violence women, even higher than for people who were recently 

diagnosed with heart disease. Martin et al. (2006) conducted a qualitative interview study 

at a prenatal clinic in North Carolina and found that 75% of 95 women studied who 

experienced any level of abuse in pregnancy also experienced high depression levels. 

Furthermore, women who were injured by their partners showed higher levels of 

depression. 

Mezey, Bacchus, Bewley, and White (2005) studied 200 pregnant women 

receiving antenatal care in South London Hospital maternity services. They screened the 

women for lifetime experiences of trauma and intimate partner violence by obtaining 

information about self-harming behavior, suicidal thoughts and attempts and psychiatric 

history. The authors report that traumatic events are under-recognized risk factors in the 

development of depressive and post traumatic stress symptoms(PTSS) in women’s 

childbearing years. They conclude that severe PTSS and severe depression are associated 

with physical and sexual abuse. 

Spirit Health 

Research into spirituality is challenging due to our culture’s need to define and 

measure such a concept (Moloney, 2007). Moloney compared spirituality to the wind “as 

it is not a phenomenon that lends itself to imposed boundaries, conceptual or otherwise” 
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(p. 116). Within the western medical world, spirit health is not acknowledged or 

separated out from the body and mind (Burkhardt & Nagai-Jacobson, 2002). We almost 

always relate spiritual health to religion, God or a higher being (Davis, 2002). Davis 

(2002), who commented in her phenomenological study of 17 abused women that 

spirituality, is more than religion, it is learning about self, life meanings and connections 

with others. “Spirituality is linked to a sense of life purpose and personal identity, and is 

seen as a key element for individuals to find their place in the world” (Austin & Boyd, 

2008, p. 30).  

According to the relational model developed by Surrey (1985), women’s sense of 

self is primarily relational: “[Women] develop their sense of self through their ability to 

make and then to maintain affiliation and relationships” (p. 3). Seaword (2004) defines 

spiritual health as the “maturation of higher consciousness through strong nurturing 

relationships with both the self and others” (p. 24). This view of self-development is 

essential to understanding the needs of women who are living in intimate partner 

violence.  

For the purposes of this study, spirit health is referred to as women’s sense of self, 

which includes life’s purpose, self-identity and development of relationships. An 

extensive literature review was done; however, no studies were found that related directly 

to spirit health, intimate partner violence, and pregnancy.  

Gillum, Sullivan and Bybee (2006) investigated the importance of spirituality in 

the lives of domestic violence survivors. They carried out a study in Michigan State, USA 

on a sample of 151 women who had experienced physical abuse in the prior four months. 

The women were recruited from first response emergency services and to be included in 
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the study were required to have at least one child. Gillum et al. concluded that spirituality 

or a belief in God was a source of strength for 97% of the 151 women interviewed. Both 

the women’s belief in a higher power and the support they received from their faith 

community were integral to their healing. Boehm, Golec, Krahn, and Smith (1999) and 

Giesbrecht and Sevcik (2000) found that many survivors of domestic violence turn to 

their religious community for strength, comfort and support. 

Kreidler (1995) points out that women’s experience of being hurt by someone 

who they believe should love, cherish and protect them causes a great deal of spiritual 

distress. As discussed, Gillum et al. (2006) found that spiritual healing groups can be 

useful to women who have survived intimate partner violence. Kreidler further relates life 

satisfaction to spiritual health and argues that spiritual health is necessary to restore a 

sense of meaningfulness and power over one’s life. 

Intimate Partner Violence and Health Care Providers 

Health care professionals, often termed health care professionals, are individuals 

who provide a health care service to individuals. Registered nurses fall into this category. 

The majority of health care professionals (e.g., physicians, RNs, LPNs) work side by side 

in different health care settings. It is not always identified within studies which health 

care professional is providing the differing services or interventions for women who live 

in intimate partner violence. 

Women often enter the health care system because of unique circumstances 

related to their reproductive organs (Youngkin & Davis, 2004). Pregnancy is one of those 

times when women enter the health care system. It gives health care professionals a 

unique opportunity to have access to these women, as many women have their only 
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contact with the health care system during pregnancy (Espinosa & Osborne, 2002). 

Intimate partner violence victims frequently use the health care system for treatment 

related to the consequences of intimate partner violence, and pregnant women access the 

health care system for care during pregnancy. It is surprising that pregnant women who 

have endured intimate partner violence are invisible in the health system, considering that 

roughly one in ten women experiences intimate partner violence in pregnancy. Boy and 

Salihu (2004, cited in McGarry et al., 2006) conducted a systematic review of intimate 

partner violence and birth outcomes. Reviewing 22 maternal intimate partner violence 

deaths, they found that only two health care professionals were aware of any violence 

happening within the woman’s lives, even though they were seeing the woman for a 

pregnancy.  

All clinicians who provide service to women will inevitably encounter clients 

affected by intimate partner violence. However, Stewart and Cecutti (1993) found in a 

study of 548 Canadian women, based on a self-report questionnaire, that only 2.8% told a 

health care professional about the abuse. The Canadian Maternity Experiences Survey 

(PHAC, 2009) reported that 61.0% of women experiencing abuse during pregnancy 

discussed the abuse or received information about what to do if one is experiencing 

abuse. The report does not separate the above data to clarify whether they received the 

information about abuse after disclosing or as a standard package of information. 

Furthermore it does not identify with whom the women discussed the abuse. 

McGarry et al. (2006) reported that just over 50% of the abused women in their 

study had not disclosed the abuse to anyone. The women who did disclose reported the 

abuse to friends (43%), family (41%), law enforcement (28%), social worker or 
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counsellor (23%), religious leader (17%), physician (12%), emergency department 

(10%), health link (8%), and other health care professional (3%). Some of the women in 

the study disclosed the abuse to more than one person. In the same study, 39.2% of the 

women reported that their health care professional asked whether someone was hurting 

them emotionally or physically. However, 28.9% of the women stated that the health care 

professional discussed physical abuse while their partners were present. The study 

consisted of telephone interviews of 6784 Utah women from 2000 to 2003. The women 

were contacted two to four months post partum and were asked questions about intimate 

partner violence prior to pregnancy and during pregnancy. Of the total sample of women, 

3.3% disclosed intimate partner violence during the year before pregnancy, 2.7% during 

pregnancy, and 2% during both time periods. 

Some communication difficulties exist between health care professionals and their 

clients (Arnold & Boggs, 2003). Some studies indicate that many intimate partner 

violence cases are not recognized by health care professionals. Freedberg (2006) 

identifies barriers for women within the US health system: “Approximately 25-50% of 

women who seek emergency medical care are intimate partner violence victims, however 

the emergency staff recognize less than 50% of these” (p. 18). Why don’t health care 

professionals, including RNs, ask their patients about intimate partner violence? Fulfer et 

al. (2006) identify six reasons: fear that they would offend the women, concern that 

asking might affect the patient-health care practitioner relationship, time constraints, fear 

of opening a Pandora’s box, feelings of inadequacy regarding interventions, and their 

own personal experiences with intimate partner violence either in childhood or at present. 
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Webster, Bouck, Wright, and Dietrich (2006) describe the experiences of 11 

Canadian Public Health Nurses (PHNs) who screen for intimate partner violence within 

their practice. Webster et al. found that the PHNs’ continuum of experience had 

influenced their practice. The novice practitioner often wanted to take control of the 

women’s situation, whereas the expert PHN defined success with the women in terms of 

personal growth over time by gaining trust and being supportive of the women. Kramer 

(2002) found both physicians and nurses in emergency departments to be action focused; 

that is, they assumed that for abused women leaving the situation was the only way to 

solve the problem. Webster et al. (2006) argue that health care professionals need to 

“relinquish their need to fix it and shift the goal of intervention toward understanding 

where the woman is at present, not where they want her to be” (p. 146). Webster et al. 

conclude that abused women do not expect or want health care professionals to fix their 

situations, but rather to guide them in identifying a healthy relationship by recognizing 

patterns of power and control and making their own decisions. 

Registered Nurses spend much of their work time telling and listening to various 

stories. Asking difficult questions is part of the role of a nurse. According to Munhall 

(1994), researchers need to discover a common language that will help to address these 

difficulties. Research that explores lived experience can improve communication and 

understanding among nurses and their clients. Van Manen (2003) suggests that when we 

ask research questions and participate in a research process we view the world from a 

particular position. In this study, the perspective is that of a nurse. Some of the 

significance and complexity of this phenomenon of pregnant women living in intimate 

partner violence became apparent when I was working in my current role. Women shared 
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their knowledge through painful stories when asking for help. Stories are a good way to 

illuminate the beliefs, values, and wisdom of individuals and also provide a common way 

for clients and nurses to engage with real life situations (Fairbairn & Carson, 2002). Koch 

(1998) proposes that the wealth of nursing work “is found in the intensely personal, 

highly emotional, often brutal stories of everyday life as lived by clients and witnessed by 

nurse practitioners” (p. 1183). In listening to the voices of these women, nurses have 

access to incredible wisdom, understandings beneath decision making, and hidden 

contextual issues that significantly influence choices around health (Paton, 2005). The 

sharing of stories allows for the development of shared understanding and the valuing of 

different perspectives (Fairbairn & Carson, 2002). Women’s ways of knowing and the 

sharing of this information through oral stories have come to be recognized as important 

for informing nursing practice (Leight, 2002).  

Summary 

The relationship between knowledge and power is a crucial issue for RN practice, 

education and research. Studying women who have experienced intimate partner violence 

is a complex and sensitive task. Add to the mix a pregnancy and another set of values 

comes alive. This chapter has provided a review of the literature with reference to 

intimate partner violence, pregnancy, health and nursing. Several studies have outlined 

the serious consequences of intimate partner violence for women’s physical and mental 

health before and during pregnancies. Very few studies have asked the women how they 

view their own physical and mental health, and no studies were found that asked women 

about their spiritual health during pregnancy. These gaps are addressed within this study.  
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Chapter 3. Research Methodology 

Introduction 

Historically, women’s health has been viewed through a scientific lens that valued 

quantitative research methods as the sole approach to knowledge development; however, 

this approach has often offered a limited understanding of perplexing human phenomena 

that are not easily quantified (Speziale & Carpenter, 2003). Research approaches that are 

holistic, which explore and value women’s perspectives, what they know, and how they 

respond to this knowledge, have come to be valued and reported in the nursing literature 

(Leight, 2002). Some questions can be answered by measurement, while others do not fit 

into the tight constraints demanded by the positivist or traditional approach to research 

(Speziale & Carpenter).  

This chapter describes the research methodology used in the current study. 

Holloway (1997) explains the meaning of methodology as follows: 

Methodology refers to the principles and philosophy on which researchers base 

their procedures and strategies, and to the assumptions that they hold about the 

nature of the research they carry out. It consists of the ideas underlying data 

collection and analysis. (p. 62) 

Theoretical/Philosophical Perspective 

The researcher approaches a study with a particular philosophy or set of beliefs. 

Philosophical stance pursues theoretical knowledge, enlightens theoretical perspective 

and reveals the “what” and “how” of scientific inquiry (Creswell, 2003). Polit, Beck, and 

Hungler (2001) describe four concepts that underlie theoretical stance: 

• Ontology: what is the nature of reality? 
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• Epistemology: how is the inquiry related to those being researched? 

• Axiology: what is the role of values in the inquiry? 

• Methodology: how is the knowledge obtained? 

The researcher needs to embrace a paradigmatic perspective along with the 

corresponding ontological, epistemological and axiological claims in order to gain 

knowledge (Polit et al., 2001).  

Ontology 

Ontology refers to the nature of reality for the researcher (Polit et al., 2001). As 

Creswell (1998) states, “Multiple realities exist, including the realities of the researcher, 

those of individuals being investigated, and those of the reader or audience interpreting 

the study….The qualitative researcher needs to report on these realities” (p. 76). It is the 

reality, the lived experience, as passed on by the participants’ stories in the perspective of 

their surroundings that is of interest. My reality is that I am a RN and I gain knowledge 

from stories as the audience. Another reality is that the wealth of RN work is found in the 

intensely personal, highly emotional, often brutal stories of everyday life as lived by 

clients. 

Personal philosophical stance. I approached this study from an interpretivist 

perspective, “a paradigm that sees the social world constructed, interpreted, and 

experienced by people in their interactions with each other and with wider social 

systems” (Ulin, Robinson, & Tolley, 2005, pp. 17-18). Within this framework, the study 

seeks discovery, understanding and insight into women’s stories of intimate partner 

violence. Interpretivists derive meanings from perceptions, experiences and actions in 

relation to social contexts. This framework agrees with using open question and 
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observation interviews, research participants being active partners in the data collection, 

and participants being aware of their engagement in the research process with the 

possibility of gaining insight into their own behaviors (Ulin et al. 2005). Within an 

interpretivist framework, research questions tend to ask why, how, and under what 

reasons, rather than what and how many. The former questions lead into questions 

designed to explore deeper subjective meaning. 

Theoretical framework. During my course work before beginning this research, I 

searched for a framework that would shape the study. The framework for health behavior 

that I used was the health belief model. This model offers useful guidance for 

understanding risk behaviors, such as living in a relationship that includes intimate 

partner violence, and the connection of these behaviors to individuals’ beliefs about 

health. Nutbeam and Harris (2004) explain: 

The model predicts that individuals will take action to protect or promote health if 

they perceive themselves to be susceptible to a condition or problem; they believe 

it will have potentially serious consequences; they believe a course of action is 

available that will reduce their susceptibility, or minimize the consequences; and 

they believe that the benefits of taking action will outweigh the costs or barriers. 

(pp. 10-11)  

The basic premise of the model is that individuals differ in two ways: how they perceive 

the personal benefits or value of avoiding illness or getting well, and their expectations 

that a specific action can prevent illness (Ulin et al., 2005).  

Applying this model to my research study, the key concepts as they relate to 

women are the following: perceived susceptibility: whether they are at risk for harm or a 
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decreased quality of life; perceived severity: belief that the consequences of intimate 

partner violence for their mind, body and spirit are serious; perceived benefits: 

perceptions of the efficacy of the recommended action to reduce health risks; cues or 

triggers to actions: events that increase the likelihood of actions; self-efficacy: the 

conviction that an action can be successfully carried out. 

Epistemology 

Epistemology refers to how the inquiry is related to those who are being 

researched and how we know what we know (Polit et al., 2001).In other words, one must 

examine the relationship between the inquiry, participants and the researcher. My role as 

a student researcher enabled me to explore sensitive data laden with values and gave me 

the opportunity to take the data and give back on behalf of a generally silenced group. 

“Philosophical underpinnings of qualitative research methods reflect beliefs, values and 

assumptions about the nature of human beings, the nature of the environment and the 

interaction between the two” (Munhall, 1994, p. 10). 

My assumptions or personal worldviews for this study are the following: 

• Women who have experienced intimate partner violence during a pregnancy 

are best qualified to provide understanding about this topic, as they can 

provide valuable insight. 

• intimate partner violence has an impact on the health of a woman and her 

unborn child. 

• Women are resourceful and have coping strategies. 

• Women do not intentionally harm their unborn children. 

• Narrative approach empowers women who usually do not have a voice. 
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Axiology 

Axiology examines the role of values in an inquiry (Polit et al., 2001). The 

researcher needs to look at his or her own values to acknowledge how they might shape 

the inquiry (Creswell, 1998). Despite good intentions to represent participant stories 

accurately, the researcher becomes implicated in the interpretation of meaning, 

particularly when the topic is personal and value-laden (personal communication, Ruth 

Grant-Kalischuk, 2005).  

I am a middle-aged mother of three grown children and three grandchildren. I 

have been married to the same man for 32 years and have not experienced intimate 

partner violence personally. I feel privileged to have been raised in a home where the 

goals and expectations were the same for all the children, who included two boys and five 

girls. I was expected to complete a post-secondary education and succeeded in doing so. I 

am a wife, friend, homemaker, mother, and grandmother.  

I have been a Registered Nurse for 31 years and have worked with women and 

children for my whole career. I think back in embarrassment and shame to the women I 

let down who were experiencing intimate partner violence. When I first started my career 

I was naïve. Sometimes I would wonder why things were “strange” but did not ask 

questions. In retrospect, I suppose I did not want to believe that a pregnant woman’s 

partner could do something to harm her or her baby. Maybe I did not want to offend the 

woman by asking, but mostly I did not know how to help. The following story helped to 

shape my values in working with women who may have experienced intimate partner 

violence. 
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I remember Linda (pseudonym) very well. She was admitted with pregnancy and 

depression and stayed on our unit for several weeks. She was known in our small 

community as dressing “slutty” because of the clothes her husband chose for her. He 

really liked the thought of other men looking at his “prize” wife. She disclosed to me that 

her husband did not let her go out without his permission. He videotaped their sex and 

replayed it to her while pointing out all her mistakes and threatening her if she did not get 

it right. He told her that she could gain a maximum of only 10 pounds in her pregnancy. 

She was afraid that if she did not obey him there would be serious consequences. I never 

asked if she felt safe with him. She told other nurses about other aspects of her life, and 

together as a nursing team we discussed what we had heard and took it to the head nurse. 

No one knew what to do, so we did nothing, and the head nurse supported us in doing 

nothing. 

Methodology 

Methodology refers to how the knowledge is obtained (Polit et al., 2001). 

Qualitative research is a rewarding path by which to understand personal and social 

meanings of life in ways that consider the experiences and perspectives of people who 

have lived it (Ulin et al., 2005). Qualitative research “involves broadly stated questions 

about human experiences and realities, studied through sustained contact with people in 

their natural environments, generating rich, descriptive data that helps us to understand 

their experiences and attitudes” (Rees, 1997, p. 375). The interest in narrative has spread 

to nursing, and notions of narrative and story are being drawn upon in a number of ways 

in nursing practice and research. The goal of a qualitative researcher is to provide ways of 
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understanding experience from the perspective of those who live it (Bailey & Tilley, 

2002).  

Research Design 

Qualitative research attempts to understand and make sense of a phenomenon 

from the participants’ perspective. A qualitative method was indicated for this research 

based on the researcher’s desire to understand, from the women’s point of view, the 

meanings of their health in relation to having lived within intimate partner violence and 

as a means to address the sensitive nature of the topic. Thus the study naturally lent itself 

to a narrative inquiry as the most appropriate method. The women I interviewed had a 

story to tell which had deep meaning and personal connection for them, and I, as the 

listener, had the responsibility to recreate their story through analysis and interpretation. 

Narrative Inquiry 

Narrative inquiry is a qualitative approach that has been described simply as 

“stories lived and told” (Clandinin & Connelly, 2000, p. 20). Ulin et al. (2005) describe 

four characteristics of narrative inquiry: 

• strives to understand the meaning people construct about their world and their 

experiences / analysis strives for depth of understanding 

• researcher is the primary instrument for data collection, and 

analysis/assumptions of the researcher need to be identified 

• inductive process – data needs to be gathered to build concepts 

• richly descriptive from context, participants’ involvement, activities, quotes, 

field notes, interviews (p. 39) 
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The purpose of a narrative approach is “to reveal not resolve the stories, although 

resolution may be a result” (Latimer, 2003, p. 131). In other words, the work of the 

narrative researcher is to show the stories or meanings from the stories that he or she has 

been entrusted with. The women I interviewed entrusted me with stories of their lives, 

their memories and their perceptions. Their stories bring up mental images or pictures 

that transform private experience into words and language. Narrative inquiry research 

involves taking these stories and then uncovering or creating meanings and understanding 

within these experiences, while honoring the story (Latimer, 2003). I am committed in 

my research to generating a body of knowledge obtained from these lived experiences. 

Through the story telling process, I had a deep connection to the women I interviewed. I 

therefore want not only to pay respectful tribute to the women I interviewed, but to 

produce something that will be helpful or useful.  

The interest in narrative has spread to nursing, where notions of narrative and 

story are being drawn upon in a number of ways in nursing practice and research. As 

Latimer (2003) argues, “The goal of nursing research as we practice it is not to produce 

results that can be acted upon…. it is to produce ideas and concepts that enable nurses 

and fellow nurse researchers to think more deeply about their practices” (pp. 111-112). 

Narrative or Story Telling 

“Narration is as much part of human nature as breath and the circulation of blood” 

(Hurwitz, Greenhalgh, & Skultans, 2004, p. 2). Story telling has been used for centuries 

as a powerful vehicle for communication. Individuals make sense of their world most 

effectively by telling stories (Bailey & Tilley, 2002). By telling a story, the participants 

offer a powerful compilation of facts, thoughts and feelings (Weber, Rowling & Scanlon, 
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2007). Through telling their stories, individuals are able to find meanings that help them 

make better sense of their thoughts and emotions. They organized their experiences and 

weave it into a story to be told. It may be particularly important in women’s health 

because, for many women, the traditional marriage-children stories constitute a “good 

story to live by” (Leight, 2002, p. 111). When my friend told me her story about her 

daughter Mary, she invoked in me meanings, images and questions. I was positioned as 

an audience and was part of the re-experiencing of the event; I was a collaborator in her 

retelling of her story.  

Narrative is understood in nursing practice in therapeutic terms, such as 

“restorying” of a major life experience. This is a technique employed to facilitate greater 

acceptance of what has happened and a deeper understanding of self and others (Koch, 

1998; Latimer, 2003). Language gives expression to experience.  

The literature review revealed some opposition to storytelling as “real research,” 

since a participant may not be telling the truth. Bailey and Tilley (2002) explain: 

It is important to note that, for the interpretive researcher, the historical truth of an 

individual’s account (story) of an event is not the primary issue, but rather the 

researcher recognizes that storytellers select the components of the stories they 

tell (construct) in order to convey the meaning they intend the listener to take 

from the story. (p. 576) 

Bailey (1996) further explains: “The narrative reconstructions [are] attempts to account 

for and repair breaks in the social order as meaning-making events interpreted by the 

teller, then the analyst” (p. 187). Therefore, it is the reconstruction of meaning, not truth, 

that the researcher wants to understand (Bailey & Tilley, 2002). The storytellers select 
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the components of the stories they tell in order to convey the meaning they intend the 

listener to take away. As Frank (2000) states, “Stories as acts of telling are relationships 

… stories reaffirm what people mean to each other and who they are with respect to each 

other” (p. 354).  

Data Collection 

This narrative study follows the guidelines proposed by Creswell (2003) for data 

collection and analysis. Although typically occurring simultaneously, the processes are 

described separately. Personal in-depth conversational interviews with volunteer 

participants in a selected setting initiated the data collection process. Interviewing 

continued until data saturation occurred.  

Selection of Participants 

Qualitative research, including narrative inquiry, normally uses small non-random 

sampling techniques, since control, manipulation and generalization are not the intent 

(Polit & Beck, 2004; Speziale & Carpenter, 2003). A purposive sample was sought for 

the study, with the guiding principle that participants must have experienced the 

phenomenon and must be able to describe what the experience was like (Polit & Beck, 

2004). From an interpretive perspective, the investigator views ordinary people as experts 

by virtue of the experiences and ideas they can share and their willingness to help explore 

the research problem (Ulin et al., 2005). The participants, in this case women who have 

experienced intimate partner violence while pregnant, are the experts and have 

knowledge of a “certain way of being in the world” (van Manen, 2003, p. 39). Since life 

experience is the criterion for selection, some researchers refer to this method of selecting 

participants as criterion sampling (Polit & Beck, 2004).  
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The researcher decided that participants in this study must meet several criteria. 

They must be over 18 years of age and able to provide consent. They must be self-

identifying volunteers who speak English and must self-identify that they are not at 

present pregnant. In order to participate, participants must have experienced intimate 

partner violence while pregnant within the past five years. They must not be using 

medications or substances that may hinder thought processes and must not have a 

diagnosed mental health condition that could curtail full participation. A letter of 

invitation (see Appendix A) was handed out to potential participants. The letter identified 

the focus of the study, the researcher, the criteria for participation, and the means by 

which those interested could make contact. 

Study Size 

Predetermination of sample size is inappropriate and less clear in qualitative 

studies (Speziale & Carpenter, 2003; Ulin et al., 2005); therefore, purposive and snowball 

sampling strategies were used to obtain a variety of women who could contribute depth 

and richness to the data. The depth of the data and degree to which the data adequately 

answer the research question directed the number of participants and consequently the 

number of interviews required (Munhall, 2001; Ulin et al., 2005; van Manen, 2003). In 

this study, sampling and data collection were continued until data saturation was 

achieved, or in other words, until little new information was being obtained. It was 

anticipated following a review of the literature that saturation of the data would be 

achieved after interviewing four to twelve women (Munhall, 2001; Polit & Beck, 2004; 

Speciale & Carpenter, 2003; van Manen, 2003). The final sample size was six in-depth 

interviews. 
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Ethical Considerations 

The following issues were dealt with prior to the first face-to-faceinterview: 

gaining participants’ consent, ensuring confidentiality, transcribing the data verbatim, 

storing data, making a token payment for each interview, explaining the participants’ 

right to stop an interview and to have the tape recorder turned off, explaining 

participants’ right to cease participation and for the researcher not to use information 

already given, debriefing after interviews for both the participant and researcher, 

arranging for counseling to be available, and reporting of legally bound issues. 

An application was sent to the Ethical Review Committee in the Office of 

Research Services at the University of Lethbridge for approval to conduct the interviews 

needed for this study. Approval was received after one revision was made on the 

participants’ consent form (Appendix B). 

Prior to the first interview, a transcriber was hired to transcribe the interviews. 

The transcriber signed a statement of confidentiality (Appendix C). Narrative data is very 

personal and intimate, and the maintenance of confidentiality was paramount. The data 

were and continue to be stored in a locked file cabinet. The participants were informed 

that interview tapes and transcriptions would be destroyed five years after the interview. 

Informed Consent 

It is important that participants know what is being asked of them. Participants 

were given details about the interviews and what they would entail prior to the initial 

face-to-face meeting. At this first meeting I reviewed the consent form (Appendix B) 

with each participant to ensure that she was aware of the general nature and goals of the 

study, and that she understood the consent information. Participants were informed that 
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their participation was voluntary and they had the right to withdraw at any time without 

consequences. 

Risk and benefits of the study were explained along with potential adverse effects, 

particularly the possibility that feelings and memories about the abuse might come back. 

Participants were reminded of the availability of a counsellor, provided by the Young 

Women’s Christian Association (YWCA), if they required one. They were also reminded 

that disclosure of child abuse would be reported to the proper authorities as per legal 

requirements. Consents were obtained from all participants. The women were offered a 

copy, and one woman chose to accept. 

Confidentiality 

Several steps were taken to protect the confidentiality of the women. Respect for 

participants’ privacy was promoted through verbal and written information on the 

consent agreement. Only the researcher knows who participated in the study. A code was 

used in place of names on all transcriptions. In the write-up of the analysis of the results, 

each woman was given a pseudonym. A list that identified names and the corresponding 

codes and pseudonyms were placed in a locked location, along with the consent forms. 

No personal information that might identify the women was used in the thesis. The 

transcriber signed a statement of confidentiality (Appendix C) prior to transcribing.  

Recruitment Sites 

My first contact was with the managers of the YWCA Harbour House and 

Lethbridge Family Services, which offer women programs and counselling, including for 

situations such as intimate partner violence. The managers were given posters (Appendix 

D) which, following approval through appropriate administrative processes, they were to 
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post in private and public places within their agencies. Within a few weeks, over ten 

telephone calls were received requesting interviews. My intent was to put up posters at 

other agencies, such as Transition House, the Court House, University of Lethbridge and 

Lethbridge College, but I did not need to do so.  

The potential participants had two options in order to participate in the study. The 

first option was to fill out the letter of invitation (Appendix A) with their name and safe 

contact telephone number and give it to the administration of one of the above agencies. 

The agencies (YWCA & Lethbridge Family Services) ensured participants’ anonymity by 

putting the information in an envelope and having the participant seal the envelope. The 

envelope was then placed in the manager’s mailbox to give to me. The other option was 

to telephone the confidential number listed on the poster invitation for participants or 

letter of invitation and then to leave their name and safe telephone number on the 

answering machine. 

Safety Protocols 

The very nature of this study might involve possible risk for the woman if she 

were to talk about intimate partner violence without safety measures. Safety protocols 

(Appendix E) were set up using Langford’s (2000) guidelines for developing a safety 

protocol in qualitative research involving battered women. The protocols fell into three 

sections: participant contact, interviews, and confidentiality. These women were 

potentially risking their personal wellbeing and trusting me with their sensitive stories; 

consequently, safety was of the utmost importance.  
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Pre-Interview Contact 

The initial contact with each participant was by telephone. For the participants’ 

safety, I never left a message if there was no answer, and I asked at the beginning of the 

telephone call if it was safe to talk, before going on. The plan was that, if someone other 

than the woman answered the phone, I would say I was a salesperson. During the initial 

contact, I screened to ensure that participants met the inclusion criteria, and to start 

building a trusting relationship through conversation prior to the initial face-to-face 

interview. During this telephone call, I explained the purpose of the study, sought oral 

permission for audio tape recording of the interview, and answered any questions posed 

by the prospective participant. It was important for the woman to know what I was asking 

for the study, with no hidden surprises.  

Each participant and I agreed upon a date and time for the conversational 

interview, to take place at the YWCA, a safe environment for both of us. I instructed each 

participant that on-site counseling would be available if she felt she needed it during or 

after the interview. Childcare was organized with the YWCA for those who would need 

this service. Lastly, I told each participant to think about things she might want to say 

about living within intimate partner violence while pregnant. In particular, I wanted her 

to think about how it affected her health and about any advice she might have for health 

care professionals. I phoned the day before the interview with a reminder of the date and 

time of the interview and reminded each participant of things she might want to think 

about for the interview. 
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Interviews 

For this narrative study, I wanted participants to feel that they could tell their 

stories with minimum interruption. However, I needed certain questions answered in 

order to obtain rich and clear data. It was decided that the best way to complete this 

objective was to conduct a semi-structured interview. I developed an interview guide 

(Appendix F) that I used for the conversational interviews.  

An interview guide was used to illuminate the meaning of five broad dimensional 

areas:  

• experiences of intimate partner violence,  

• experiences of intimate partner violence during pregnancy,  

• experiences of health and intimate partner violence 

• experiences of health, intimate partner violence, and pregnancy 

•  experiences with health care professionals 

The guide consisted of an introduction, an initial question on what they thought 

abuse was, and then an invitation to begin telling their story. Before attending the 

interview, the women knew the topic of this study: their stories about their health during 

the relationship and in particular during pregnancy. Before ending each interview, I 

reviewed the guide to see if all the questions that were of interest had been addressed. 

Each interview finished with a broad question. 

I began data collection by greeting participants at the door at the YWCA. It was 

important to promote a comfortable, safe, relaxed environment in which the women 

would feel safe to reveal their innermost feelings and tell their stories of their 

experiences. The participants were led to the interview room, which was set up ahead of 
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time with tape recorders, tissues and two bottles of flavored water. Each participant chose 

the chair she wanted to sit on. We sat face to face so that I could observe facial 

expressions during the interview. Tape recording the interview allowed me to concentrate 

on the process of the interview, focusing my attention on the participant and engaging in 

eye contact and other non-verbal communication.  

A light “warm up” conversation was held prior to addressing any questions, 

obtaining informed consent and commencing the interview. I asked participants if they 

wanted a copy of their informed consent. I again assured each woman that there was 

counselling available if she felt she needed it at any time during or after the interview. I 

informed participants of the duty to report any child abuse and then answered any 

questions they had regarding this point. Before the actual interview, I collected 

demographic information (Appendix G) and assured each woman that she could stop the 

interview at any time. I answered any last questions, and we agreed upon a signal that she 

could use asking me to turn off the tape recorder. Three of the women stopped their 

interview because of emotional reactions to the topic they were discussing. They then 

took time to pull their thoughts together and continued on, as they wanted to finish the 

interview.  

I allowed the women to tell their stories, only interrupting to clarify things that 

they were saying. The goal of the interview was to obtain rich descriptions directed 

toward the focused area of the study. After each participant had completed what she 

wanted to tell me, I quickly looked over the remaining questions to see if all had been 

answered; if not, I posed these remaining questions to her. The interview guide 

(Appendix F) served as a tool for gleaning the rich data needed for the study. 
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I was the research instrument posing the questions and participating in data 

collection (Munhall, 2001; van Manen, 2003). Registered Nurses frequently use formal 

and informal conversations or communication techniques to acquire data within their 

practice; they are, therefore, skilled in the act of formal and informal interviewing 

(Arnold & Boggs, 2003). Since I have been a RN for over 30 years and am currently still 

practicing, I believe that I have effective verbal and non-verbal communication skills 

needed for the interviews. 

During her face-to-face interview, each woman was encouraged to reflect on and 

describe her experience of living within intimate partner violence. Interviewing allows 

entrance into another’s world; as van Manen (2003) proposes, we can “borrow” the 

experiences of others. Broad open-ended question(s) formed the basis of the 

conversational interviews. Interviews from this perspective situated me as the researcher 

or “unknower” and the participant as the “knower” (Munhall, 1994).  

I listened intently to each participant’s story or description, noting certain phrases 

or words, and then probed the participant, if necessary, to expand on her meanings or to 

give examples of the information she had shared. Probes included expressions such as 

“Go on,” “Can you tell me more?” and “Can you give me an example of that?” They also 

included non-verbal prompts that encouraged the women to expand on their thoughts. 

Using questions that invited the participant to think about differences facilitated depth 

during interviews (Rubin & Rubin, 1995).  

Van Manen (2003) implied that good conversations begin with silence and return 

to silence. Once silence was reached and I turned off the tape recorder, the participant 

and I engaged in a debriefing conversation in which the woman could ask any questions. 
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I again offered counselling. Only one woman, who found the interview particularly 

painful, saw the counsellor after the interview. When we came to silence again, I handed 

each woman a thank-you card, that contained the $50 token payment. The women were 

aware of this token payment, as we had discussed it earlier and it was mentioned on the 

poster. Two women did not take the money as they stated they did the interview for 

themselves as a way of ‘healing’ from their experiences. 

Follow-Up Interviews 

Each participant was seen in a face-to-face interview that lasted approximately 

one to two hours. I then followed up with a telephone interview within a couple of days 

of the initial interview in order to answer any questions and also to give the participants a 

chance to ask any questions that had arisen and to express any final thoughts on the topic. 

Conversational interviews are only one resource for collecting data. Other 

resources, such as personal diaries, journals, literature, and art forms, are valuable and 

relevant when viewing phenomenon from a holistic perspective (van Manen, 2003). For 

this study, these other forms of data were included if offered by the participants. Two 

participants chose to show me their journals or diaries, which they had brought to the 

interview. Another drew a picture for me and brought it to the interview; it represented 

her journey in a life that included intimate partner violence. 

Post-Interview Summaries 

The researcher must acknowledge, monitor and reflect on his or her personal 

orientations, subjectivity and biases in relation to the study and participants (Munhall, 

2001). Immediately after each interview, I prepared a summary of the interview 

consisting of a general description, my personal feelings and observations. I also had 
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each participant’s demographic information, which I reviewed to make sure all the details 

were included. After each interview, I added information to these sheets by highlighting 

the main points that the participant had shared. These notes helped me to reflect on the 

interview. Reflection is important as it helps the researcher to review the interview and 

prepare for the upcoming ones. While reflecting on each interview, I was able to review 

the participant’s emotional level and other pertinent issues, and I also reflected on my 

feelings during the interview.  

Data Analysis 

Polit and Beck (2004) describe analysis as “labour intensive activity that requires 

creativity, conceptual sensitivity, and sheer hard work” (p. 394). This simple statement 

holds an amazing amount of truth. Narrative analysis involves looking at how the story is 

arranged, features of the telling, cultural and personal resources that are drawn upon, as 

well as the ways in which the narrator tells the story to convince the listener of its 

authenticity (Riessman, 1993). Data collection was followed by review of the data, which 

in turn gave new direction for new data collection (Giacomini, 2001). Data were 

constantly compared back and forth between interviews to determine commonalities, 

variations and relevant categories (Creswell, 1998; Polit & Beck, 2004; Webb & Kavern, 

2001). Throughout this process similarities and differences were monitored. 

Each interview was confidentially transcribed verbatim by a transcriptionist. I 

reviewed the transcript along with the taped interview. All identifying details were 

changed to protect informant confidentiality. Analysis consisted of reading and re-

reading several more times to increase familiarity with the transcripts. Qualitative 

research data analysis usually involves segmenting, coding and categorizing stories. The 
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interview data were examined using thematic analysis, which involved “the search for 

and identification of common threads that extend throughout an entire interview or set of 

interviews” (Morse & Field, 1995, p. 139).  

 Creswell’s (1998) six-step method of data analysis and interpretation was used. 

The steps include reading the transcriptions thoroughly, identifying significant 

statements, identifying phrases, developing patterns, relationships, and meanings, 

clustering these into themes, and producing a narrative description. After reading the 

interviews several times and immersing myself in the data, I began to organize the 

women’s words into categories, identifying themes and patterns. Initially I physically cut 

the interviews into segments identifying health, health care professional, and other.  It 

was useful to focus on the research question when splitting data into segments. The 

health pile was further divided into body, mind and spirit health. Once this was 

completed each pile was further divided into pre-relationship, relationship, pregnancy and 

other. I used colored highlighters to identify significant words and statements in each of 

the coded topics. Lastly I put “like ideas” together to form five major themes drawn from 

the stories the women entrusted to me. The themes will be discussed in Chapter 4. 

Trustworthiness 

Trustworthiness is simply defined as establishing validity and reliability in 

qualitative research. In qualitative research, the goal of trustworthiness is to “accurately 

represent study participants’ experiences” (Speziale & Carpenter, 2002, p. 38).No one 

process of ensuring rigor or trustworthiness is appropriate for all qualitative research 

(Emden & Sandelowski, 1999; Koch, 1995). 
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The gold standards for establishing trustworthiness proposed by Lincoln and 

Guba (1985) were used in this study. Nurse researchers have used Lincoln and Guba’s 

four criteria for establishing rigor or trustworthiness in qualitative research: credibility, 

dependability, conformability, and transferability (Polit & Beck, 2004).  

Credibility 

Credibility or truth value focuses on confidence in the truth of the findings (Ulin 

et al., 2005). To be selected as participants in this study, women needed to have 

knowledge of the topic at hand. My aim was to understand the meaning and perspective 

of the women I interviewed. How better to judge if my understandings are accurate than 

by giving my accounts back to these women and asking them to judge? Lincoln and Guba 

(1985) refer to this as member checking. I was able to contact only four of the six women 

to discuss my themes with them. Two of the four cried when we discussed some of the 

findings, as they realized what their situation was and how far they had come. This 

reaction validated that the reported findings represent their experiences. Credibility has 

been enhanced by the inclusion of excerpts from the women’s primary accounts in their 

own words. Another way of checking for credibility is through peer checks. My 

supervisor has read several of the interviews and has compared them to the analysis. 

Dependability 

Dependability is the ability to replicate the processes used to obtain the results 

(Ulin et al., 2005). Qualitative data are not likely to produce exactly the same results or 

answers; however, it is expected that the data are dependable and “the research process is 

consistent and carried out with careful attention to the rules and conventions of 
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qualitative methodology” (p. 27). I have outlined the step-by-step process used for 

participant selection, data collection, analysis, and interpretation. 

Confirmability 

Confirmability refers to a way of knowing that the researcher has maintained the 

distinction between personal values and those of the study participants, and that the data 

reflect as accurately as possible the participants’ perspectives and experiences. Applying 

the concept of reflexivity contributes to the confirmability of results. Reflexivity refers to 

the influence that the interviewer’s presence may have on the data collected (Russell & 

Kelly, 2002). Researchers have an obligation to observe and document their own roles in 

the research process, including assumptions, biases or reactions that may influence the 

collection or interpretation of data (Ulin et al., 2005).  

To ensure rigor in my narrative research, I will discuss the possible effects that 

my past experience may have had on the interview process. I previously discussed in 

detail my personal situation coming to the study. Prior to starting the interviews, I knew 

that my experience in working as a nurse with high-risk pregnant women might make it 

hard for me to not to act as a counselor for the women. This issue adds complexity to the 

situation, as I was caught between the standards of my academic discipline for rigorous 

research and the ethical responsibility of my caring profession to help people in need. It 

was important for me to anticipate as much as possible any ethical responsibilities that 

arose from these interviews. I had to make a conscious effort not to revert back to acting 

as a counselor during the interviews. I also acknowledged the five assumptions about 

women living within intimate partner violence that were noted earlier. 
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Transferability 

Transferability refers to the ability to spread the findings to a wider population. 

What is important is whether the conclusions of a study are transferable to other contexts. 

The lessons learned from a qualitative study can be applied to other contexts if samples 

have been carefully selected to represent viewpoints and experiences that reflect the key 

issue in the research; therefore, the “goal is to produce data that are conceptually, not 

statistically, representative of people in a specific context ” (Ulin et al., 2005, p. 27). 

Lincoln and Guba (1985) state, “[The] task is to provide an index of transferability; it is 

his or her responsibility to provide the data base that makes transferability judgment 

possible on the part of potential appliers” (p. 316). In this study I located women who had 

experienced the phenomenon of intimate partner violence while pregnant and interviewed 

them about their views on their health during this time. 

Summary 

A well organized research design assures the relevance and integrity of the 

research. Flexibility is the key to a good qualitative design as new questions and analysis 

become apparent. The researcher needs the flexibility to “examine the data as it arrives, 

throw out invalid assumptions, restate questions, and shape the design as the study 

progresses” (Ulin et al., 2005, p. 63).  

This chapter has included a discussion of the narrative research method used and 

the steps taken in conducting the research, including the gaining of ethical approval, the 

selection of participants and the interview process. The chosen method of analysis was 

applied to the stories told by the participants in the study. This rather arduous process 

yielded noteworthy results.  
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Chapter 4. Findings 

This chapter begins with a description of the sample, a summary of the 

characteristics of the women who were interviewed, and a brief introduction to each 

participant. Following the introduction is a brief section on setting the stage in which the 

women discuss the beginnings of the relationship and how they define abuse. Major 

themes drawn from the women’s stories describe the loss of mind, body and spirit health 

of the women according to their remembered experiences of living in intimate partner 

violence before and during pregnancy. Sub-themes were developed under each of these 

major themes to demonstrate the loss of health for the women of this study. A theme of 

coping emerged from the descriptions of behaviors these women carried out in order to 

survive and be part of the relationship. This is followed by the women’s suggestions for 

health care professionals and lastly after the interview thoughts described by the women 

are discussed. 

Participants 

Six women, three of whom are Caucasian and three Aboriginal, agreed to be 

interviewed for this study. Their ages ranged from 22 to 42, and they were in the abusive 

relationship for 6 to 12 years. Three women had been in one abusive relationship, two 

had been in two abusive relationships, and one had been in four abusive relationships. All 

of the participants had left the abusive relationships; however, one woman stated that her 

abuser keeps coming back into her life and she allows it. At the time of the interview, she 

was separated from the abuser. Five of the six women have a high school diploma, and 

three have post-secondary education. Table 1 details the demographic information of the 

participants in the study. 
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Table 1. Participants’ Demographic Information 

Pseudonym Age Years in 
Relationship 

Highest Level of 
Education 

Relationship 
With 
Abuser 

Yearly Income 

Amy 32 12  College Diploma 
(currently 
attending 
university) 
 

Separated 
(married) 

27,000 

Brenda 34 7  University 
Business Degree 
(just graduated) 
 

Separated 
(married) 

Student loan 
(plus money 
from sale of 
home) 

Carol 30 11  College 
Certificate 
 

divorced 18,000 

Dani 31 10  High School Separated 
(common 
law) 
 

Supports for 
Independence 
(SFI) 

Elly 29 6  High School Separated 
(common 
law) 
 

26,000 

Fiona 42 8  Grade 10 Divorced  Supports for 
Independence 
(SFI) 

 

Individual Participants 

Knowing more about each of the six women helps one to understand their 

background and gives a human face to each woman in the study. These women represent 

more than numbers and themes, as they have lived the stories on which this study is 

based. The description of each woman includes her age, number of children, present 

relationship with abuser, duration of their relationship, when the abuse began in the 

relationship, the type of abuse experienced, how the abuse changed during the identified 

pregnancy, and lastly whether the abuse is still going on. 
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Amy is a 32-year-old mother of three children and is separated from her husband. 

She met her husband when she was 19 years old and dated for almost a year. She has no 

recollection of abuse during this time. They were married less than six months when the 

emotional, mental and financial abuse began. She first experienced physical abuse 

between her first and second pregnancy. Amy obtained a restraining order after 12 years 

in the relationship, and her husband had to leave their home because of an emergency 

protection order. She then moved closer to her parents for support, but the abuse still 

continues through the relationship of her husband and their children. He is refusing to 

give her a divorce, even though he has been engaged twice to other women. 

Brenda, a 34-year-old mother of one child, is currently separated from her 

husband. She met her husband at age 25 after a rebound from another difficult 

relationship. The relationship with her husband lasted seven years and was abusive from 

the beginning. Brenda experienced increased episodes of abuse during her pregnancy. 

Although she perceived the abuse was mainly verbal, emotional and financial, she also 

described her husband grabbing her arm and throwing her out of the house or shoving 

her, on more than one occasion. Her husband has made no contact with her or her child 

since she left two years ago. Brenda has just graduated from university and has accepted 

a position in another community. 

Carol is a 30-year-old mother of three children, two of whom live with her and 

one lives with her grandmother, and is divorced from her abuser. She began her 

relationship with her ex-husband when she was 17 and was married to him for 10 years. 

The physical, emotional and mental abuse began after they were together for about three 

years, at a time when her husband’s alcohol use had increased. The abuse, including 
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physical abuse, escalated during pregnancy.  Initially after the relationship ended the 

abuser stalked her; however, he has since moved on to another partner and has nothing to 

do with her and their children. 

Dani is a 31-year-old mother of two children; one lives with her and one has been 

adopted, both children have the same father. She has had an on and off common-law 

relationship with her abuser for about 10 years. She initially met her partner on the streets 

after she ran away from home at 16. The physical, mental and emotional abuse was 

present right from the beginning of the relationship and escalated with her pregnancies. 

This partner had broken into her house and stole her wallet, which included cash and all 

of her identification two nights before the interview.  

Elly is a 29-year-old mother of three children. She had a common law relationship 

with her abuser for six years. The physical, emotional, and financial abuse she 

experienced began about three months into the relationship. The physical abuse quickly 

became very violent. The violence did not stop with the pregnancy, and Elly stated that 

the closest she came to fearing for her life was during pregnancy. Her abuser has since 

found a new relationship and had no contact with her for about four months at the time of 

her interview. 

Fiona is a 42-year-old mother of one living child. She lived with her ex-husband 

for eight years and was married for seven of the years. Fiona endured physical, mental 

and spiritual abuse, which began about two months into the relationship and continued 

through her pregnancies. She lost her first son when she was six months pregnant and lost 

a set of twins when five months pregnant. She suspects that she lost the babies due to 

abuse but is not certain, since the physician told her it was because of other factors (she 
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did not disclose to the physician that she was living with intimate partner violence). She 

was thrilled to carry her daughter to eight months of pregnancy. Her abuser had several 

relationships with other women while they were together, and Fiona was treated for 

several sexually transmitted infections. She is now divorced and has no contact with her 

ex-husband. 

Setting the Stage 

Growing up. All of the women discussed some of their childhood experiences at 

some point during the interview. Two of the women had been abused as children, and 

four had witnessed abuse of their mother or female relative. However, one participant 

stated that as a child she was neither abused nor had witnessed abuse. Five women 

identified their previous experiences with having been abused or witnessing abuse as a 

strong influence on their expectations in relationships. The following excerpts indicate 

how they felt their childhood experiences affected their relationships. 

With my childhood, it was my foster mom who was abusive. She was physically 
abusive, she was emotionally, psychologically abusive and then I took that, got 
into unhealthy relationships where I was really insecure [such as being] jealous, 
possessive, and then I got into the relationship with (xxxx) and it was drugs, drug 
addiction, sex addiction. (Dani) 

I’m still trying to figure that out. That’s one of the questions that comes to mind, 
is where exactly does all this start.  I do know that all my relationships were 
abusive. I think my first boyfriend/girlfriend relationship started about grade ten, 
and they’ve all had an abusive element, now that I look back.  I don’t know why I 
stick myself in that situation.  I do know when I was younger I was quite 
overweight so I think I got abuse even from family in a sense, oh well if you lost 
weight you’d do better, or you know you really have to lose weight, or you’d be 
so good looking if you lost weight.  So I think I’d classify that as verbal abuse and 
I think it kind of started that way in which I started to abuse myself in a sense, 
kind of all the negative words and putting myself down, and then looking back 
it’s like I almost in a very sick way got myself in relationships that had that 
abusive edge, it’s like almost like a weird craving, like it just felt like natural 
that’s what I thought was normal. (Brenda) 
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Like I didn’t know how to stand up for myself, because I was always scared, I 
was a scared little girl from seeing my parents go through that, and seeing my 
older sister going through that, and then I didn’t learn how to speak or stand up 
for myself. (Elly) 

So I believe I grew up believing that my father and my brothers and my husband 
had that right…privilege to beat me, discipline and that’s the way I was raised 
was that the men were in charge with everything, they supported me you know, 
and we catered to them, make sure that they had a meal on the table and our 
children were disciplined and we were the perfect little wives, we didn’t really 
have many choices, and to be allowed those choices we had to ask our husbands 
for permission for everything and we were being disrespectful if we didn’t listen 
and we didn’t  follow those rules. (Carol) 

I waited for a long time for a relationship because of my own fears of abuse 
because that’s the way I was raised.  I didn’t want to enter that kind of 
relationship.  I [had] seen my sisters, my aunty, my mother, in those kind of 
relationships and that’s what I didn’t wanted.  I wanted what my grandparents 
had. They respected each other. (Fiona) 

Meeting Mr. Right. All of the women described meeting the partner who abused 

them. It seemed important to them to reflect on their reasons for choosing their partner 

and staying with him for the period of time they did. They talked about how they and 

their partner were friends first and that there was a trust built up between them. The 

following passages reflect how the women met and felt about their partners initially. 

We met through mutual friends. I was actually in a relationship with one of his 
friends.  And then I broke up with him and before dating another person who was 
waiting for me to call, I ended up going out to a movie just basically as a friend, 
not anything more but then that friendship built into a relationship. (Amy) 

I was single and looking for a job and then I met (xxx) which just seemed 
absolutely like amazing, I mean he had a job, seemed very charismatic, got paid a 
lot of money, good looking, and so I thought he was a lot different then my 
previous husband.  And so I just kind of latched on and even though I wasn’t 
ready to deal with that kind of relationship. (Brenda) 

We were into our program I’d say a month and he eventually talked to me and we 
just started talking and then he asked me on a date and we just talked, that’s all we 
did was talk.  And I felt that I could confide in him and I could trust him in 
anything I said and he seemed so supportive. (Carol) 
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I met him on the streets in Calgary.  I was doing my laundry, and he was doing his 
laundry, and we just kind of hit it off from there. (Dani) 

We had met in high school and became good friends. I can say we were kind of 
like really, really good friends because he looked after me, he’d come and give 
me money if I needed it. (Elly) 

We had met in the bar. We were friends at first and I felt that I could confide in 
him and I could trust him in anything I said and he seemed so supportive. Because 
when we started it was like everything I ever thought a relationship would be you 
know (teary) we were friends you know, it was so beautiful, we talked about 
everything and anything.(Fiona) 

The women’s descriptions of their previous childhood experiences and courtship 

seemed to set the stage for normalizing the relationship in which they experienced 

intimate partner violence. Because they became friends first and developed a trusting 

relationship with their partner, the women believed that the relationship was going to be 

different from what they had experienced when growing up. This seemed to become their 

idea of a normal bond between couples. 

Participants’ definitions of abuse. Each woman was asked to define abuse. Their 

responses were very similar: abuse is hurting a person physically, mentally, verbally or 

sexually. Interestingly, the first type of abuse that the women identified was physical 

abuse. In fact, Brenda stated that she was unsure if the information she shared would be 

useful, since she never felt she experienced “true abuse,” by which she meant physical 

abuse, and so had nearly cancelled the interview. Dani went further and defined abuse as 

“knowing how to use the person’s goodness against them” and Amy defined abuse as 

“any violation of my right as a human being, so someone taking that away from me.”  

Five major themes were drawn from this study: loss of body health, loss of mind 

health, loss of spirit health, coping with losses of body, mind, and spirit health, and 

advice for health care professionals. The women describe how the abuse took something 
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from them and how it affected their health; therefore, subthemes regarding losses of 

body, mind, and spirit health were developed to support the major themes. Dividing the 

themes into “before pregnancy” and “during pregnancy” illustrated the effect of being 

pregnant had on their health, the major question for this thesis. A theme of coping 

emerged from the descriptions of behaviors these women carried out in order to survive 

and be part of the relationship. Lastly the women had suggestions for health care 

professionals about their health and living in intimate partner violence. 

Theme 1. Loss of Body Health 

Loss of body health refers to the women’s belief that the intimate partner violence 

affected them physically. There is a common societal idea, even today, that one is not 

abused unless the abuse is physical. The women illustrated this by easily identifying ways 

in which their bodies or physical health was affected. This speaks to thoughts the women 

had about physical abuse or “true abuse.” This theme is divided into two sections, before 

pregnancy and during pregnancy; each section has subthemes describing how the women 

felt their body health was affected, expressed using their own words. 

Before Pregnancy 

Prior to a pregnancy, each woman had experienced physical abuse in varying 

degrees of severity. No matter what the degree of severity, all were left feeling helpless, 

unable to trust and feeling unsafe. They felt used and abused by their partner but 

powerless to defend themselves. 

Loss of physical strength. The women told stories about feeling physically weak 

not only due to the physical assault of their bodies but also because of feeling helpless, 

vulnerable, and betrayed. Brenda stated that she didn’t even want to get out of bed some 
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days as she felt wiped out from the constant fighting and trying to deal with it. Elly 

reflected on her feelings of helplessness, knowing that her partner was physically 

stronger and in a position of power and she believed that she had none: 

Because he was an armored guard and he was running, chasing me around the 
house with a shotgun and I had to call the police, and he locked me in the house, 
and he started physically abusing me right in the front of my at the time my 
daughter was seven years old. 

Fiona told of a time when she felt totally at the mercy of her partner and knew 

that she had no control over what would happen next. She felt vulnerable and her body 

paid the price. She commented that she was surprised when he stopped: 

After he threw me and then I hit my head on the wall, my head started bleeding 
and then that’s when he was looking at me and he was like go…go fucking take a 
shower and wash all that blood off you.   

Carol described the first time that she experienced physical abuse, when her 

partner left evidence of a physical assault. Her partner had displayed other forms of abuse 

but she felt shocked and betrayed with this physical attack. Carla remembered: 

I didn’t see it coming and I got punched on the side of the head and that was the 
first time he assaulted me when he left a bruise on my body. Before that it was 
just like pushing and slapping (sigh), throwing food at me, throwing things at me, 
tearing things that were, you know, intimidating me. 

Loss of feeling well. All participants had memories of being physically unwell 

when they were living with their abuser. Often there were physical signs, such as 

headaches, tiredness and weakness. Amy spoke of often feeling so tired that she felt she 

“could not carry on” but knew there would be consequences if she did not. Brenda 

concurred with feelings of tiredness but believed her frequent headaches were due to the 

stress of trying to keep a “balanced life” where she would excel at work and at home. She 

did this in order to make her husband proud of her, but never felt that she measured up to 

his expectations. It was only after she left that she recognized the stress was from the 
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intimate partner violence. Dani had other physical symptoms that concerned her 

physician, and stated, “Now I realize the problems were because of the abuse and I am 

healing but it will take a long time.” Fiona talked of a time when she was not feeling well 

and had gone to a physician who told her she had a sexually transmitted infection. Not 

only did she feel betrayed by her partner, but her body paid the price as she required 

“embarrassing testing” and was told that the infection could affect her ability to have 

children. Elly articulately stated, “I don’t think I ever felt well when I was with (XXX). I 

am now just starting to heal my body.” 

During Pregnancy 

When a woman’s body health is suboptimal before pregnancy, it can affect both 

the woman and her baby during the pregnancy. Pregnancy adds extra burdens to a 

woman’s body because it brings many physical changes. The women saw that pregnancy 

as a special time in their lives and were shocked that their partners would be physically 

abusive during a pregnancy. Fiona asked, “What kind of a man would do that to a woman 

while she was pregnant? What could possibly be going through his head?” The women 

all described deterioration in their body health during pregnancy, as highlighted in the 

following subthemes. 

Loss of physical strength. The participants mentioned that pregnancy was a 

physically demanding time for them and that the abuse made them feel even less strong 

and physically tired. They commented on their physical exhaustion. 

Physically it affected me where I was always, when I was pregnant, I was tired…I 
was tired a lot, my body was sore, but I tried to keep strong for myself, where I 
wouldn’t let him see that I was hurting, I’d be like oh, I can do this, but I couldn’t 
because it was painful, like if you beat the shit out of me and then I was bruised 
all upon my legs and stuff, and you’re pregnant, it hurts you know and I can’t do 
any housework but I made myself because I didn’t want him to be mad at me, but 
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physically like it was hard because like I was hurt, I was in pain, and I know like I 
said, I kept quiet about it, I never did nothing, I never told anybody anything at 
all. (Carol) 

I felt like I had no choices you know I was diabetic when I was pregnant, and I 
found it was a constant battle trying to tell him I need to have a stress free life, I 
need to take care of myself, I need to monitor myself all the time, and it was like 
he never believed me you know, anything about my health, like he just wanted 
things done his way all the time and not taking care of myself because I was so 
stressed out and I was always on the edge, I was always fearful, my sugars were 
just like skyrocketing, up and down, up and down. (Elly) 

I would be so exhausted, my daughter took everything from me you know, just 
like I totally evolved. (Amy) 

I felt tired and drained, sick all the time, like I couldn’t keep food down, I was 
hardly eating because I was so stressed and tired, tired and drained. And it was all 
about him, all about him, so I wasn’t taking proper care of myself at all. I 
neglected myself. (Brenda) 

Carol described her exhaustion from working while pregnant:“And physically 

also too, I’m still recovering from working so much and being tired. I have to take 

vitamin supplements now, because I wasn’t properly eating at that time.” Brenda stated 

that her home expectations never changed when she was pregnant:“When I was tired and 

needed a break I was expected to perform just as I was all along.” 

Participants also described having bruises or sore muscles as a result of physical 

abuse during their pregnancy. 

I’d say when I was three months, well not even three months, I was two months 
pregnant when he started hitting me. He was drinking and he was raising hell and 
he was at his sister’s house and her boyfriend was home and they were drinking 
together, and because I didn’t cook for him fast enough he started hitting me and 
so I ended up with two black eyes. (Fiona) 

[I] became pregnant during that time and I didn’t know, and I got into an awful 
argument because he was so controlling and he started hitting me and he starts 
assaulting me, pushing me around. (Elly) 

Their exhaustion was compounded by the stress of being on guard for signs of impending 

physical abuse.  
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I was about eight months pregnant and he pushed me down the stairs but I caught 
myself. But just the idea of him wanting to push me down the stairs that was what 
really scared me. (Dani) 

I was pregnant at the time and I remember that fight, I just shut the whole thing 
out of my mind, I didn’t want to remember it, it was horrible, it could have been 
fixed quite easily and he just got so angry and if I wasn’t pregnant this wouldn’t 
be happening and then whack and I got it right across the face. (Amy) 

Another stressor the women described was the knowledge that they did not have 

the strength to fight back, even to protect their babies. The men were stronger and held 

the power and control. Fiona shared a humiliating story of when she felt helpless for 

herself and her baby and thought she might die from the physical abuse, yet she never 

told any family or friends about the incident: 

He grabbed me and it was wintertime and I was staying in the bachelor suite and 
my stomach was really big and he was telling me that it was his son and that he 
was going to say what happens to him and stuff like that.  He dragged me out into 
the snow by my hair and he started beating the shit out of me in the middle of the 
street. He started kicking and jumping on me and I was trying to cover my 
stomach and then there’s this pizza guy coming by and he jumped off and he was 
screaming at him and he had a knife, so I don’t know what he was going to do 
with that, but he took off. And I couldn’t get up, I couldn’t cause like he really 
beat me up and my legs were hurting, and the cops came and then I charged him, 
that was the first time I charged him. 

Loss of physical intimacy. Pregnancy is a time when women need to be nurtured 

while they are nurturing their babies. Five of the six women discussed their need to feel 

loved, including the need for physical intimacy. They thought that the lack of physical 

intimacy was related to their changing body and further affected their overall health. 

Carol described physical intimacy as “being safe and trusting.” Yet she commented, “it 

always became an issue, well I didn’t trust him, especially physically, how long until you 

hit me again, you know.” Other women defined physical intimacy as physical closeness. 

They commented that their body changes during pregnancy changed how their partner 

viewed them. 
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And then even as, you know, as the pregnancy progressed of course you know, if 
the woman’s body changes, and there was a bunch of comments about that, like 
you know how he wouldn’t really sleep with me, oh well, because I don’t find 
you attractive, so there was a lot of pushing away in that sense. (Amy) 

By not sleeping like trying to, when you want to be in intimate relations, like in an 
intimate way, I didn’t want to be touched like that, I didn’t want to be, I felt really 
kind of dirty, I think because I didn’t really want to be like that anymore. (Fiona) 

After I got pregnant I didn’t tell him right away. I just basically stayed away from 
him and the crowd that we were hanging around with, because I knew what would 
happen, he would leave me because of my body changing. (Elly) 

I mean if your partner doesn’t even want to sleep with you, I dealt with I think 
body issues from before just of the type of guys I was with expected a certain type 
of woman, so I mean as your body changes you know you feel bad, even though 
you realize why you’re gaining weight, and then you just felt like isolated kind of 
like, tossed away, so it was really hard on me but yet it was like there was like this 
image I had to withhold. (Brenda) 

Loss of ability to protect baby. The women described the effects they experienced 

from physical violence, in particular feeling unable to protect the baby. The needs of their 

partners came before the needs of their babies. Amy describes how her need to take care 

of her partner’s belongings (which required heavy lifting) from a job he had lost 

superseded her high-risk pregnancy: 

There was a bunch of supplies at the house that had to go back to his place of 
employment plus the final cheque to pick up. I had already had some spotting and 
some bleeding with this pregnancy, and I was told to restrict my activity, to limit 
what I do. He didn’t think it was right that a doctor would give me permission “to 
sit on my butt on day, watch TV and eat bonbons from him.” Um…and I said, 
well that’s not really it, I’m not being given permission to just sit like a princess 
but I do have to watch what I do so I don’t bleed anymore, if I keep bleeding 
they’re going to throw me in the hospital and I can’t leave, that’s a huge problem 
because I have a son to look after, a husband looking for work. While I was 
explaining this to him, his back went out, never diagnosed by a doctor but his 
back went out, and he said I can’t move, you’re going to have to take these boxes 
back they had to be back at the office by a certain time or I won’t get my 
paycheck. I picked up the boxes, I carried them to the van. In the process of doing 
so I started bleeding, I ended up in the hospital. 
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The women related further instances of feeling defenseless to protect themselves 

and their babies. 

I’m worried like what’s happened, are you dead, are you hurt, and so I just made a 
simply inquiry, like oh, I didn’t realize you’re staying out late and it was like this 
really huge blowup like I don’t have to account for what I do, I could do what I 
want, I’m making money, and he actually kicked me out of the house when I was 
about seven and a half months pregnant, like in the middle of the night, he pushed 
me out the door and I had to sit on the steps. (Brenda) 

Then once I got pregnant with my other daughter, the father of the baby would 
just sit on my stomach and pin me to the bed and start yelling in my face and 
sometimes he would just punch my stomach, try and kill that baby and he would 
sometimes grab my middle and start squeezing really hard and that was very hard 
for me, and going through all that stuff, and he starts telling me I’m damaged 
goods and that kind of stuff so, which that’s kind of hard things, stuff like that, 
and he starts calling down, using racial slurs to me and stuff like that so. (Elly) 

Not really anything wrong with the baby, just I was always scared that I’d 
miscarry. (Dani) 

He started hitting me and he threw me across the apartment and he came down 
and he started kicking me, kicking me in the middle of the stomach. (Fiona) 

When I was eight months pregnant my husband came home and saw me sitting on 
the floor … he said I should kick you in the gut and you would lose the baby. 
(Carol) 

Theme 2. Loss of Mind Health 

Loss of mind health refers to how the women felt the intimate partner violence 

affected them mentally including psychologically and emotionally. The women described 

mental abuse as both harder to endure and harder to heal from than physical abuse. 

Brenda stated, “You can heal from cuts and scrapes but when he messes with your head it 

is there forever.” This theme is divided into two sections, before pregnancy and during 

pregnancy and each section has subthemes describing how the women felt their mind 

health was affected with use of their own words. 
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Before Pregnancy 

Each woman in this study had experienced emotional and psychological abuse 

prior to a pregnancy. For all six women, the mind abuse occurred before any physical 

abuse. In general, the women’s mental health was suffering and the following subthemes 

describe the state they were in. 

Loss of ability to think clearly. All six of the women described their inability to 

think clearly and becoming desperate as a result of the abuse. They used expressions such 

as “distorted reality,” “zombie-like” and “just too tired to think clearly.” Amy reflected 

on how she responded to the initial period of abuse with her new husband: 

[I] withdrew almost immediately. As soon as we moved in together he got very 
angry with how I acted, he got very angry with how I would carry myself around 
the house or sit and watch TV, or do crafts.  I was big into crafts and why can’t 
you find anything better to do with your time? 

Later in the interview, Amy discussed how she believed that her husband was controlling 

her mind and she was helpless. She saw her boss, a lawyer, as stronger than her and that 

no one could control her mind: 

So I ended up going and working for a lawyer who did work for my [father in 
law’s] company, and that was a good opportunity for me. She was a female 
lawyer who basically had a mind that could not be swayed the way that my mind 
was being swayed. 

Dani remembered that her partner was affecting her to the point that she felt 

helpless and unable to think clearly. She described this effect: 

It’s like I was mesmerized by him or something and I could only do what he 
asked or said, you know even though I knew it was wrong, and it was putting me 
in more jeopardy.  But I thought I was so in love with him and you know, he was 
the strong hero type that knew the streets well, so I thought he was the great big 
whatever protector or something like that. 

Elly expressed that her mind was in a fog in which she did not think clearly and make 

decisions for herself: 
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I don’t know, I mean it’s kind of interesting thinking back on it, because I guess at 
the time it was like…just like this fog, you don’t really realize what’s going on, 
it’s like a sense that something’s wrong, but yeah, there’s definitely concerns. 

Brenda described feeling helpless while enduring mental abuse in her 

relationship. She talked about not knowing where to turn for help and not being able to 

think clearly in order to get help: 

Then just the verbal abuse, the yelling, the name calling, threatening, and me 
feeling powerlessness and helpless and even more insecure and I didn’t know 
what to do. I didn’t know who to go to for help, cause he would just turn it all 
around and make it sound like it was all my fault and really nothing’s wrong. He 
really messed with my mind.  And I’d say it was more of the mental abuse than 
anything. 

These women clearly spent so much energy surviving the relationship that their 

mental health was affected. All six had experienced a diagnosed depression during the 

relationship, which included feelings of loss of self-esteem, shattered dreams and being 

destroyed by the abuser. Elly described the extreme depression she felt, when all she 

could do was to cry and try to deal with what was happening in her life: 

I cried a lot. I cried when he wasn’t around, there were nights where I’d stay up 
and I’d cry, because I had nobody. I cried when he wasn’t there, I cried myself to 
sleep. If I had to take a shower when he was there, I cried in the shower and that’s 
how I emotionally I dealt with it, …I cried.  

Amy recounted a time in her relationship with her husband when he and his 

family tried to convince her that she was depressed. She was withdrawing from their 

relationship due to the mental abuse that she was experiencing at the hand of her 

husband. She later commented that she could not believe how someone can make you 

believe you are “crazy”: 

[husband talking to Amy] “You know what? I think you’re just depressed, I think 
you’re clinically depressed, I think you need to go see your doctor about it.” But I 
had gone to my doctor and it was not a clinical depression, I was feeling some 
depressive tendencies because of the crap I was going through, but they [husband 
and his mom and dad] didn’t think my doctor knew what he was talking about, 
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told me to go see their doctor. My father-in-law had actually booked an 
appointment with the doctor prior to me going to see him, and he told him all 
about me in his own words, so that when I went in to go see the doctor, the doctor 
had diagnosed me as clinically depressed, put me on antidepressants and now that 
they found a good doctor, I should keep going to see him so that he could take 
care of my health properly unlike the other doctor who you know, obviously 
couldn’t diagnose something as severe as depression. And at 23 you believe if a 
doctor diagnoses it, so I pretty much assumed I was so far out…so far chemically 
imbalanced that I couldn’t even see it myself. And the depression was used 
against me for many years, many…many…many years. The idea of the 
depression itself depressed me. Once I thought I was sick, sick physically, sick 
mentally, sick beyond what I could repair myself with without medication I went 
down, I was very down and very sad. (teary) And I probably went into a clinical 
depression. 

Loss of trust. All of the women mentioned feeling betrayed in some way. They 

talked about the trust they thought they had and how it was destroyed. Clearly, trust was 

very important to them. They believed that if they could show their partner trust, he 

would give it back; when trust was not reciprocated, the women felt betrayed. The 

women described the trust they thought they had and how its loss affected them. 

So in my relationship, when I entered that relationship it seemed like he was 
looking out for me you know. He was an ear, I could confide to him. I realize now 
there was like a lot of isolation, like if I didn’t do what he wanted me to do, and I 
had to be like a mind reader, then I would suffer the consequence. (Elly) 

So of course, the more I shared with him, the more he knew about me personally 
and I opened up very well to him, and that was something he made comments on 
regularly, how honest I was and truthful I was, I fell for it, I trusted him, and I 
have to remind myself now to not beat myself up, because I trusted somebody. 
But that’s exactly what you’re doing in a relationship is you’re making a very big 
decision and it turns out now, people who can trust, put trust into somebody and 
that trust doesn’t get broken, are very fortunate and lucky people. Yeah. And I 
was not quite as fortunate. (Amy) 

I also think every guy is up to something, is out hiding something, I can’t trust 
anybody other. (Dani) 

I compromised myself, my values, my morals, to fit around him because I trusted 
him. (Brenda) 

I felt that I could confide in him and I could trust him in anything I said and he 
seemed so supportive. (Fiona) 
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And when we started school together and (sigh) he started a relationship in school 
with another student and as far as I was concerned we were committed to each 
other. (Carol) 

During Pregnancy 

A woman’s state of mind can affect both the woman’s and her baby’s health 

during a pregnancy. The women described their mind health as not optimal at the 

beginning of the pregnancy and felt it further deteriorated during the pregnancy.  This 

was disturbing for the women as they thought pregnancy was suppose to be a time for 

joy. The following subthemes describe the further loss of mind health. 

Loss of voice. The combined effects of the abuse, isolation, fear and despair left 

many women feeling alone with nowhere to turn for help. Society has little understanding 

for women who are pregnant and staying with an abuser and not trying to protect the 

unborn baby. The women expressed compounding feelings of shame, embarrassment and 

guilt about the abuse. They were unsure of any “safe” venues in which to disclose the 

abuse, and so they deteriorated further into states of not thinking clearly, taking on 

unhealthy behaviors in pregnancy (e.g., smoking), and, thus, losing their voice. The 

following excerpts illustrate this point.  

I started to smoke. I started smoking because I was so stressed out. I started 
smoking and my daughter was kind of below birth weight. (Carol) 

I was fogged in pregnancy, I was fogged in a hospital, I was put on bed rest and I 
couldn’t even take care of my son.  My whole world was a mess. You could have 
gotten me to sign a declaration on you know war, and I might have done it at the 
time. I was just so out of control with my life. Everybody else was telling me 
what to do. Felt pretty helpless, yeah. (Amy) 

There were a couple of times I started smoking again, because I used to smoke 
before and I really don’t know why I did that.  It was like there was just so much 
emotion. Basically, I was in Ottawa, I was completely isolated because where I 
ended up working was at his company where he worked. I really didn’t have any 
friends outside of that cause I didn’t know anybody in the city, I was pregnant and 
so basically I’d go to work and come home, however he had a Director position so 
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he’d have a lot of dinner meetings and stuff, he would go out, so I was like stuck 
in the house with no one there and just all my emotions, and it was like almost 
like an outlet. I mean like when I smoked, I smoked at the very end only, and not 
a lot, when I say smoke it sounds like a lot, but maybe like one cigarette every 
second, third day but during the whole pregnancy he would smoke in front of me, 
even before that point, so I mean I was really worried about that as well. (Brenda) 

[He was] telling me I was crazy and you know, just all this stuff and what kind of 
a woman was I, what was wrong with me. Then I started crying, you know 
expected kind of helpless or whatsoever, because I was completely alone. (Dani) 

[He] was more physical with my second pregnancy, and a lot more violent just 
like threatening and throwing things, and like making me feel scared, and I 
couldn’t go to anybody because I didn’t trust anybody. (Fiona)  

For Elly, the intimate partner violence was so intolerable, with no one to talk to or trust, 

that she contemplated suicide, the ultimate loss of voice: 

I was very unhealthy at the time. I didn’t feel like eating, I had to force myself to 
eat, and I was also thinking of giving the baby away for adoption and also 
[thinking of] committing suicide at those points. And I did have a plan and 
everything, and I had talked to my doctor about it and then I went for counselling 
and the doctor has put me on antidepressants and stuff like that to deal with 
everything so, because I was so in deep into depression with that child. That’s 
when the doctors were giving me Zoloft one, 150 mgs. a day and I was on Ativan 
to calm my nerves and sometimes I wouldn’t talk, I’d just sit there and not talk for 
a whole day. I was just scared to talk to him. (Elly) 
 
Loss of joy in pregnancy. Because of the abuse, these women feared for their 

pregnancies and described losing joy in being pregnant. They felt disconnected from 

pregnancy in that they were unable to accomplish maternal tasks, especially a safe 

journey for baby and mother. That is, the pregnant woman is trying to bind in with her 

partner and, therefore, has little energy left for her four maternal tasks: seeking and 

ensuring safe passage for mother and infant; securing and ensuring acceptance of the 

pregnancy and the new family member by significant others; binding in to the child; and 

giving of herself to the dependent, valued child. Bonding is an important task for a 

pregnant woman, first while she is pregnant and continuing throughout the child’s early 
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life. Amy described how, during her first pregnancy, her partner put his own needs ahead 

of the pregnancy. She was saddened over not being happy during the pregnancy. Amy 

reflected: 

We were just in the process of deciding should we have kids or should we look at 
a new vehicle, and I always, when I tell this story, make it far more theatrical. It 
was the choice between a kid and a truck and my husband didn’t get his truck, and 
that really, did to a certain extent, take place. He mourned the loss of his truck, he 
couldn’t get the new vehicle, we had a kid on the way, I kept a journal, I kept a 
diary of my pregnancy. 

Amy showed me her journal of this particular pregnancy and it revealed very sad entries 

from not being happy with the pregnancy to being a bad wife, mother and person. She 

had written apologies in the journal to her unborn child about not being a good mother. 

Fiona also expressed sadness concerning her pregnancies. “I felt I had no choice in my 

pregnancies and when he abused me I really had no hope.” 

Carol had experienced abuse and loss of her babies in two previous pregnancies 

and consequently was unable to experience joy during her third pregnancy. She was 

afraid that this pregnancy would end as the others had:“In the back of my mind, I just 

knew that, somehow, some way, my child wouldn’t survive, you know, I didn’t want to 

give myself that hope.” 

Several of the women discussed being depressed during the pregnancy due to the 

abuse they were experiencing. They used words such as feeling down, could not get 

going and unhappy. Amy described her first realization that the abuse was affecting her 

mental state and, therefore, affecting her baby: 

When I was really down with the first pregnancy and my doctor said “you’re 
rather sad and that’s not good for you or your baby.” I didn’t think about that. I 
did not think that my mental health affected my child, not even a little bit. I did 
not make that connection. No… I did not relate my pregnancy to my own 
personal health at all like, baby it’s not born yet, it’s just a part of me to allow that 



 

84 

to happen to me is fine, to recognize there’s a whole separate being inside that it’s 
affecting did not…didn’t dawn on me, not even a little. 

Brenda articulated it best, as she described her mental state and her health during 

pregnancy: 

I don’t know, I just was in a fog. It’s like I wasn’t myself. Oh, it affected my 
health really bad. I was very depressed. They put me on antidepressants half way 
through the pregnancy because I had a history of depression before, and I was 
feeling quite depressed and they were really worried about postpartum depression. 
My health was just horrible. I mean, I was like very depressed and because of 
how I was coping that’s not good for the baby. So I was really concerned about 
the baby’s development and then you read a lot about how they, of course they 
don’t understand, but they hear your voice, so what I mean if certain voices are 
anxious or angry that can’t be that good for the fetus. I mean, I can’t believe that 
they have the development yet to understand the difference, but I mean anything 
reacts with them. I knew a bit back then but I know a lot more now from my 
classes, even stress and how the different cortisol levels affect the development of 
the baby so, during the whole time I was quite worried. 

Theme 3. Loss of Spirit Health 

The theme loss of spirit health refers to how the women felt the intimate partner 

violence affected them spiritually. When asked how the intimate partner violence affected 

their health, all six women disclosed physical, emotional, and mental health issues 

without further prompting. However, not one woman mentioned “spirit” health until 

asked about it. When they discussed spirit health, they talked about a higher power or 

religion only. The subthemes below describe the loss of “self” identified by connections 

to self, God and others. 

This theme is divided into two sections, before pregnancy and during pregnancy, 

and each section has subthemes describing how the women thought that their spirit health 

was affected, in their own words. 
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Before Pregnancy 

The following themes describe a loss of spirit health due to loss of relationships 

that identified who they were as a woman. Due to the intimate partner violence the 

women describe how their spirit health and consequently their self identity deteriorated.  

Loss of relationships with family and friends. The women told stories about 

hiding the abuse from their family and friends for a variety of reasons. Mostly they did 

not want their families and friends to worry about them. Other reasons for hiding the 

abuse were embarrassment, shame, and concern for the safety of their loved ones. All of 

the women discussed the importance of their relationships with their family and friends. 

Perceived loss of their relationship with family and friends further isolated the woman 

and made her more vulnerable to abuse. It takes away a piece of her spirit health. Carol 

had a close relationship with her mother; however, she could not bring herself to disclose 

the abuse to her: “I hid it from her [mother], and he’d push me around.” She thought that 

her partner was putting a wedge between her and her mother. 

Fiona described how her partner isolated her from family and friends: 

I never told my mom because I didn’t want her to know, never told anybody. It 
was like I was, he took me away from my friends, he took me away from my 
family, and I let him, and I cried because I had nobody and I always cried. 

Amy was moved to a new city by her partner and rarely saw her parents and 

brother. She did not feel comfortable inviting them to come and stay, as her husband 

would make “scenes that were embarrassing for her and them. It was just easier not to 

have my family or friends over.” Brenda moved to a new province and almost never saw 

her family. When she did, it put a strain on her as she was always “kind of diffusing the 

situation or re-explain what he was saying” to keep the abuse hidden. She described an 

embarrassing situation that happened when she went on a vacation with a friend: 
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I was away on vacation with a friend of mine in Toronto, a female friend. She’s 
from Winnipeg and we met up there, and he ended up calling up my parents at 
four or five o’clock in the morning and telling them I’m a slut, and I’m a whore, 
and I’m sleeping around and all this.   

Brenda told her parents her partner was drunk. She never discussed it with them again, 

and they did not ask. 

Loss of relationship with a higher power. The women were passionate when they 

discussed their loss of faith in a higher power as a result of the abuse. Five of the six 

women began to weep when discussing it. They were very disturbed that one’s spiritual 

beliefs could be treated with such disregard. They considered that their relationships with 

a higher power were jeopardized when their partners abused their beliefs. The loss of this 

relationship seemed the final destruction of who they were. One woman described the 

loss as “having nothing inside”; another described it as “sliding into emptiness.” In the 

following excerpts, the women describe how their spiritual health was affected by abuse. 

Spiritually, that’s why I stayed for as long as I did. I wanted to be a good person, I 
wanted to be someone God could love. God’s going to love me whether I’m 
divorced or not, (teary) I just didn’t know that then. I was told that if I divorced, I 
won’t be loved, I will be disliked, I will be distrusted by everyone, not just anyone 
in Heaven, but everyone on earth, and it would have been my decision to walk 
ultimately. What ended up happening is after he hit me the last time, I said, “You 
need to leave.” (Amy) 

I was being spiritually abused during the whole thing as well (teary) I was being 
told by my husband’s family that the God you grew up with was not the true God. 
That’s just not right. (Brenda) 

Things I believe in, about the soul, and growth and how a person changes for the 
better, it’s like he didn’t believe in that. It was like all garbage, so I wasn’t like 
criticized for it, but I just knew you don’t talk about it, you just don’t talk about it, 
and you kind of hide it. There is the whole thing about faithful practice because I 
don’t go to church every weekend. And I think it, added with everything else, it 
really did affect me because there was like no calm, like nothing I could grasp 
onto for faith, like it was like taken away from me, because even though he never 
made any specific comments on a daily basis about it, it was almost just as bad, 
because I just knew not to talk about it, because if I did, he’d make some kind of 
comment. (Carol) 
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It affected me for years, where I even to this day I have to say, I don’t even know 
when it was the last time I prayed. I turned away from God, you know. I just 
drifted away and went sliding to emptiness. There was nothing inside, and I just 
didn’t have that kind of confidence, like exact confidence, that God would be 
there. I did, because I wasn’t sure of a lot of things you know. It was all unstable, 
and I didn’t know what was going to happen from the next moment to the other. 
(Fiona) 

I stopped going to church right now, because I’m so ashamed of myself, because I 
am still legally married to my first husband. (Elly) 

In contrast, Dani believes that her spirituality is the “one and only” thing her 

partner could not take away from her. She had experienced physical and mental abuse but 

considers that each person’s spirituality is unique to himself or herself, and the only way 

to lose spiritual health is to consciously give it away. Dani used her spiritual beliefs for 

guidance and help, and she attempted to deal with what was happening by praying more. 

Dani reflected: 

Not necessarily, because, no matter what I will always have spirituality. That’s 
something that he can’t take, or that I could give to him, because whatever 
connection that I have with that Higher Power is mine alone, and he could never 
have that. So I’d say it wasn’t, it was maybe affected because I maybe was 
praying more and asking for help and guidance more.  

Loss of relationship with self. All of the participants discussed how the intimate 

partner violence affected their spiritual health in relation to religion; however, they did 

not associate its effect on their self identity and the relationships that were important to 

them.  The stories that these women told went even further to describe a loss of self. 

While they described feeling not very good about themselves or their relationships, they 

also described a loss of their identity. In other words, their spiritual health and sense of 

who they were as a person was diminished, and they had lost their will or spirit to fight 

back and regain their sense of self. The theme of loss of relationship with self emerged in 

their comments.  
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Brenda commented that she “didn’t have a relationship with myself” and was 

“always made to feel like the bad person.” She further commented that she didn’t or 

couldn’t love herself: “It really affected my spirituality because being abused, I couldn’t 

learn to love myself, and I already didn’t really completely love myself, you know.” 

Fiona expressed the ultimate loss of self: “[It will] continually cut pieces away 

until you are gone … you are no longer an existence.” When the women were reflecting 

back on living with abuse, they seemed saddened by this realization. Amy reflected on 

when she starting losing her sense of self: 

There’s a lot of shift work available, there was a lot of these 24 hour services 
willing to hire, but he didn’t want me to work those hours. “You find a day job or 
you don’t work.” Well, when did it become your decision what I do. “Now that 
I’m your husband, I have a say in it.” And I said, “not more than a say than 
me.”In which he said “Maybe if you’re not thinking straight enough for yourself, 
you don’t know what you’re talking about.” That was the first signs of you can’t 
think for yourself.  

Carol describes losing her self: “I was in a shell, I stayed in this shell, I just lost myself 

and got to the point where I took drugs to have emotions, to feel, because I was empty, I 

was void.” 

These women were raised with morals and values that they held dear. When they 

realized that they had compromised beliefs they valued, they were surprised and 

saddened and slid further into spiritual emptiness. Some described it as a drowning and a 

death of self. 

A lot of things that I did in that relationship I did not feel good about myself, 
because it went against everything I believed in, everything that I was raised to 
believe, against my morals and my values, and I could not look at myself in a 
mirror anymore, and among the things that I allowed to happen. (Elly) 

A wife should be submissive. Your role as a woman in this man’s life is to 
support him, there was nothing coming back from the other end, and that left me 
empty. That left me in turmoil internally. I did not have inner peace. I talk about 
this honeymoon stage when I got out of my marriage. I had my own honeymoon 
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stage, for the first year I felt some peace, some calmness, some decisions that 
made sense in my core. I didn’t have that for the ten years I was in the marriage. 
(teary) The spiritual connectiveness I have now very much lacked. I thought I was 
a spiritual person, there was just so many aspects of it missing. So much of me 
was not in my own life, because I was focused on him. I was focused on what he 
felt was important. My own spirituality took second seat to everything, and I took 
second seat to everything. In doing so, I just wasn’t there, I didn’t exist in a lot of 
it. And it wasn’t until I came out of it that you realize, it’s like being in a middle 
of a lake, you’re just looking around seeing water, and you don’t know where you 
are. When somebody pulls you out and sets you on the side, you see a big lake. 
But you don’t know you’re in a lake because you’re just so busy drowning. 
(Carol) 

But I was really, in a sense, forced to, and not like physically forced but verbally 
forced to feel that if I didn’t do something he wanted he would disapprove. 
Because that that is what he wanted, that is what was best for us, even though it 
might not have been best for me. Because to me my career defines me so much, I 
was really changing a definition of myself. (Brenda) 

I knew that I was going to be punished for it, and I lived on eggshells all the time, 
constant fear.  In the back of my mind I thought I have to leave this man, but how 
can I leave him. I had so much compassion for him, so much love. I was his 
mother, I wasn’t his partner, I was his mother. I had cared for him, I was always 
there for him, I felt if I just leave him and go and start my own life, then what’s 
going to happen to him. (Fiona) 

During Pregnancy 

Pregnancy and birth have been associated with a time in a woman’s life that is 

described as a spiritual experience. Women are inclined to develop relationships to 

nurture the pregnancy. The women of this study describe how their spirit health was 

further deteriorated by the intimate partner violence they endured. 

Loss of relationship with partner. The women were making a conscious effort to 

do everything in their power to try to establish a normal family unit. This involved 

believing that their partner would eventually come to realize that they were going to 

become a family and intimate partner violence would not be part of it. Even though these 

women tried diligently to attain this ideal, the time came when they realized that this was 
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an impossible task. The women described believing that they had let their partners down 

and therefore their relationship with their partners changed. 

He came to the hospital room almost every day, telling me how inconvenient this 
was, how I should just go home and start taking care of things, so he could go 
back to work. When I expressed this to the doctor, I actually said to the doctor I 
don’t think you understand my problem I need to get out of here, and the poor 
doctor had to not laugh at me and say “You don’t get it (teary) you’re life is at 
risk, you can’t leave, you really can’t.” And I said, no I understand.  I have to 
leave as my husband needs me, he can’t have me here. (Amy) 
 
No matter how hard I tried, I was not good enough, even when I was pregnant I 
continued on as I did before which didn’t change a thing. He would not sleep with 
me after I started showing, said it was because of snoring but I knew. He would 
get angry with me and throw his wedding ring out the door. I knew things were 
not going to change after the baby. (Brenda) 

Because it was like an addiction, like I was so weak you know, all he had to do 
was snap his finger and I was there. And he was running around on me while I 
was pregnant, he was in another relationship. He wasn’t living with me and I was 
still hanging on to his broken promises and life was unbearable. It was like I 
couldn’t let go. (Carol) 

He didn’t want me there for like a relationship or anything, and I was basically 
just a punching bag, even when I was pregnant and I let it happen. (Fiona) 

Loss of relationship with a higher power. Loss of spiritual faith during a 

pregnancy created an extra burden, since the women were not only trying to establish a 

“normal” relationship but also trying to provide safe passage for their unborn child. They 

depended on their faith in a higher power to try to accomplish these tasks, but when they 

realized that it was not happening they experienced a further loss of spiritual health. 

There were times when I was pregnant I prayed and I said, “Oh please look after 
me, let this stop, help me.” It never did, it just got worse and worse, and worse to 
the point where I thought what’s the use. I was praying and nothing was 
happening, so what’s the use. (Elly) 

I tried to leave this relationship but couldn’t, even when I was pregnant. He’d 
always keep coming back. Then I started having doubts. I’d keep praying to God 
and tell him “Please Lord give me the strength to leave this relationship, to walk 
away and not come back.” I just felt they were empty words, they were empty 
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prayers, cause there was no real heart in there, no real feeling emotions, or 
spiritual completeness … they were just words. (Carol) 

And with my daughter I prayed and I prayed. I would cry because I almost lost 
my daughter three times during my pregnancy. I’d just cry and, pray. I begged 
God to let me have just this one child, this one child. I just begged and I pleaded 
and I wanted to change everything. Even when I was crying and begging and 
pleading with God to allow me to have my daughter I felt like they weren’t going 
to be answered. I wasn’t certain, not like before when I’d pray and I’d just know 
that my prayers are going to be answered. I had that confidence. I said, oh yes, I 
thanked him…thank you for answering my prayers and I knew that yes, they were 
going to be answered. I didn’t have that kind when I was in that relationship. I 
even got to the point where I thought, God how could you love me. (Fiona) 

Loss of relationship with self as a mother. For the women in this study, a sense of 

self was both created and challenged by their sense of the importance of becoming a 

mother. Bonding is the intense attachment that develops between parents and their baby. 

It makes parents want to protect, nourish and shower their baby with love and affection. 

Loss of a sense of attachment to the baby during pregnancy further disconnects the 

woman from identifying herself as a mother, as the following excerpts illustrate. 

But it was really focused all on “well you’re pregnant so the depression is around 
the baby” right. You can’t really blame them because, of course, I never gave any 
hint or told them that there was anything else going on. They never really 
inquired, so it was more focused on mother attachment to baby. (Amy) 

I was crying all the time and sad, angry. I didn’t feel any attachment to when he 
was in my womb, yeah, so I don’t know if that makes sense. (Dani) 

Other women expressed guilt and shame over placing their children secondary in the 

relationship. They were so busy trying to make a “normal” family that the baby was not 

acknowledged as central.  

[I] hate to admit this but my child was secondary when I was pregnant, because 
we were so involved in our battling. I couldn’t accept that, I laid blame on myself 
because I couldn’t tell them that I was so involved in that abusive relationship that 
my child came secondary. (Brenda) 
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Baby, it’s not born yet, it’s just a part of me to allow that to happen to me is fine. 
To recognize there’s a whole separate being inside that it’s affecting did 
not…didn’t dawn on me, not even a little. (Amy) 

I just wasn’t a good enough wife, I wasn’t a good enough mother, I was an idiot 
you know, I was mentally sick, I was emotionally disturbed. (Carol) 

Theme 4. Coping with Loss of Body, Mind, and Spirit Health 

Clearly, these women were coping as best they could in order to try to manage 

their lives. It is difficult to understand why traumatic events such as deaths, major 

illnesses and relationship difficulties seem to devastate some people but strengthen 

others. Each of these difficulties is devastating in its own way, yet some people are able 

to get up each day and carry on with living. Doing so is part of how they cope with the 

traumatizing event. The women in this study needed to try to make sense of what was 

happening by attempting to carry on while struggling for control. While the women told 

their stories it became noticeable that there were intentional and unintentional ways of 

coping. This theme is further broken down into topics that illustrate different behaviors 

that the women used to cope.  

Minimizing the Abuse 

The women tended to minimize or deny the abuse as a way of coping with what 

they had lived with, as Dani described: 

I didn’t think that it was abuse but I mean (sigh) he would lie, he would steal from 
me and I would be trying to help him out and I’d have to pay off his debts, and he 
always try to manipulate me somehow into giving him money or (sigh) to going 
back to him. 

Brenda articulated this the best when she described her relationship as only 

emotional and financial abusive; however, she stated that when her partner was mad at 

her he would grab her arm and throw her out of the house. She did not consider this 

physical abuse. Brenda described the types of abuse that she believed she experienced: 
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”I’ve never really experienced any physical abuse but there’s been a lot of emotional, a 

lot of financial, manipulation, that kind of abuse.” Later she stated: 

I mean, the closest physical would be kind of sexual in a sense but it was never 
like grabbed or forced that way, but I kind of classify it physical because it’s like 
a physical act. I’d be made to do things that I really didn’t feel comfortable with. 

At another point Brenda described, “So we kind of got in an argument and he kind of 

pushed me. I don’t really remember what happened after that because I was kind of in a 

daze, but that was about it.” 

Justifying the Abuse 

The participants discussed the positive qualities of their abuser, which suggests 

that they needed to justify or explain why they stayed with someone who abused them. 

They wanted others to know that they did not deserve to be abused but their abuser had 

positive qualities that had once attracted them. Amy described how her partner was 

always looking out for her: “He was an ear. I could confide to him. You feel somewhat 

more committed to the relationship if somebody’s going to, you know, risk another 

relationship, risk even a child for you. I felt very secure in that.” Dani agreed with Amy 

and described her abuser as a “strong hero”: 

It’s like I was mesmerized by him or something and I could only do what he 
asked or said. Even though I knew it was wrong, and it was putting me in more 
jeopardy.  But I thought I was so in love with him and, you know, he was the 
strong hero type that knew the streets well so I thought he was the great big 
whatever protector or something like that. 

Brenda remarked, “He wasn’t always abusive, he had lots of good qualities too.” Elly had 

commented to her friends, “I am lucky to have such a caring boyfriend”, even though at 

the time she had doubts about him. 

The previous exposure to abuse in five of the women’s childhood framed some of 

the women’s views about the abuse as a way of justifying it. Carol stated at one point 
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“My sister’s husband was a lot more abusive.”Other women were self blaming, 

convincing themselves that they were somehow responsible for the violence. Fiona, who 

had endured severe intimate partner violence, stated that sometimes she thought that she 

may have deserved it because she would do things to “set him off.” 

Making Sense of the Abuse 

Some of the women expressed in different ways that finding meaning in their 

experiences was an important part of coping with what had happened. They needed to 

figure out why the abuse was happening and why they were responding in the ways they 

were. It helped to put some sense back into their world. Brenda articulately described the 

need to make sense of the abuse. It seemed in order to survive the relationship she had to 

stop feeling or being real: 

Everyone has the desire to be real, but when you live in an abusive relationship 
you cannot be real. If you attract conflict you will be the loser and you end up 
submitting in order to be able to cope. (Dani) 

During this time, the women evaluated and re-evaluated their life circumstances. 

Dani described making sense of her circumstance as thinking “this is just the way life is” 

and was satisfied with this until it became too unbearable. Then she had to leave. 

Trying to Protect the Baby 

Although these women felt unable to protect their babies from their abuser, they 

did attempt to shield them. They did what they could do for their babies. 

He dragged me out into the snow by my hair and he started beating the shit out of 
me in the middle of the street. He started kicking and jumping on me and I was 
trying to cover my stomach. (Fiona) 

I probably was a little more in touch with things, I felt very protective of my 
stomach at that time. (Amy) 

When he hit me I’d always covered my stomach. (Carol) 
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Elly disclosed that she fought back for the first time while she was pregnant because she 

had to protect her baby: 

I knew he wasn’t going to stop and that’s the first time I looked in his eyes and I 
didn’t see anything, it was just empty and he kills me in there, and I was looking 
around for something to protect myself. There was small little scissors just broken 
in half and I grabbed them and I held them. I told him, stay away from me, don’t 
even touch me again and I sat on the chair.  

Hiding the Abuse 

Before becoming pregnant, all of the women hid the abuse because of 

embarrassment, shame, protecting their family and friends so they would not worry and 

concern for safety of their loved ones. During the pregnancy, they hid the abuse for the 

sake of the baby and protection of the family unit. Three women shared the importance of 

children having a father. Carol described growing up without knowing her real father and 

how this “caused her some issues in her life” which she did not want her child to 

experience. She expressed concern that if she would have exposed the abuse, her family 

“would have taken me away” or the legal system may have “taken him away.” 

Dani described having a terrible upbringing and believing that maybe her partner 

would be there for her and their baby: “My family was all fucked up and I thought the 

baby would bring us closer.” Fiona also discussed believing that she needed help in 

raising the baby: “I thought he would help out, you know, I didn’t expect him to change 

diapers or anything like that but he didn’t even stick around until the baby was born.” 

Theme 5.Advice to Health Care Providers 

Meleis and Im (1999) state, “It is not the culture that shapes the health care 

experiences of clients. It is the extent to which they are stereotyped, rendered voiceless, 

silenced, not taken seriously, peripheralized, homogenized, ignored, dehumanized, and 

ordered around” (p. 96). Myths about intimate partner violence persist among nurses and 
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other health care professionals. Women may be accused of liking the abuse because, if 

that were not the case, they would just leave. Or they may be accused of accepting the 

abuse because “It’s part of their culture.”  

The women in this study offered suggestions for health care professionals about 

steps that might have made a difference for them. Below are topics that the women 

discussed during the interviews that support the theme of advice to health care 

professionals. 

Ask And I Will Tell You if I Trust You 

Health care professionals are generally considered to be “professionals who help.” 

However, in the eyes of an abused woman, health care professionals become accomplices 

to the violence if they ignore obvious physical signs of intimate partner violence, such as 

bruises or swelling. Carol commented that it is, “kind of hard to ignore when you have 

bruises on your arms.”Fiona concurred: 

You know, it’s just like he’s the doctor and he’s just concerned about my health. 
That’s what I would think because if you’re walking around with bruises all over 
your body, then of course it’s obvious they’re going to be asking how you got 
them and things like that. If you suspected, and you have no doubts, then do 
something. Please help because we feel we’re in no position to ask for help, or we 
are too afraid to because if we do, we know what’s going to happen to us when 
we get home and they find out, cause we’re living it and they’re [health care 
professionals] on the outside. 

Elly stated: 

She’d [health care professional] look at me and she’d see a bruise on me. I’d say 
something happened, but then I thought well, they’re not stupid, they must know, 
but I don’t know if they wanted to ask. I’d say “just ask” then I can say 
something. I don’t want to be a burden. If you know something, if you think, even 
if you see something, ask. 

Although they lived in fear of having the abuse publically known, most of the 

women in this study wanted the health care professional to ask. Their fears did not 
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preclude the desire for help or a listening ear. Elly stressed the importance of 

communication and explained how health care professionals should ask: 

[Health care professionals] can ask. I think if they do it in a right, be diplomatic 
when asking. Ask how their relationship with their other partner is. I guess you’d 
say be more articulate on how choosing their words on asking questions about 
their relationship with their other partner. Communication is important. 

Most of these women would not disclose the abuse unless asked, which results in 

a further sense of isolation and resignation. The women did not volunteer the information 

but were waiting and wanting to be asked. Furthermore, some would not disclose unless 

there was a sense of trust in the relationship with the health care professional. Fiona 

wanted to tell her health care professional why she was having pain in her pregnancy, but 

she never felt at ease with the physician and, therefore, never told of the abuse: “Even 

with professionals, it’s hard for me to trust people, very hard for me to trust people.” 

However, disclosing abuse is vital in order for the health care professional to give 

appropriate advice and treatment. Carol disclosed: 

When he hit me I’d always covered my stomach. I was concerned about the 
pregnancy so I would make up things just to go see my doctor.  I’d tell him “I got 
this pain from you know.” I didn’t want to tell him that he hit me.  My doctor 
would reassure me that I think it would be fine.  

Fiona related an experience with her health care professional, who had asked if 

she wanted birth control. Fiona wanted birth control but her partner did not: “[The health 

care professional told me] ‘It’s your choice what you do with your body,’ and I felt like 

saying I had no choice what I did with my body.” Fiona did not disclose this information 

as she was uncertain what would happen; she did not trust her health care professional. 

Brenda expressed that health care professionals should “not be scared to ask” as 

she felt her physician was uncomfortable with the topic. Abuse was never brought up 

directly in her visits to the physician, but the conversation skirted around the subject. Her 
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physician talked about her depression in pregnancy but never asked of any causes she 

might be aware of. 

Several women expressed that they were afraid about how the information would 

be used if they did disclose. Fiona stated that she feared, “They were going to call the 

cops or social services so I kept quiet.” She described an incident in the Emergency 

Department: 

He looked again, and he asked me, are you being abused, and I lied, I lied through 
my teeth, I told him no. I told him no, and I was trying to explain what it was, and 
he was watching me. He goes, “Because you know if you are, I have to report 
that,” and I told him no. 

In contrast, Elly told the nurse at her physician’s office of the abuse. She explained, “I 

told her because I trusted her.” Carol discussed her difficulties in first disclosing the 

abuse but also the benefits of telling the nurse at the community health office: 

In the beginning, I felt that it was very hard to be talking to somebody you barely 
know about your problems. But then when I got it out, a few days later, I start to 
feel better because I’m starting to talk about it. Talking with somebody, and 
especially because it’s confidential, and it was better than talking to someone 
different, like a family member, because as you know family can start saying 
things when you say stuff in confidence. 

The women of this study all wanted help in dealing with the intimate partner 

violence and would have been willing to disclose if there was trust between them and the 

health care professional.  

Tell Me What I Need to Know About Pregnancy 

The women described their desire for information about their pregnancy. Even 

though they were dealing with other issues, they were still pregnant women who needed 

information. Amy stated, “I am a woman who is pregnant and I need information about 

pregnancy from an expert so I can make choices. Don’t assume I don’t care about my 

baby, because I do.” Amy had read several books about pregnancy and commented that 
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information is out there about everything one might want to know about pregnancy, 

except abuse: 

Even in some pamphlets with regards to the pregnancy, please recognize that as 
you do this, yes you’re taking it in, and only a small portion is going to your baby, 
but recognize as much as your one body, there’s two bodies there, that never sunk 
in you know. Here are some warning signs, warning for what, well you know 
there’s a million warning signs, there’s warning signs on how to prevent muscular 
dystrophy and spina bifida and take your folic acid, it’s information overload, but 
maybe even posing a question what are you most susceptible to, what are things 
you’re susceptible to that you’ve never even thought of. 

The women in this study commented that they needed information on abuse and 

in particular how to recognize if one is in an abusive relationship. Amy was experiencing 

many controlling incidents with her partner but did not recognize that she was being 

abused until he hit her, which occurred after her first pregnancy. She believed that if she 

had information on abuse earlier she might have been spared some painful memories. 

Amy considered that such information could easily be passed on in a pregnancy when a 

woman visits her health care professional several times. These visits represent good 

opportunities for health care professionals to discuss intimate partner violence. Brenda 

felt this information should definitely be brought up in a prenatal class in a non-

judgmental way with “maybe just [information about] warning signs or something to look 

out for.” 

Don’t Judge, Because I Need Your Help 

These women needed help regarding mental health issues from health care 

professionals with non-judgmental attitudes. Dani stated, “Don’t judge me, as I am 

already feeling like I am letting my baby down and I am making choices that I feel are 

best for me and my baby.” In other words, these women wished to be active participants 

in decision making regarding their health and the health of their babies. Choice is an 
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important health promotion strategy, an integral component of mental health. Amy 

described her experience in the hospital: 

So at the hospital, the nurses were very aware of what was going on. They made 
notes of it. I snuck one of their charts one time and I started reading, because I 
noticed every time they came into the room they were writing on those little 
notepads and I thought what are they writing. So I sat down and read it, and I used 
to think you know, oh they wrote down medications, whatever tests are happening 
and then I realize I’m getting the same medication every day, and I’m not going 
for a lot of tests, maybe once a week I go for an ultrasound.  It wasn’t a whole lot 
going on, blood every now and then. So I grabbed one of the charts while the 
nurse had just stepped out, because she forgot something, and I started reading, 
and it really sunk in, they were writing down my emotional state, what was 
weighing on my mind and what was bringing me down. Went in to visit patient 
today, she was down again, fifth fight with her husband today, two on the phone, 
three in person. It hit home, it really shocked me (teary) that they would be 
writing stuff like that down, keeping track of it, and that was just one day. There 
was three months, it was a long hospital stay. 

Amy was shocked and dismayed that no one had asked about what was happening, yet 

the nursing staff were charting their observations of the situation. It became apparent that 

the staff were judging Amy’s actions. Doing so not only blames and shames the woman 

but can further decrease her self-esteem. 

Brenda discussed the need for health care professionals to ask about a woman’s 

state of health if they notice changes in her. She noted that people tend to state, “Because 

you are pregnant is the reason you are feeling down.” Brenda believed that health care 

professionals should ask about the mother’s health separately from the baby’s health. In 

other words, the woman is as important as the baby she is carrying. 

If everything affects the baby this includes the mom and the dad. Just from 
reading studies it showsthat, especially when pregnant, abuse is common. I mean 
if a woman comes in depressed or feeling down, I don’t think there’s anything 
wrong with inquiring how the woman is doing as a whole …whole person. I mean 
there’s much more than just the baby. They [health care professionals] do inquire 
about eating, but it should be more around mental health as well. 
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One participant made a practical suggestion encouraging women to write a 

journal about their experiences. This is a concrete way for women to do something for 

themselves. Amy found that she made entries into her journal almost daily. When she 

looked back to her entries, she was surprised about how she felt then and how she feels 

today. It was a positive exercise for her, she explained: 

Keep a journal about how you’re feeling that day. If you could force women to 
keep a journal you’d be amazed on how much they’ve learned. The hard part is 
getting them to go back and read it. I don’t know why I did it the first time, 
probably because I was pregnant, because it’s just all fun That’s one of the things 
you do, you plan the photo album and you have a journal that you write 
everything in, and just a very useful tool. And I remember reading for the first 
few months, just sadness. 

I Would Like to Develop a Relationship With You 

Some of these women wanted a deeper personal connection or relationship with 

their health care professional, not just a sense of being a number in the system. The kind 

of connection that they desired ranged from basic human decency to friendship. They 

appreciated staff who talked with them in an open, honest and respectful manner. This 

might involve sharing stories from their own life and connecting with them on a personal 

level. Having a personal connection with the health care professional can help women 

feel able to talk about personal problems, such as becoming a mother and needing help to 

transition to that identity. These opportunities serve as a glimmer of hope in the woman’s 

eyes. Fiona discussed her need to reach out for help and develop a relationship with a 

health care professional as an important step toward personal health: 

I worry so much that when I have to talk to people or get help from them, then I 
would think okay, if I do that then what’s going to happen to me. In the past when 
I tried to reach out, it was always painful so that I couldn’t just reach out or ask 
questions without feeling my face turning red hot and embarrassed. And it was 
hard for me to reach out and ask for help because of all the negative things that 
happened. Now I realized that he can’t hurt me anymore and that asking for help 
and reaching out is a good thing because becoming educated and learning will 
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give you power. It empowers you because you’re being educated on these things 
you need to know. You’re not ever going to know until you actually reach out to 
actually find out, because how are you going to know. You’re always going to 
stay there in your own box if you don’t reach out, and to people like 
professionals. Because you just can’t open a person’s mind or see inside of them 
to know what’s going on in their life. A lot of people hide it very well, what’s 
going on inside, cause sometimes for us it’s a life process, hiding who we are. So 
we can’t be who we want to be, and we can’t get the help we need because we 
don’t know how to reach out. We’re afraid to reach out, so when someone shows 
us act of kindness that’s a hard thing for some people to accept. I don’t know, 
maybe some people get afraid of that, tears and what not, or feel uncomfortable, 
but I think you have to be straightforward. You have to be blunt, because family 
violence is not something that can be just gently approached or addressed. You 
have to be straight forward, because when you are straight forward, then the other 
person can be straightforward back. And ask those tough questions, ask them, 
because they need to be asked, because sometimes that’s all we’re waiting for is 
someone to just reach out and help, that’s the way it was for me. 

The five major themes and subthemes describe, using the voices of six women 

living in intimate partner violence, health before and during pregnancy, coping behaviors 

and advice for health care professionals. The following paragraphs describe two 

important aspects from the interviews that need to be addressed. 

A similarity among the women was their reason for agreeing to be interviewed. 

All the women spontaneously, without prompting, stated either early in the interview or 

near the end their reason for deciding to be interviewed. They expressed in their own 

words the hope that some good would come from the information, that it might help 

another woman so that she would never experience what they have lived through. It 

seemed that this hope gave the women some peace, thinking that their experience would 

help other women, that what had happened to them would not be in vain.  

Another similarity among these women was how they felt after the face-to-face 

interview. When I called the women to follow up after the initial interview, all expressed 

feelings of body, mind and spirit weariness. It was if they had relived the experience and 

needed to deal with the fallout. The following excerpts illustrate this reaction: 
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It opened up cans that I thought were sealed and put away for good. 

I couldn’t do anything all evening. I was physically tired. 

I cried because the feelings came back. 

It took a piece out of me. It was hard but it helped me to see where I was then and 
where I am now. 

I was mentally exhausted but still glad I did it 

I laid around in the evening, which was unusual for me, but I realized I was just 
really tired after the interview. 

Summary 

The lives of these women were filled with fear, sadness and uncertainty. They 

were trapped in circumstances where they attempted to maintain some control by trying 

to manage their abusers. When they realized that this was impossible, their health was 

affected. Pregnancy brought further deterioration to their already fragile health. The 

women wanted help in order to deal with their chaotic lives but were unsure how to get it 

without causing further violence or disruption in an already overburdened existence. 

They did not know whom they could trust or to whom they could disclose about their 

delicate situation.  

This chapter presented the findings from a detailed and in-depth analysis of six 

women’s narrative interviews. This study focused on how women describe a change in 

their health while pregnant and living in intimate partner violence. The women in this 

study described several losses that they experienced in relation to mind, body, and spirit 

health. Their emotionally vivid descriptive quotes illustrate the themes derived through 

the analysis of the data. 
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Chapter 5. Discussion and Implications 

Robson (2007) uses the analogy of a brick wall when describing qualitative 

studies. He describes a brick wall as a general topic of studies, in this case, intimate 

partner violence and each study as a brick in the wall. All bricks are needed to make the 

wall or study strong, and all the holes need to be filled in order to make sure the wall 

remains sturdy. When we are researching for a study to investigate, we are looking for 

the holes in the brick wall. I find this study to be part of the intimate partner violence 

wall, not as a brick at the base as a foundational study but as a supporting brick for the 

foundational studies. 

This chapter begins with reviewing the purpose and method of study then moves 

on to the strengths and limitations. A discussion of the results obtained in Chapter 4 

follows and places the findings in the existing literature that help to highlight areas of 

possible further research. Recommendations for nursing practice, nursing education, 

Health Care policies, universal screening, coalition building will be discussed. 

The purpose of this study was twofold: first to describe, in the women’s own 

words, their views of their health before and during a pregnancy while living in intimate 

partner violence, and secondly to determine what we as health care professionals can 

learn from these women. My hope was that this understanding would provide a new way 

of thinking about pregnant women who are living in these circumstances and suggestions 

for how more appropriate support could be provided to these women by helpers, 

especially nurses. 

Qualitative inquiry was used in this study. Van Manen (2003) states: 
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Qualitative writing may be seen as an active struggle for understanding and 

recognition of the lived meanings of the life world, and this writing also poses 

passive and rhetoric dimensions. It requires that we be attentive to other voices, to 

subtle significations in the way that things and others speak to us. In part, this is 

achieved through contact with the words of others. These words need to touch us, 

guide us, spur us. (p. 713) 

The method chosen to achieve this goal was narrative. The goal of a narrative 

study is to describe, as richly as possible, the meanings that people construct about their 

world and their experiences (Ulin et al., 2005). The way the six purposefully selected 

women used their words and told their stories revealed their understanding of their 

experiences. Providing women with a safe and supportive context for telling their stories 

of violence can be a powerful transformative process that leads to a journey of 

empowerment (Davis & Taylor, 2006).   

Strengths and Limitations of the Study 

Strengths 

A major strength of this study is that it is based on the words of women who have 

actually lived the experience. The study allowed these women’s voices to be heard and 

brought forward their unique experiences and perceptions. Actual lived experiences are a 

key place from which to build knowledge and stimulate societal change. Another 

identified strength is the design of the study in which the women were encouraged to tell 

their stories. Their stories provide information about the health of women who live in 

intimate partner violence while pregnant. This information is valuable for the health care 

professionals who work with women in this situation.  
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Limitations 

One limitation is that all six of the women interviewed were born in Canada and 

can read and write in English. Consequently, the experiences of immigrant women who 

cannot speak or write the English language are not represented in this study. These 

women are marginalized by not knowing where they can seek help and even further by 

not being able to ask for help. Immigrant women may also have cultural beliefs about 

health that could be further compromised by living within intimate partner violence. For 

example, people in some cultures believe that the body needs to be in a balanced health 

state; if this is not the case, illness or other forms of suffering will occur. 

Another important limitation is that all six women who participated in this study 

had left and were still living away from their abuser. The stories I received from these 

women were retrospective, based on what they recalled at the time of the interview. 

Women who are still living within intimate partner violence may recall different stories 

about their experiences, health and needs. Therefore, this study does not address the 

perspectives of women who are still living in intimate partner violence relationships. 

The women involved in this study were living in an urban center at the time of the 

interviews. The three Aboriginal women had lived on a reserve for the first part of their 

lives but now live in an urban center. As a result, women who live in a rural setting or are 

currently living on a reserve are not represented within this study. Such women may have 

different perspectives, resources or lack of resources than urban woman; consequently, 

this is another limitation. 
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A further limitation is that this study was based only on male-female 

relationships. Different relationship perspectives might have been extracted if a female-

female relationship had been included. 

Discussion of Results 

The analysis of the women’s words and the subsequent findings of themes 

presented in Chapter 4 offer supporting information for current studies, along with some 

new understandings. Without warning, these women, found themselves in a situation of 

conflict. Their relationships with their abuser had started as positive; the women 

described their initial relationships in terms of friendship and trust. Eventually their 

partners changed from being attentive and charismatic to being controlling and violent. 

Much of the women’s energy was spent on trying to maintain some control in their lives; 

when they realized they had none, their health suffered.  

The findings from this small qualitative study indicate that these women,taking a 

retrospective view, knew their health suffered while they were living in intimate partner 

violence, both before and during a pregnancy. However, while they were living in 

intimate partner violence, they were so busy coping with their chaotic life that they never 

considered that their health was suffering. For example, Amy recalled reading in her 

diary about the first four months of her pregnancy, after leaving her husband. Amy had 

written very sad entries during this time. Her physician had noticed that she was feeling 

down and discussed it with her. Even then she did not grasp what her physician was 

telling her. This is significant for health care professionals who are concerned with the 

health of pregnant woman who live in intimate partner violence; women in this situation 

will need guidance regarding their health. 
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Health and the Health Belief Model 

The women in this study told stories of how their health deteriorated during a 

pregnancy due to intimate partner violence. As discussed in Chapter 4, they described, in 

terms of losses, how the intimate partner violence affected their health. Although each 

woman told me her unique story, as a group they shared many similar experiences. The 

women described ways in which their body, mind and soul suffered, and it became 

apparent that these three areas of health were closely tied or integrated. When one area of 

health suffered, so did the two other areas. For example, the women described the loss of 

physical intimacy with their partners due to their bodies physically changing with the 

pregnancy. This, in turn, affected how the women felt about themselves, which led to 

decreased self esteem. Their sense of self or spiritual health was also affected in terms of 

their relationship with their partner and themselves. This finding is congruent with other 

authors’ descriptions of optimal health as a balance of body, mind, and spirit, all 

intimately interconnected (Condon, 2004; Karren, 2006; O’Donnell, 1989; Olshansky, 

2000, Scaer, 2007; Youngkin & Davis, 2004).  

The theoretical framework used for this study is the health belief model. This 

model helps to explain individuals’ health behavior by understanding their beliefs about 

health. It suggests that the probability of an individual’s taking action linked to a given 

health problem is based on four different types of beliefs: perceived susceptibility, 

seriousness, benefits, and barriers (Nutbeam & Harris, 2004). In this study, the health 

belief model was applied to discover how women believed their state of health was 

during a pregnancy while they were living in intimate partner violence. The women of 

this study revealed that they were not in their normal state of body, mind, or spirit health 
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during their experiences of living in intimate partner violence when pregnant. They 

disclosed that they were using all of their energy trying to normalize the relationship to 

the outside world or surviving the abuse, and they had little energy left to care for 

themselves, thus affecting their health. health care professionals can use this knowledge 

in developing strategies for anticipatory guidance for women who live in intimate partner 

violence, moving them towards a state of optimum health through programming, nursing 

education, nursing practice, and health care policies.  

Body Health 

The woman in this study described a progressive weakening of their body or 

physical health when living in intimate partner violence during a pregnancy. The normal 

physical symptoms of pregnancy, such as tiredness and decreased energy, were amplified 

by the abuse. The themes of loss of physical intimacy, loss of physical strength, and an 

inability to protect their unborn babies that emerged from the data are comparable to 

those found in other studies (Bacchus et al., 2006; Bonomi et al., 2006; Coker et al., 

2002; Martin et al., 2006; Sharps, Laughon, & Giangrande, 2007). 

Mind Health 

The damaging effects of physiological and emotional abuse during pregnancy are 

well documented in the literature (Bloom et al., 2007; Carlson et al., 2002; Golding, 

1999; Jones et al., 2001; Martin et al., 2006). The theme of loss of voice and loss of joy 

demonstrates the mental anguish these women endured. Feelings of desperation and 

despair were common as women experienced the loss of their self-esteem and sense of 

who they were. 
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Lutz et al. (2006) discuss the binding process in which, for a variety of reasons, a 

woman makes a conscious decision to bind in to the relationship during pregnancy. This 

leads to a disconnection between her public and private life. Feeling tied to her decision 

to stay, the woman spends her energy guarding the two lives, one life for the world to see 

and the other a life lived behind closed doors. Doing so reduces her health or quality of 

life, as it drains her of precious energy that is needed for herself and her growing baby. 

Being pregnant and binding into the relationship clearly affected the mental health of the 

women of this study, as they described feelings of depression, hopelessness, and 

helplessness.  

Grief is defined as “pain of mind on account of something in the past; mental 

suffering arising from any cause, as misfortune, loss of friends, misconduct of one's self 

or others, etc.; sorrow; sadness” (Dictionary.net, n.d.). Grief is a normal and natural 

reaction to any type of loss.  

Bowlby, a noted psychiatrist, outlined the processes of resolving grief. The four 

dimensions of the mourning process outlined by Bowlby (cited in Welshons, 1999) are 

the following: shock and numbness, yearning and searching, disorientation and 

disorganization, and resolution and reorganization (p. 45). The four dimensions do not 

follow a set order, and a person may experience feelings from several stages at one time. 

An individual’s past history of experiences with crisis and grief is an important 

determinant of how he or she will proceed through the grief process. It is important for a 

person to grieve and complete their relationship to the pain and unfinished business 

caused by a death, divorce, or any other significant loss (Welshons, 1999).  

http://en.wikipedia.org/wiki/John_Bowlby�
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The participants in this study each clearly described unresolved grief, both in their 

words and in the emotions they displayed during the interviews. Amy stated, “The 

interview opened up cans that I thought were sealed and put away for good.” Unresolved 

grief tends to drain us of energy and close our hearts down, according to Welshons 

(1999). The women in this study confirmed this effect through their comments in their 

follow-up telephone calls after the interview. Brenda stated, “I couldn’t do anything all 

evening. I was physically tired.” Carol said that she “cried because the feelings came 

back.” Dani commented, “It took a piece out of me.” Elly remarked, “I was mentally 

exhausted but still glad I did it.” Fiona said, “I laid around in the evening, which was 

unusual for me, but I realized I was just really tired after the interview.” 

This represents another finding for health care professionals working with women 

who live or have lived in intimate partner violence. Unresolved grief will need to be 

addressed if these women are to move forward towards improved holistic health. 

Questions designed around unresolved grief could be incorporated within a detailed 

health assessment. Health care professionals may need to access appropriate resources on 

dealing with unresolved grief. 

Spirit Health 

All of the women were affected by their memories of loss of health during their 

abusive relationships. Five of the six women tearfully discussed how intimate partner 

violence affected their spiritual health during pregnancy. The common thread or theme of 

the importance of relationships stands out in the women’s stories. This is consistent with 

the relational model developed by Surrey (1985), that women’s sense of self is primarily 

relational: “[Women] develop their sense of self through their ability to make and then to 
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maintain affiliation and relationships” (p. 3). The women discussed the loss of 

relationships with their partners, with a higher power, and with themselves as becoming 

mothers. The one participant who believed that intimate partner violence had never 

affected her spiritual health, which she discussed in terms of her relationship with God, 

stated that she believed that was one thing her partner could not take away from her. She 

did however discuss the loss of her relationship with her partner and how the abuse 

affected her as she was becoming a mother.  

The women in this study also described a death of self and a sense of having no 

purpose in life while living in abuse while pregnant. Brenda stated in frustration that, 

whenever she attended a physician’s appointment, the whole time was spent on the health 

of her baby, and she felt like a vessel for her baby. When the health care professional 

never asked how she was doing or if she was safe, her sense of worth as a person 

decreased. This added to the death of who she was as a person and as a mother. The 

abuse depleted her purpose in life because it took away all her hopes and dreams of a 

future, and the pregnancy simply added to the destruction. 

The women of this study were able to identify how the intimate partner violence 

they experienced during a pregnancy affected all dimensions of their health: body, mind 

and spirit. Our current medical model of health addresses issues related to the body and 

mind. With the exception of end-of-life interventions, spiritual health is almost absent 

from western medicine as it is practiced today (Hawks, Hull, Thalman, & Richins, 1995; 

Hawks et al., 2008; Vader, 2006; Wallace & O’Shea, 2007). 

Nursing should ideally center on the body, mind, and spirit in order to guide 

people towards optimal holistic health. Health of the spirit as an equal component of 
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human health is still virtually unrecognized in nursing education, which currently focuses 

on health of the body and mind. Spirit health is included in describing the model of 

health; however, what is lacking is a clear definition of spiritual health and the “how to” 

or strategies for moving people on the continuum of spiritual wellness. Wallace and 

O’Shea (2007) argue that little research has been undertaken to determine how nurses 

may best help adults to improve their spiritual health.  

By ignoring the spiritual dimension of health, for whatever reason, we may be 

depriving ourselves of the influence we may have to help empower individuals and 

populations to achieve improved physical and mental health. Hawks et al. (1995) 

reviewed three programs that involved a spiritual component. They found these three 

programs, due to the spiritual component, produced excellent improvements in health 

behaviors and decreased mortality and morbidity.  

Quality of Life 

The overarching theme that became apparent as the women were talking was 

quality of life. As health care professionals we concern ourselves with individuals and 

populations living as healthy as possible. One of our beliefs is that how one views one’s 

health affects one’s quality of life. Quality of life “refers to an individual’s personal 

assessment of subjective well being,” according to authors Mount, Boston, & Cohen, 

(2007, p. 373).They had studied how 21 Canadians with life-threatening illness found a 

sense of wellbeing and wholeness. A significant illustration of personal assessment of 

wellbeing is Kagawa-Singer’s 1993 study of 50 patients with active cancer (cited in 

Mount et al., 2007). One-third of the 50 participants considered that they were fairly 
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healthy, and the remaining two-thirds stated that they were very healthy, including 12 

who ultimately died during the study. 

The Quality of Life Research Unit at the University of Toronto’s Center for 

Health Promotion has been developing conceptual models and instruments for research, 

evaluation, and assessment since 1991. Its quality of life model looks at three areas: 

being, belonging, and becoming (Renwick, 2009). Health crosses all three areas; 

therefore it is important that health care professionals address body, mind and spirit 

health in all health promotion encounters.  

For the women in this study, health and quality of life were affected by their 

experiences with intimate partner violence. In general, health was not a high priority for 

these women. For them the need to carry out health promoting activities was 

overshadowed by the need to survive the relationship. Assumptions regarding the rating 

of quality of life for these women cannot be made; however, it may be concluded based 

on the data that their quality of life was changed with intimate partner violence. These 

women described losses of mind, body and spirit health that they experienced before and 

during pregnancy. They experienced a decrease in quality of life, which has a significant 

negative impact on everything from day to day functioning to hopes for the future. 

Summary 

Many of the findings of this qualitative study closely parallel the findings of 

previous studies of women living in intimate partner violence and their body and mind 

health before and during a pregnancy. The literature clearly indicates that intimate partner 

violence places women at substantial risk for health problems. The findings of this study 

support the concept that, when women live in intimate partner violence during pregnancy, 
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their health deteriorates. Through the stories the women told, I was able to identify 

themes related to losses that they experienced. The losses of body and mind health that 

these women described experiencing during their relationship with their abusive partners 

are similar to those identified in previous studies. However, the loss of spiritual health 

has not been identified in other studies. This omission is congruent with a finding of 

Hawks et al. (2008), who reviewed 2610 articles from 12 health education journals to 

determine what dimensions of health were being researched. They found that 79% of the 

articles dealt with the physical dimension, 20% dealt with the mind, and only 1% 

considered the spirit dimension of health. 

Recommendations 

Broad generalizations cannot be drawn from this narrative study, because it is 

based on a small sample of women from similar circumstances. However, the findings 

suggest possible new directions for nursing education and practice, as well as for policy 

making and resource planning with respect to care for women who are pregnant and 

living within intimate partner violence. The findings of this study may draw attention to 

the need for improved health care for women living in such circumstances and their need 

for positive experiences within the healthcare system, with the broad goal of more 

positive outcomes for both mothers and their babies.  

Nursing Practice 

As the findings indicate, these women clearly want a relationship with their health 

care professionals, who have an important role in assisting women who live in intimate 

partner violence. In particular, the women state that it is important for health care 

professionals to ask about intimate partner violence, but in a way that is meaningful, 
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respectful, and caring. Furthermore, they want to be listened to in a similar fashion. 

Women ultimately have the choice of staying or leaving the relationship. Health care 

professionals may have feelings of failure if women choose to stay with their abusers. 

However, health care professionals must realize that they are not there to fix the problem; 

instead their role is to ask questions, to listen, and to provide information and support. In 

particular, health care professionals can provide information and connect women with 

appropriate services. Listening, combined with knowing that women are looking for 

support, validation of their experience, and needing information but not needing to be 

rescued, may provide a new direction for health care professionals as advocates. As 

Webster et al. (2006) point out, women are not looking for the health care professional to 

fix their problems but rather to guide them in identifying a healthy relationship.  

Public Health Nurses (PHNs) can have a considerable positive effect in this area. 

Their natural place in the community puts them in a position to work with women in their 

own environment. PHNs are dedicated to enhancing the health of individuals and 

communities and are aware of the resources available within the community. Webster et 

al. (2006) support PHNs as having a major role in working with women who live in 

intimate partner violence and helping them move towards optimum health. PHNs need 

first to assess where these women are at present and then to guide them in health 

decisions. The role could initially involve doing for the woman, for example by 

telephoning a local shelter; it could be doing with the woman, for example in developing 

a safety plan; or it could be supporting the woman in her decision to stay with the abuser 

and moving her towards optimal health choices. 
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According to the women in this study, education about abuse is important. They 

disclosed that they were aware of physical abuse but unaware of other types of abuse. 

They made several suggestions related to education about abuse. For example, posters, 

flyers, and pamphlets are one way to inform people about what constitutes abuse. 

Prenatal classes could include a segment covering what constitutes abuse and the signs of 

abuse. At every prenatal visit, physicians or nurses could ask expectant mothers about 

abuse. However, women also need to know that reporting child abuse is the law, and they 

need to be aware of the possible consequences of disclosing. 

Nursing Education 

Intimate partner violence is a delicate issue and may be uncomfortable for the 

beginning health care practitioner. Nursing is dedicated to building a body of knowledge 

in order to develop an evidence-based practice and has strong roots in holistic health. 

Educating nurses about the role that intimate partner violence plays in women’s lives 

involves the entire spectrum of health and wellness. The results of this study showed how 

these women felt their health and wellness were affected by intimate partner violence 

while they were pregnant. Health care professionals will encounter women similar to 

these participants in their professional and personal lives. Teaching nurses to listen first 

and develop skills in the art of conversation, including caring, sharing and learning, will 

benefit all persons who come into their care, including pregnant women who live in 

intimate partner violence.  

It could be detrimental to a woman’s mental and spiritual health if her health care 

professional does not respond appropriately to a disclosure. Elly stated:  

She’d look at me and she’d see a bruise on me. You know something happened, 
but then I thought well, they’re not stupid, they must know. I don’t know if they 
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wanted to ask. I’d say, “Just ask, then I can say something.” I don’t want to be a 
burden, you know. If you know something, if you think, even if you see 
something, ask. 

The women of this study believe that, if a health care professional sees or suspects 

intimate partner violence, he or she needs to ask, because otherwise that person is an 

accomplice to the violence. This point underscores the need for universal screening for 

intimate partner violence. 

Feder, Hutson, Ramsay, and Taket’s (2006) meta-analysis of 29 qualitative 

studies established consistency across studies in terms of what women living within 

intimate partner violence want from their health care professionals: an atmosphere of 

safety, support; access to resources; an attitude that is non-judgmental and respectful; 

taking time to listen; focusing on the women; explaining how violence can affect their 

health, and lastly not pressuring them. Time and support are very important when 

working with women who are living within intimate partner violence. In a large 

quantitative study of 2,465 women that took place in the greater Boston area, McCloskey 

et al. (2005) showed that talking to a health care professional about abuse increased 

women’s likelihood of using an intervention for violence. Furthermore, those who 

received an intervention were more likely subsequently to exit the abusive relationship. 

These findings support the notion that discussing intimate partner violence with a health 

care professional is associated with a positive outcome. 

Generally, health care professionals do not understand and are frustrated when 

women choose to stay with their abuser. Health care professionals need to understand the 

attachment that women have to their abuser, home and family. On-going education for 

students in health care programs and clinicians in practice may be necessary to improve 

their competence and comfort in addressing many issues, including intimate partner 
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violence. This could include strategies for screening, assessment and interventions, with 

the realization that in such circumstances it is important not to do inventions to people 

but rather with people. Health care professionals also need to be able to connect such 

women to appropriate resources within their communities. 

Spirit health must be recognized as an equal dimension of health within nursing 

and the holistic health model. Nursing education must advocate for and include an 

accepted definition and health promotion strategies in relation to spirit health. Health care 

professionals need to understand that the intimate link to the very sense and purpose of 

self identity is probably the most powerful known motivator of human behavior and 

behavior change. Failure to evaluate and promote all dimensions of health equally and to 

appreciate the functional motivation that must underlie successful health behavior change 

substantially hinders the achievement of health education goals (Hawks et al., 2008). 

Health Care Policies 

Reducing the gaps between what we know (research) and what we do (policies) is 

key to providing evidence-based services (Findlay, 2004). Research findings should be 

taken into consideration in the development of health care policies. The current literature 

indicates that screening for intimate partner violence done by individual health care 

professionals without the support of the health system may not always lead to appropriate 

documentation, treatment, and referrals (Davis, Parks, Kaups, Bennink, & Bilello, 2003; 

Gerber, Leiter, Herrmann, & Bor, 2005; McCloskey et al., 2005; Thurston & Eisener, 

2006). Health care systems need to develop policies and practices, supported by research, 

that aid health care professionals in proper screening, assessments, and referrals. Having 

evidence-based policies and practice in place for those dealing with women who live in 
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intimate partner violence can have a rippling effect that begins with the individual 

women and affects their families and relationships, their communities, and ultimately all 

of society. 

Within our present health care model, the physician is the primary health lead. A 

person experiencing a health deficit goes to his or her family physician, who either deals 

with the health issue or refers to another health care professional. The family physician is 

expected to know a certain amount about every health issue a person presents with, and 

has limited time at each visit for extensive questioning. Sharps et al. (2007) emphasize 

that women need quality time for proper screening, assessment, and intervention during a 

health visit. These authors noted that half of the women murdered by intimate partner 

violence in the United States had sought health care in the year before their death. 

A new primary care model is unfolding in Alberta. In this new model, physician 

clinics will house several different disciplines, such as physiotherapists, pharmacists, 

Registered Nurses, and Nurse Practitioners. The idea is to have a “one-stop shopping” 

health center in which clients can access all the disciplines they require with only one 

stop. This would be ideal for women who live within intimate partner violence, as often 

they have limited resources. One of the roles of the Nurse Practitioner is to complete a 

thorough health assessment using the principles of health promotion. This involves 

helping people change their lifestyles to move toward a healthier state. The Nurse 

Practitioner would have more time to work with clients, using evidence-based strategies 

in the workplace.  
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Universal Screening 

Universal screening has been recommended in the literature reviewed for this 

study. There is consensus in the literature that women who live in intimate partner 

violence will not be detected without active screening (Plichta, 2007). Routine screening 

has been adopted in health care settings in Canada (Gutmanis, Beynon, Tutty, Wathen, & 

MacMillan, 2007; Janssen, Dascal-Weichhendler, & McGregor, 2006; MacMillan et al., 

2006).Universal screening is not a miracle solution for working with women who live 

with intimate partner violence and should be used as a first step towards helping women 

obtain other necessary interventions.  

Health care professional organizations support and direct their membership to 

perform intimate partner violence screening at each encounter in the clinical setting. The 

Society of Obstetricians and Gynecologists (SOGC, 2005), which directs physician 

practice in Canada, has an intimate partner violence consensus statement that includes 

routine screening for intimate partner violence. The College and Association of 

Registered Nurses in Alberta (CARNA, 2008) along with the College of Registered 

Psychiatric Nurses of Alberta (CRPNA) and College of Licensed Practical Nurses of 

Alberta (CLPNA) released a joint statement in 2008 on family violence advocating that 

nurses’ routine screening for abuse should be a standard component of assessment. The 

Canadian Task Force on Preventive Health Care showed increased detection of intimate 

partner violence through screening (Wathen & MacMillan, 2003). However, there was a 

gap in evidence for screening tools, for effective interventions in health care settings once 

women are identified, and for a reduction in the level of abuse.  
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Health care professionals can act as an important gateway to healthcare for 

intimate partner violence. Without proper screening, intimate partner violence victims 

may not be identified. Studies consistently find that female patients (both victims and 

non-victims) believe it is appropriate for health care professionals to ask about intimate 

partner violence (Bair-Merritt et al., 2006; Burge, Schneider, Ivy, & Catala, 2005; Glass, 

Dearwater, & Campbell, 2001; Kramer et al., 2004). Furthermore, most women will 

disclose if they are asked (Hathway, Willis, & Zimmer, 2002; Kramer et al., 2004). 

There needs to be consistency among health care professionals on the timing of 

universal screening. It would be simplest if screening were done with every interaction 

between a health care professional and a woman. This would include pre-pregnancy, 

pregnancy and post-partum interactions, including well child clinics. In this way, health 

care professionals would become more comfortable with asking, and women would learn 

to expect to be asked about intimate partner violence. Along with the screening, an 

education learning plan (e.g., Telehealth sessions) would need to be developed for HPVs 

to teach them how to use available tools, how to ask the questions, and what to do if the 

woman answers “yes” to questions about intimate partner violence. 

In Alberta, all pregnant women should be asked about intimate partner violence 

by their health care professionals. The question is on a form called Notice of Live Birth, 

required by Alberta Health and Wellness. This form has three parts. The first page is 

about the pregnancy, and the health care professional completes it during the visits the 

woman makes during her pregnancy. However, when the women of the current study 

were asked if their health care professional had asked about intimate partner violence 

during their pregnancy, only one of the five women answered yes. One woman had not 



 

123 

delivered a baby in Alberta and had not been asked about intimate partner violence in the 

province where she delivered.  

Coalition Building 

Coalition building within communities could be the cornerstone for a cohesive 

approach in addressing intimate partner violence. No pill or surgery will end intimate 

partner violence, because it is a societal issue, not a medical one. It will take all members 

of society who have contact with women who live in intimate partner violence to address 

the issue. Women cross every sector of society, so the coalition could be a substantial 

one. Nursing would have a seat at the coalition along with other health care professionals, 

police, social service, women’s shelters, women’s service agencies, aboriginal services, 

legal services, religious community, immigrant services, and school systems. Among the 

most valuable members on the coalition would be those with the most intimate 

knowledge on the topic, that is, women who have lived the experience. Communication 

and collaboration to build a multi-faceted service for women living within intimate 

partner violence would be the key among all these stakeholders, to provide better 

linkages and coordination of services. 

Further Research 

Further research is needed to reduce the critical knowledge gap regarding intimate 

partner violence, women, pregnancy and health. Studies could investigate proper 

screening, which needs to include the “who, what, when and where,” proper assessment 

tools and interventions. The studies would need to employ a mix of qualitative and 

quantitative methodology, in order to provide evidence about best practices and 
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approaches for those working with pregnant women who live in intimate partner 

violence.  

The limitations of this study could suggest future studies regarding women, 

intimate partner violence, pregnancy and health. For example, populations of pregnant 

women who are still living in intimate partner violence, immigrant women, lesbian 

women, and rural women could potentially bring different perspectives to an already 

complex issue. 

The narrative approach to this study brought forth honest and sincere information 

from the participants. This leads me to believe that it essential to listen to women when 

doing intimate partner violence research. The women in this study revealed that they 

wanted to talk, and what they talked about was very personal and unique to them. 

Women who live within intimate partner violence may not be open to predetermined 

research questions.  

By the very nature of the topic, intimate partner violence raises ethical 

considerations that need to be carefully reviewed prior to the start of a study. The 

potential risk to women who choose to be part of such studies needs to be taken seriously. 

Connect a pregnancy to these studies and further ethical considerations need to be taken 

into account, such as the very real risk of further traumatizing the pregnant women. 

Another issue is the potential risk of pregnancy complications. It would simply not be an 

option to use a control group, withholding treatment or interventions.   

There is a void in the literature regarding spiritual health research within the 

health professions. The focal point of studies regarding women, intimate partner violence, 

health and pregnancy has been on physical and mental health. However, preliminary 
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studies of other health conditions indicate that spiritual health can be the catalyst for 

improving mental and physical health. Studies on health promotion activities that women 

(non pregnant and pregnant) who are living in intimate partner violence might undertake 

to improve their body, mind and spirit health would contribute to the body of knowledge 

about health and interventions. 

Lastly, there are three things I wish I had included in this study. First, I would 

have asked the women to rate their body, mind and spirit health individually, while they 

were pregnant and living in intimate partner violence, on a 10-point scale. I think this 

would have provided a more concrete indication of how they viewed their health. 

Secondly, it would have been of interest if the women had given a title to their stories. I 

might have gleaned more information about their innermost thoughts and feelings of 

being in a vulnerable pregnant state while living in intimate partner violence. Lastly I 

would have liked to know how the women rated their quality of life when living in 

intimate partner violence while pregnant since the women themselves are the only one 

who know the answer to this question, 

Reflections and Unexpected Learnings 

As I was jotting down thoughts, after conducting one of the interviews, I realized 

that these women trusted me enough to tell me their stories on such a delicate subject. I 

had spent a relatively small amount of time with them, two telephone calls prior to the 

face-to-face interview, which lasted one to two hours. I was thinking about how I would 

react if the circumstances were reversed. Would I have told a stranger the intimate details 

of my life? I realized that somehow they had found a level of comfort in telling their 

story. I had taken a personal interest in them and their life, and what they had to say was 
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important. This seemed to inspire confidence and trust, and they gave me the gift of their 

time and story. 

The other realization I took away from this is that each woman had a story to tell, 

and it took time for each story to unfold. If the women had been rushed or if the interview 

had been more structured, they would not have been able to tell their stories in their own 

way. As a researcher I needed to let the women speak about their experiences in their 

words and stories, allowing them to take the time they needed. 

I went on to reflect that building trust and giving time are in direct conflict with 

our western medical system. It is easier for the health care professional to ask about a 

person’s signs and symptoms of a disease than to expend time and energy in trying to 

engage with the patient. I had time in the interview to build trust, whereas a typical health 

care professional encounter lasts only 10 to 15 minutes. This further demonstrates the 

need for a change in our health system so that health care professionals and women can 

develop a mutual and respectful relationship. 

Conclusion 

The purpose of this study was two-fold: first to describe, in the women’s own 

words, their view of their health before and during a pregnancy while living in intimate 

partner violence, and secondly to probe what we as health care professionals can learn 

from these women. I chose to explore this topic because of my experiences in my career 

as a Registered Nurse. My motivation was to attempt to find new ways to work with 

pregnant women who live in intimate partner violence in order to help them improve their 

quality of life.  



 

127 

The process of interviewing, analyzing the data, and discussing the findings has 

been a significant learning experience. It became apparent that health needs to be 

addressed in all the domains of body, mind and spirit. The voices of women telling 

stories about their health when they are living in intimate partner violence while pregnant 

are limited in the literature. Health care professionals need to stop and listen to what these 

women are telling us, as this may be the key to moving forward as a just and fair society. 

Until we seriously address the issue of intimate partner violence, however difficult and 

uncomfortable it may be to us as a society, we may not see sustainable improvements in 

physical, mental and spiritual health. Let us have the wisdom, courage, and passion to 

move forward in improving quality of life for all members of society. 

A wise friend told me, “If you don’t know where you are going, you will end up 

somewhere else.” I gave this advice serious consideration when I started the journey of 

writing a thesis, but it is exactly what happened through this process. I could never have 

imagined when I began what I would personally discover through this study. This study 

has forced me to rethink my nursing practice.  
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Epilogue 

For women, living in intimate partner violence can be compared to other life 

circumstances where there is extreme hardship and deterioration of their health. I will 

finish with a story my father-in-law told me when I first discussed my thesis topicwith 

him. I believe that the women who participated in this study may have had similar 

feelings at some point in their relationship with their abuser. One woman had used the 

metaphor of being “a prisoner of war” feeling she was in a battle for her life. 

My father in law had been a prisoner in a POW (prisoner of war) camp in 

Germany for 18 months during the Second World War and experienced horrific events. 

He said that he endured many physical afflictions, such as starvation, lack of warm 

blankets or clothing, and mental torture including threats of being shot or having to watch 

his friends being shot. He was very passionate when he told me that he could endure the 

physical and mental torture but was adamant that he had to keep up his spirit. That was 

one thing he was not going to give to his captors. He described the men who did as the 

“walking dead.” He did return home with his spirit intact however there were many other 

aspects of his health that suffered.  
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Appendix A. Letter of Invitation 

To whom it may concern: 
 
I am seeking to access and recruit participants for a nursing study to be conducted in 
Lethbridge, Alberta. The study will be about experiences and wellbeing of women who 
have experience violence in their intimate relationships during a pregnancy. Women 
whose voices have previously been silent will have an opportunity to speak about their 
experiences. The study has the potential of informing health care professionals and could 
lead to the development of health care services, programs and policies. 
 
Researcher Identifications and Qualifications: Debbie Martin, Registered Nurse (RN) 
with Bachelor of Nursing (BN) degree, presently a Masters of Health Sciences student at 
the University of Lethbridge. Supervisor: Dr. Judith Kulig, Faculty of Health Sciences @ 
University of Lethbridge (Telephone: 403 388-6682). 
 
Potential Participants: I would like to access and recruit women, over the age of 18 who 
are currently not pregnant but who have experienced abuse in their pregnancy within the 
past 5 years. Participants should be able to speak English and be willing and have time to 
be interviewed. If you are getting treatment or on any medication that you feel might 
interfere with your ability to be interviewed for 2 hours you may not qualify for the 
study. 
 
The study involves researcher – participant conversation like interview lasting up to 2 
hours with a possible 30 minute follow up meeting to clarify or expand on information 
shared. 
 
Please contact Debbie Martin at 403 388-6682 if you are interested in participating. 
Please leave a message on the confidential answering machine with your name and a safe 
contact number. 
 
OR 
 
Please fill out the following information and give to _________________________ 
 
Name ____________________   Safe Contact Number _________________________ 

 
 
 

Your time, consideration, and assistance are greatly appreciated. 
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Appendix B. Consent Form 

TITLE: Pregnant Women Living in Intimate partner violence: What Does it Mean? 
 
You are being invited to participate in a research study on pregnant women living in 
intimate partner violence. The purpose of this study is to gain an understanding of what it 
means to live in intimate partner violence while pregnant and in particular how it affected 
your health. The information you share may assist nurses and other health care 
professionals better understand your experiences, and has potential to develop more 
appropriate healthcare policies and services. 
 
The research will require about 2 hours of your time for the initial face-to-face interview. 
You may be asked to participate in a follow-up interview that may take up to 1 hour. This 
second interview may be conducted by telephone. 
 
By participating in this study feelings and memories about the abuse may come back. A 
counselor, provided by the YWCA, will be made available during the interview, if you 
require one. Disclosure of child abuse will be reported to the proper authorities as per 
legal requirements. 
 
This study will give you a chance to talk about your experience in a non-threatening 
environment. By participating in this research you may help yourself and other women 
through potential changes triggered by the findings of the study. 
 
Your participation is voluntary and if you decide to participate, you will receive $50.00 
cash, for each interview, for your time and trouble. At any time throughout the interviews 
you have the right to ask questions, refuse to answer or elaborate on any questions, or 
withdraw from the study without any penalties. If you decide to withdraw from the study, 
all information given to that point will be destroyed. 
 
Several steps will be taken to protect your anonymity and confidentiality. No one but the 
researcher will know you participated in the study. A code will be used in place of your 
name on all transcriptions. A list that identifies your name and the corresponding code 
will be placed in a separate locked location along with your consent form. All tape 
recordings and typed interviews will be kept in a locked filing cabinet at the University of 
Lethbridge, accessible only to the researcher and researcher supervisor. The transcriber 
who transcribes the information from the tape recordings to the typed interviews will sign 
a statement of confidentiality prior to transcribing. All information will be destroyed after 
5 years time. 
 
The results from this research will be presented in writing in journals read by health care 
professionals, to help better understand the experiences of pregnant women living in 
intimate partner violence. The results may also be presented in person to health care 
professionals. At no time will your name be used or any identifying information be 
revealed. The researcher will contact you by telephone (your safe number) to ask if you 
wish to receive a copy of the results of the study. 
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If you require any information about this study, or would like to speak to the researcher 
(Debbie Martin) or the research supervisor (Judith Kulig) please call 403 382-7119 at the 
University of Lethbridge. Questions regarding your rights as a participant in this research 
may be addressed to the Office of Research Services at the University of Lethbridge 
(phone: 403 329-2747). 
 
Your signature on this form indicates that you have understood to your satisfaction the 
information regarding your participation in the research project on the lived experiences 
of pregnant women living in intimate partner violence.  
 
I agree to participate as a participant and to have the interview tape recorded. 
 
_____________________________________ (Printed Name) 
 
 
_____________________________________ (Signature) 
 
 
_____________________________________ (Date) 
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Appendix C. Confidentiality Agreement 

In transcribing the tape recordings for the study “Pregnant Women Living In Intimate 
Partner Violence: What Does This Mean,” I agree to respect the confidentially of 
information that I receive through the taped interviews. All information that I transcribe, 
tape recordings and typed interviews, will be provided to Debbie Martin, the researcher, 
at the end of my work commitment. 
 
 
___________________________________    _________________________________ 
Signature      Witness 
 
 
 
___________________________________    _________________________________ 
Printed Name      Date 
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Appendix D. Poster Invitation to Participate 

WOMEN’S EXPERIENCES OF LIVING IN INTIMATE PARTNER VIOLENCE 
DURING A PREGNANCY 

 
WOULD YOU LIKE TO SHARE YOUR STORY? 

 
This invitation is being extended by Debbie Martin, a Master of Health Science student at 
the University of Lethbridge, who is carrying out nursing research with women about the 
experience of living in intimate partner violence while pregnant. Your assistance will 
potentially help healthcare providers develop programs and services that better meet your 
health needs by increasing their understanding of your experiences. 
 
Participating involves taking part in two interviews. The first interview will take up to 
two hours and the second interview about thirty minutes. You will receive a token 
payment for your time. All interviews will be kept confidential and your name will never 
be recorded with your answers. Your safety and privacy will be of great importance and 
be respected. 
 

You can participate if you: 

• are over 18 years of age 
• are currently not pregnant but experienced abuse in a previous pregnancy 

within the past five years 
• speak English 
• are not on any medication or in treatment that you feel might interfere with 

your ability to be interviewed 
• are not presently in a crisis 

 
If you are interested in participating in this study and willing to share your experiences, 
please contact: 

Debbie Martin 
Telephone: (403 388-6682) 

and please leave a message on the confidential answering machine 
 

This study is being conducted under the direction of the 
School of Health Sciences at the University of Lethbridge 

 
Judith C. Kulig, RN, DNSc 

Research Supervisor 
(403 382-7119) 

 
 

I look forward to meeting you and working together to better 
understand your experiences. 
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Appendix E. Safety Protocol 

A. Participant Contact: 
- women call on a confidential answering machine to participate in study or fill 

out recruitment form and give to administration (to be worked out) 
- participants to leave name and safe contact number 
- messages will be left only with participants permission 
- participants will be asked if it is safe to talk at the beginning of each telephone 

conversation 
- telephone conversations will be kept to the minimum unless permission for 

longer conversations is given by the woman 
 
B. Interviews: 

- to be held in a public place (YWCA) 
- not to exceed 2 hours 
- child care to be provided (if needed) 
- researcher leave at a separate time than woman 

 
C. Confidentiality 

- consent form will be read at the beginning of the interview 
- copy given to participant only if they wish 
- small “cash” token will  be given to each participant so no way to trace money 
- participants will be informed at the beginning of the interview of the 

researcher’s duty to report disclosure of child abuse 
- woman will be informed regarding the protection of the data 

 
 
 
 
 
 
 
 
 
 
 
 
 
Adapted from: 
 
Langford, D .R. (2000). Developing a safety protocol in qualitative research involving 
battered women. Qualitative Health Research 10(1), 133-142. 
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Appendix F. Interview Guide 

Introduction: You are here today to discuss your experiences of living in intimate partner 
violence while pregnant. In particular I am interested in how you viewed your health 
during the relationship and during pregnancy. This interview is to give you a chance to 
share your story in your own words, including what is important to you. 
 

1. How do you define abuse? 
2. Where does your story of abuse start? 

 
IF NEEDED, the following probes will be used to assist the woman. At the end of the 
interview, prior to final question below, check to see if these questions have been 
answered: 
 

- How did you meet the partner that abused you? 
- How old were you? 
- When did the abuse begin? 
- What types of abuse did you experience? 
- Did the abuse change with your pregnancy? 
- How did the abuse affect your health before pregnancy (mind, body, spirit)? 
- How did the abuse affect your health during pregnancy (mind, body, spirit)? 
- How did you deal with or cope with the abuse? 
- How long did the relationship last? 
- What is your present relationship with the abuser? 
- Is the abuse still happening? 
- Were any people/programs helpful to you at this time? 
- Did you disclose the abuse to a health care professional (why or why not)? 

 
ASK EVERY WOMAN in closing: 
 

- What is the one thing you would like health care professionals to know about your 
experience with living in intimate partner violence during pregnancy? 
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Appendix G. Demographic Information 

 
1. Name: 
 
2. Case Number: 
 
3. Age: 

 
4. Education level: 

 
5. Marital status: 
 
6. Yearly Income: 
 
7. Personal Contact (Safe Number) 
 

Name: 
 
Phone (home): 
 
Phone (other): 
 
Specific Instructions: 
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