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ABSTRACT 

SARA E. BISHOP 

THE MEANING OF LABOR, BIRTH, AND THE IMMEDIATE POSTPARTUM 
PERIOD FOR WOMEN WHO HA VE EXPERIENCED INTIMATE 

PARTNER VIOLENCE IN THE PERINATAL PERIOD 

AUGUST2004 

In the last 25 years, great strides have been made both in and out of nursing 

concerning the pervasive problem of intimate partner violence (IPV) against women. 

Nurses have recognized that pregnancy does not make a woman immune to IPV, and that 

outcomes for mothers and their infants who encounter IPV in the perinatal period can be 

catastrophic. However, knowledge about pregnancy, labor and birth, and postpartum for 

the general population of "women" has guided the care of all women. The voices of 

women who have been abused have not informed intrapartum and postpartum nursing 

practice. 

The purpose of this feminist interpretive study was to discover the meaning of 

labor, birth, and the immediate postpartum period to women who experienced perinatal 

IPV. Eleven women participated in loosely structured face-to-face interviews, leading to 

stories of 25 pregnancies that occurred within the context of IPV. Texts were interpreted 

guided by hermeneutic phenomenology (Gadamer 1960/1989; 1976) and van Manen's 

(1990) six research activities. A feminist lens was applied to the texts throughout the 

interpretive process. Methodological rigor was achieved through trustworthiness and 
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authenticity criteria adapted from the work of Guba and Lincoln (1989) by Erlandson, 

Harris, Skipper, and Allen (1993). 

From the texts, four patterns were identified: Making It Through, Issues of 

Control, Ifl Could Tell Nurses, and Through a Feminist Lens. Themes and subthemes 

were organized under these patterns. Considered within the context of today's world, the 

patterns, themes and subthemes were used to develop recommendations to improve 

nursing and society. Recommendations are offered for nursing research, education, 

practice, and social activism. 
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CHAPTER! 

Focus of Inquiry 

In the last 25 years, great strides have been made both in and out of nursing 

concerning the pervasive problem intimate partner violence (IPV) against women. 

Women have benefited from multidisciplinary studies of prevalence, risk of lethality, and 

safety planning, as well as interventions involving shelters and the criminal justice 

system. Nurses have recognized that pregnancy does not make a woman immune to IPV, 

and that outcomes for mothers and their infants who encounter IPV in the perinatal period 

can be catastrophic. 

Problem of Study 

What was not done, except in rare recent instances, was exploration of the 

experiences of labor, birth, and the immediate postpartum period for women who lived 

with IPV in the perinatal period. Knowledge about labor, birth, and postpartum for the 

general population of "women" has guided the care of all women. Care of women who 

have been abused has not been informed by the voices of those women. In order to 

enhance evidence-based practice in perinatal areas, knowledge was needed from women 

who experienced IPV during the perinatal period. 

Purpose of Study 

The purpose of this feminist interpretive study was to discover the meanings of 

labor, birth and the immediate postpartum period to women who experienced 
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perinatal IPV. Women were asked to recall their labors, births and early postpartum 

experiences in order to begin to develop a knowledge base specific to the intrapartum and 

early postpartum periods upon which to build nursing interventions. Knowledge from this 

study was also sought to inform nurses in practice in order to improve the care of women 

who have experienced IPV. The phenomenological and feminist frameworks of the study 

were chosen to elicit findings that could lead to future research. Lastly, and most 

importantly, the study was designed with the hope that by telling their stories, the 

participants would chose to claim power and that themes would emerge that encouraged 

both participants and readers to create new constructions to challenge IPV and oppression 

on both personal and societal levels. 

Background/Rationale for the Study 

The incidence of abuse during adult pregnancy has varied somewhere between 

8% and 17% (Helton, Mcfarlane, & Anderson, 1987; Hillard, 1985; Mcfarlane, Parker, 

& Soeken, 1996b; Mcfarlane, Parker, Soeken, & Bullock, 1992; Muhajarine & D'Arcy, 

1999). An even greater risk has been identified for pregnant adolescents: 10% to almost 

22% report abuse during pregnancy (Covington, Justason, & Wright, 2001; Curry, 1998; 

Gessner & Perham-Hester, 1998; Parker, Mcfarlane, Soeken, Torres, & Campbell, 1993; 

Renker, 1999). When converted into numbers of women these percentages were 

astounding. According to Centers for Disease Control (CDC), there were over 4 million 

live births in the United States in 2000. (Martin, Hamilton, Ventura, Menacker,. & Park, 

2002). Based on percentages of abuse reported during pregnancy, 287,000 to 600,000 

adult women and 48,000 to 105,000 adolescent women were subjected to intimate partner 
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violence while pregnant in 2000 alone. These already staggering numbers did not include 

women who chose to terminate pregnancies or those who experienced fetal loss. 

The maternal and fetal outcomes of living in a relationship marked by IPV vary in 

both morbidity and mortality. Women living with IPV were more than twice as likely to 

delay entry into prenatal care until the third trimester or experience sporadic care, putting 

them at risk for anemia, infection, and poor weight gain (Dietz et al., 1997; Mcfarlane, et 

al., 1992; Mcfarlane, Parker, & Soeken, 1996a; Muhajarine & D'Arcy, 1999; Parker et 

al., 1993). Women who were abused were at significantly higher risk for substance use 

including smoking, alcohol and illicit drugs, all of which have the potential to harm both 

mother and fetus (Curry, 1998; Martin, English, Clark, Cilenti, & Kupper, 1996; Martin, 

Clark, Lynch, Kupper, & Cilenti, 1999; Mcfarlane et al., 1996a, 1996b ). The rate of 

miscarriage was significantly higher for women who had been abused (Renker, 1999) and 

the risk of preterm birth was between two and four times more likely than for women 

who were not abused (Covington et al., 2000; Jagoe, Magann, Chauhan, & Morrison, 

2000; Pak, Reece, & Chan, 1998; Shumway et al., 1999). Exploration of the risk of 

neonatal low birth weight (LBW) produced the more controversial results, but multiple 

authors found significantly lower weights in babies born to mothers who were abused in 

the perinatal period (Curry & Harvey, 1998; Mcfarlane et al., 1996a; Murphy, Schei, 

Myhr, & DuMont, 2001; Renker). Recent research alarmingly indicated that women 

abused during pregnancy were three times more likely than women who were not abused 

to be victims of attempted or completed femicide and when stratified by ethnicity, the 

risk ratio for Black women was almost four times that of White women (Mcfarlane, 
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Campbell, Sharps, & Watson, 2002). However, the news was not all bad; research also 

revealed that informational nursing interventions would significantly increase safety 

behaviors (McFarlane, Parker, Soeken, Silva, & Reel, 1998) and significantly decrease 

the incidence of both physical and nonphysical abuse up to 18 months postpartum 

(Mcfarlane, Soeken, & Wiist, 2000; Parker, Mcfarlane, Soeken, Silva, & Reel, 1999). 

Little qualitative research had been done concerning IPV during pregnancy. 

Findings indicated that women wanted to talk about their perceptions of why the abuse 

had occurred (Campbell, Pugh, Campbell, & Visscher, 1995; Campbell, Oliver, & 

Bullock 1998; Mattson & Rodriguez, 1999) and that for those women, jealousy of the 

infant played a big role in perinatal abuse. Health behaviors of pregnant women were 

affected by the context of pregnancy, and many women adopted unhealthy practices 

(Lutz, 2001). 

Quantitative research about the experience of birth explored satisfaction and 

fulfillment (Green, Coupland, & Kitzinger, 1990; Waldenstrom, Borg, Olsson, Skold, & 

Wall, 1996; Windridge & Berryman, 1999), and women's expectations of the nurse in 

labor (Tumblin & Simkin, 2001 ). While the outcomes measured were as pertinent to 

women who were abused as to women who were not, none of the studies used abuse 

status as a demographic or research variable. 

The same was true for the qualitative literature. Current and long-term perceptions 

of birth in general were explored (Green et al., 1990; Halldorsdottir & Karlsdottir, 1996b; 

Simkin, 1991, 1992), but abuse status was not a part of the studies. Themes common in 

the general IPV literature such as control, decision-making, and empowerment were also 
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found in studies of the birth experience. However, those studies did not differentiate 

abuse status of the participants so it is impossible to know if the context of IPV had an 

impact on the thematic results (Bondas-Salonen, 1998; Callister, Vehvilainen-Julkunan, 

& Lauri, 2001; DiMatteo, Kahn, & Berry, 1993; Esposito, 1999; Hall & Holloway, 1998; 

Halldosdottier & Karlsdottir, 1996a; V ande Vusse, 1999a; Zadoroznyj, 1999). 

Only one study (Records & Rice, 2002) was specific to birth experiences of 

women who experienced intimate partner violence, and that study was specific to the 

experiences of Hispanic women. Consequently, a dual gap existed in the exploration of 

the phenomenon of the intrapartum and early postpartum experience for women who 

experienced intimate partner violence in the perinatal period. A content gap was found in 

the research of both the birth experience and violence against women by an intimate 

partner. Lack of qualitative research in the area of violence against women provided a 

methodological gap. This study sought to begin to close both content and methodological 

gaps by qualitatively exploring the meanings of labor, birth, and the early postpartum 

period to women who have experienced perinatal IPV. 

Significance to Participants, Nursing, and Society 

According to data from the U.S. Department of Justice (Rennison, 2001), women 

in their childbearing years are at the greatest risk for violence by a male partner than at 

any other time in their lives. Nursing research indicated that intimate partner violence in 

the perinatal period was more common than gestational diabetes, which affects 1-14% of 

pregnant women (American Diabetes Association [ADA], 2000; Kendrick, 1999), or 

preeclampsia, which affects 6-8% of all pregnancies (Leicht & Harvey, 1999; 
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Preeclampsia Foundation, 2003). Healthy People 2010 objectives recommend reducing 

maternal illness and complications, including postpartum depression from 31.2 per 100 to 

24 per 100 as well as reducing the incidence of physical assault by current or former 

intimate partners. Other significant problems associated with IPV in the perinatal period 

have been addressed in objectives seeking to decrease the incidence preterm birth, low 

and very low birth weight infants, and the use of alcohol, tobacco, and illicit drugs in 

pregnancy as well as to increase early and consistent prenatal care (U.S. Department of 

Health and Human Services [USDHHS], 2000). 

Clearly, IPV in the perinatal period has continued to be a pressing problem. A 

great deal of knowledge has been amassed about deleterious outcomes of IPV including 

maternal mortality and morbidity, fetal/neonatal loss, and low birthweight with its 

resultant sequellae. However, the impact of IPV in the perinatal period on the woman 

who is laboring, giving birth, and adapting to the changes of the postpartum period has 

been poorly understood. This study, in seeking to improve that understanding, offers 

significance to participants, nursing practice, nursing education, and society. 

First and foremost, participants had the opportunity to benefit personally from this 

study. By telling their birth stories and stories of IPV, participants had the opportunity to 

experience validation of worth, an increased sense of purpose, increased self-awareness, a 

sense of healing, and to claim power to make changes (Hutchinson, Wilson, & Wilson, 

1994). The dynamics ofIPV have served to silence women: the act of telling their stories 

can be the beginning of being heard again. Because a balance of power between 

researcher and participant was sought, participant questions were welcomed and I as a 
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nurse was free to share information with participants (Gray, 1999). As anticipated, the 

participants had specific questions about birth practices, among other things, and these 

questions were answered to the best of my ability, thus increasing the participant's 

knowledge base. In tum, as participants told their stories and clarified statements, my 

knowledge base also increased. 

Knowledge gained from this study may guide the development of nursing 

interventions that are sensitive to the experiences of women who experience IPV. These 

interventions could be designed to enhance woman-centered support and nursing care 

that will improve women's satisfaction with childbirth, decrease the risk of negative 

biopsychosocial outcomes, and aid women in claiming power. By making the 

experiences of women visible to nurses, this study encourages nurses to reframe 

knowledge and care practice within the lives, values, and norms for women rather than 

those of the dominant class (Bograd, 1988). Nurses are also encouraged to examine 

power relationships between themselves and patients and to make changes that encourage 

a more collaborative care format (Varcoe, 1996). These changes can include how nursing 

assessment questions are asked, increased inclusion of patients in care decisions, and 

increased individualization of patient care, teaching, and discharge planning. 

In a position statement on violence as a public health problem, the American 

Association of Colleges of Nursing [AACN] (2002) recommended that faculty in schools 

of nursing ensure that curricula contain the opportunity for students to gain factual 

information about intimate partner violence. The position statement included 

competencies necessary for nurses to provide quality care to victims of IPV. Of particular 
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interest to this study was the recommendation that nursing students be able to recognize 

significant physical and mental health effects of IPV and that they learn to promote 

activities to address prevention with vulnerable populations, including pregnant women. 

Knowledge gained from this study can meet both of these recommendations. Nurse 

educators are invited to use the understandings gained from participants' stories as well as 

the exemplars to heighten student awareness of the impact of IPV on labor, birth, and 

postpartum experiences beyond statistical risk ratios. Recommendations for perinatal 

nursing practice garnered from the participants can be used to restructure both didactic 

content and clinical experiences. Activities that address prevention and safety may also 

be derived from the recommendations of women who have experienced perinatal IPV. 

Knowledge from this study may also be used to inform nurses about IPV as a 

form of oppression and has the potential to lead to changes in both practice and societal 

views. The feminist phrase, "the personal is political", gains relevance as nurses have the 

opportunity to identify with the stories of the women from both personal viewpoints and 

from the viewpoint of an oppressed group. By transforming the situation, in this case care 

practices for women who have experienced perinatal IPV, the opportunity arises for 

nurses to gain freedom from oppression and be more fully human (Friere, 1970). It has 

been hypothesized that until nursing gains freedom from its own oppression and 

improves its power base, it will be difficult to make societal change (Ballou, 1996; 

Roberts, 2003). When nurses make choices to work toward societal change, it is 

important that change be defined by those who benefit from the change (Gray, 1999). The 

qualitative nature of this study has made that possible. 
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Theoretical Framework 

This study used a feminist perspective on IPV as the guiding framework. Because 

there are a wide variety of feminist philosophies, there has been no single perspective on 

abuse of women by their intimate partners. However, a place of common interest was 

found as feminists sought answers to the question "why do men beat their wives" at a 

structural (social) level rather then exploring individual psychopathologies or family 

violence theories (Bograd, 1988). This perspective seemed particularly appropriate for 

exploring intimate partner violence in pregnancy since the perpetrators of violence 

against women are almost exclusively men (World Health Organization [WHO] 2000). 

This perspective did not explain lesbian partner violence in pregnancy via gender since 

much of the writing on feminist perspectives of wife abuse was done prior to the 

recognition of the magnitude of same-gender partner abuse. However, when the concept 

of socially constructed power was applied feminist theories about IPV in pregnancy 

seemed appropriate for considering IPV against a pregnant lesbian partner. Patriarchy and 

other socially constructed forms of oppression have also been discussed as an extension 

of gendered oppression theory. Lastly, a theory of oppression rising from simultaneous 

sources was advanced to incorporate, yet go beyond traditional gendered oppression 

theories. 

Common Dimensions in Feminist Perspectives 

Bograd (1988) explicated four major dimensions common to all feminist 

perspectives on what is termed 'wife abuse'. She clarified that this term encompasses 
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abuse of an intimate partner by a man regardless of marital status. These dimensions are 

discussed individually with premises of other authors incorporated as appropriate. 

The first dimension embraces the explanatory use of the constructs of gender and 

power. Rather than viewing a partner's act of violence against a woman as a random act, 

feminists recognized the act as part of a pattern that is understandable through examining 

the social structures of gender and power (Bograd, 1988). The systematic use of acts of 

physical, emotional, sexual, and economic violence has also been defined as an act of 

"patriarchal terrorism." This phrase refers not only to the fact that there is a pattern as 

opposed to an isolated instance, but also serves as a reminder of the patriarchal tradition 

violence resides in (Johnson, 1995). Johnson used the term "patriarchal violence" to 

specifically describe a pattern of violence against women that is deeply gendered, 

escalates in frequency and severity over time, and has little reciprocity of violence unless 

violence is used by the woman as a last resort in self-defense. This was quite different 

from what Johnson terms "common couple" violence that is described in the family 

violence arena and is traced to the early work of Strauss and Gelles as a sociological 

theory in which gender was ignored and women were often portrayed to be as violent as 

men. 

Men as a class have wielded power over women. As the dominant class, men have 

had more access to resources, both real and symbolic. Although white men's access 

potential has been greater than that of men of color, all men have had more access than 

women have had. As an example, data from the U.S. Census Bureau survey cited in an 

Associated Press article (Armas, 2003) revealed that for all races, men with a bachelor's 

10 



degree in 2002 had an average income of$63,000 compared to $36,913 for women. In all 

races surveyed, White, Black, Hispanic, Asian, the average annual income was at least 

$10,000 higher for men. The disparity in income by race within gender was much less 

($1,500 - $4,500) for women than for men ($4,500 - $18,00). Even the American 

Psychological Association (2003) acknowledged that understanding male violence 

against women means that one must examine power inequalities between men and 

women across physical power, economic, and legal domains. 

In an inequitable dimension, violence has served as a primary mode of 

maintaining social control. Even men who do not abuse their partners have benefited 

from domination when women's lives are restricted because of awareness of the risk of 

violence from both men they know, and from strangers, as in the case of stranger rape. 

Domination at the social level has contributed to the continuance of abuse at the personal 

level (Bograd, 1988; L. Marshall, personal communication, July 2000; Yllo, 1993). 

Feminists have also insisted upon the analysis of the family as a social institution 

as a common dimension. Violence against the intimate woman partner within a family 

has been shaped by sociohistorical context and has often led to the acceptability of 

violence. This violence did not develop as a rare occurrence due to family breakdown, 

rather, violence occurred as a common dimension of family life in society today. This 

belief has led to the often heard phrase that the 'personal is political', and in this instance 

meant that wife abuse is a social problem, not a personal one (Bograd, 1988). Ideas and 

beliefs about a husband's rights, often culturally sanctioned, have legitimized the use of 
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violence in intimate relationships, even going so far as to use "unwifely behavior" as a 

legitimate reason for abuse (Crowell & Burgess, 1996). 

The thlrd dimension recognized by feminists has stressed the importance of 

understanding and validating women's experiences. Feminist theory has proposed that the 

interests of the dominant ( e.g. white male) culture shape ideology and knowledge. Men's 

values, characteristics, and attitudes have been accepted as the norm. This led to feminist 

criticism of other theories about intimate partner violence in which battered women were 

seen as helpless victims who chose to stay and be abused or who actually bought on the 

violence done by partners. Such theories led to interventions that may revictimize women 

rather than empower them. To counteract the "blame the victim" attitude, feminists have 

espoused research that explores the lives and experiences of women from women's 

viewpoints. By developing frames of reference based on the words of women who were 

abused themselves, more appropriate interventions could be designed and tested (Bograd, 

1988; Gray, 1999). 

The fourth dimension clarifies the goal feminists set for research: that it is 

scholarship for women. Rather than incorporating women into existing theories, the goal 

has been to develop theories and models that reflect the experiences of women more 

accurately. However, rather than polarizing research, Bograd (1988) saw this as a step 

toward transforming existing theories and frameworks in ways incorporated both male 

and female defined paradigms. Advocacy for women has served as the underlying 

premise of this dimension and the fundamental goal of research for women has been to 

make a positive difference in women's lives. Adding to the body of knowledge in the 
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researcher's area (nursing, social work, etc.), while important, should be secondary to 

benefiting women (Gray, 1999). Yllo (1993) has taken this one step further by proposing 

that interventions derived from feminist research should not only affect the individual 

woman, or a group of women, but should create societal change as well. 

Patriarchy and Other Systems of Dominance 

Historical and contemporary research pointed to the significance of gender 

inequality and patriarchal dominance in violence against women. Systems of power and 

authority ultimately relied on the use or threat of force. These systems of power ranged 

from global strata to the family unit. Shaped by patriarchy, the family was yet another 

place where men's rights and privileges were sacrosanct. Patriarchal patterns of belief 

also served to trap women in violent relationships. Guilt, also shaped by culture, turned 

'family problems' into 'women's problems' regardless of the source of the problem. 

Gender stratification of economics as well as negative responses from society and family 

members when women chose to leave often resulted in entrapment. The justice system as 

well as the health care system has remained based in patriarchy and many responses from 

these entities may also served to discourage women who wanted to leave a relationship 

(Dobash & Dobash, 1988). 

Hirschman (1996), in a feminist discussion of violence against women as it relates 

to liberty and ultimately freedom, described these issues as external and internal 

restraints. Women living with violence encountered external restraints in the form of both 

violence and the fear of further violence. Economic dependence has served as another 

form of external restraint in the areas of employment and affordable housing, and this can 
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be exacerbated if the woman has children to care for. Internal restraints included 

constructions about what is considered "normal" by women who are abused in terms of 

relationships, depression, and guilt. "Normal", however, was constructed from the 

viewpoint of the dominant culture. Rather than viewing those internal restraints as causes 

of abuse, feminists have viewed them as results of living with abuse. Hirschman 

proposed that even these internal restraints have been externally created and encouraged 

by social systems that encouraged women to make choices, then castigated them if it was 

not the choice those in power (such as shelter workers, therapist, law, judiciary) thought 

most appropriate. To an abused woman, the ability to be free and make respected choices 

seemed like an illusion. As long as society does not recognize that change can occur only 

when men's violence and other sexist practices have been deemed unacceptable, both 

externally dictated internal restraints and external restraints remain for women in violent 

situations. This belief was echoed by Hernandez-Truyol (1997) in the statement: 

Liberal feminists say the relationship of the state to the individual must 

be the same for both women and men and that the root of female 

subordination is in customary and legal constraints that block women's 

entrance into and /or success in the public world. To be equal, women 

must have more choices (note 36). 

For this to occur, policy makers first must recognize that violence takes many forms: 

physical, emotional, economic, psychological, social, educational, or political. Only by 

asking, "Will this law (practice, policy, etc.) effect, promote, facilitate, or ignore violence 

consequences to women?" could violence against women begin to be eradicated. 
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A Step Beyond Gendered Oppressions 

Varcoe (1996), in an effort to study violence against women, theorized oppression 

of women as rising simultaneously from multiple experiences including sexism, racism, 

experiences of poverty or wealth, ageism, and heterosexism. Power inequalities have 

existed in these experiences and have been encouraged by the state. This viewpoint 

opened up possibilities to reflect on the meanings of women's stories from multiple 

viewpoints. It did not negate the very gendered nature of IPV; it broadened it. This 

viewpoint sought to encourage researchers to view IPV as a problem with social 

proportions requiring intervention not only with individuals who experienced violence, 

but also with social entities that permitted sustained violence. Researchers have been 

encouraged to examine the power relations between nurses and women who experienced 

intimate partner violence, between nurses and others within their own social context, and 

to look not only at gender, but also at race, class, age, and sexual orientation as added 

experiences of oppression for women. This view was also advanced by Bograd (1999) in 

a position paper encouraging theory construction exploring the intersection of gender, 

race, class, and sexual orientation in relation to domestic violence. Bograd further 

challenged those who work with persons experiencing IPV to consider this intersection as 

they intervene in practice. Yllo (1993) agreed that patriarchy is at the root of violence, 

but rather than seeing this as a unidimensional variable, has viewed violence as a 

complex, multidimensional system of power in society. Yllo also challenged feminist 

researchers to develop feminist theory about IPV further by exploring why not all men 

batter, since men have much to gain through oppression and violence. However, 
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by seeking to develop a deeper meaning of violence against intimate partners, Yllo 

cautioned, feminists must not lose sight of the "big picture" that violence is not just an 

individual problem, it is a means of social control that is both personal and institutional, 

symbolic and material. 

Philosophical Framework 

Throughout the philosophical literature, several of what have been termed as 

orientations, traditions, or movements in phenomenology have been identified. The 

orientation that served as the philosophical framework and which guided the 

methodology of this study was hermeneutic phenomenology. This orientation has been 

most commonly linked with the philosophers Martin Heidegger (1889-1976), Hans

Georg Gadamer (1900-2002) and Paul Ricoeur (1913 -) (van Manen, 2000). The works 

of Gadamer (1976; 1960/1989) specifically informed this study. Many of Gadamer's 

ideas had as a foundation the works of Heidegger, such as the importance of context and 

the hermeneutic circle. Gadamer also chose to enlarge and at times vary from Heidegger's 

framework in areas such as his view of the person and the concept of horizons and the 

fusion of those horizons (Wildman, 1999). 

The philosophy and methodology of hermeneutic phenomenology have coexisted 

as parts of an inseparable whole; however, philosophical ideas are specifically discussed 

in this section of Chapter 1 while methodological features are discussed in greater detail 

in Chapter 3. This section presents an overview of hermeneutic phenomenology, then 

describe goals of this philosophy and the methodology attached to it. Important concepts 

of the philosophy such as language and silence, views of the subjective-objective 
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dichotomy, the role of context, preunderstanding, prejudice, the role of bracketing, the 

fusion of horizons, and the hermeneutic circle will be also be discussed. Each concept, 

unique to itself, also shares common areas with other concepts, and all play a part in the 

hermeneutic circle. 

Overview 

In its most simple form, hermeneutic phenomenology has been defined as a 

human science that studies persons. More complex, it has been defined as "a philosophy 

of the personal, the individual, which we pursue against the background of an 

understanding of the evasive character of the logos of other, the whole, the communal, or 

the social" (van Manen, 1990, p. 7). Hermeneutic phenomenology is not purely 

descriptive, as described by Husserl, rather, it is concerned with interpreting and 

understanding text (Gadamer, 1960/1989; van Manen, 2000). In an introduction to 

Gadamer's (1976) Philosophical Hermeneutics, editor D. Linge discussed hermeneutics 

as a philosophy and methodology that has bridged the gap between the familiar world and 

the strange meaning that resists integration into the horizons of that world. Linge 

cautioned that it is important to realize that the phenomenon we wish to understand 

already resides in both the world of the other and the familiar, already understood world. 

This was consistent with the story of the god for whom hermeneutics was named. Hermes 

was the messenger of the gods. He was able to bridge the difference between gods and 

human beings, between visible and invisible, between dreams and wakefulness, and 

between the unconscious and the conscious (Palmer, 1999). Just as Hermes, "god of the 
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gaps" could cross the margins and boundaries, so can a hermeneutic phenomenological 

orientation bridge the gaps Linge speaks of. 

Goals/Purposes 

Very broadly stated, the goal of hermeneutic phenomenology has been to "try to 

understand everything that can be understood" (Gadamer, 1976, p. 31). More specifically, 

the goal of hermeneutic phenomenology has been to arrive at a deeper understanding of 

human existence or Being through the interpretation of the phenomena under study 

(Allen & Jensen, 1990). van Manen (1997) proposed that the purpose of a good 

phenomenological text is to make the reader suddenly "see" the phenomenon in a way 

that enriches understanding of that everyday life experience. Another goal, more broad 

reaching, has been that of striving to not only understand the lifeworld, but to evaluate 

that which is oppressive or concerning from the viewpoint of the participants in research 

studies and to identify means of change within everyday practices. This goal aims to have 

other voices heard, and alternatives offered to problems that vex not only individuals, but 

also society (Benner, 1994 ). 

Concepts of Interest 

Language and silence. It is through language and silence that humans come to see 

the world as lived in phenomenological texts. It must be clarified that language does not 

only encompass the spoken word: language also exists in the form of novels, poetry, 

painting, sculpture, and even the cinema. Listening, too, has been recognized as a part of 

language as it allows the researcher to be sensitive to the deeper tonalities that are the 

"thing" (phenomena) as it speaks. All forms of language are open to phenomenological 
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interpretation (Gadamer, 1960/1989; Munhall, 2001; Van der Zalm & Bergum, 2000; van 

Manen, 1990; van Manen, 1997). This has occurred because language serves as the 

medium through which the whole world unfolds. Language reconciles the historical 

nature of humans to both themselves and to the world. Even a single word can bring forth 

the whole worldview that underlies it. Hermeneutic phenomenology aids in finding that 

worldview through interpreting language (Gadamer, 1960/1989). 

Silence, in the hermeneutic phenomenology tradition, cannot be defined as just 

the absence of language or speech. It is silence out of which and against which a text is 

constructed and that there are varied types of silence. Literal silence, or the absence of 

speaking, does occur in research. It is the time when, in pausing and reflecting, more is 

"said" than with superfluous words. Epistemological silence is the kind that occurs when 

humans are confronted with the unspeakable and sense there is more to a "thing" than can 

be put into words. Fortunately, those words may be available to another person who can 

describe the experience in a way that is more sensitive, direct, or authentic. Or, a human 

may be unable to put a thought into words at one minute, and then suddenly the words are 

there, if one is able to wait out the silence. Lastly, there is ontological silence, or the 

silence of Being itself. These are the moments of deepest insight when the sense of 

silence is fulfilling yet seeks more fulfillment, a time of being in the presence of truth 

(van Manen, 1990). These descriptions of silence all point to the importance of listening 

attentively (both literally and figuratively) when research participants "tell" their story in 

whatever form of language, when reflecting on the story, and when writing and re

writing. Language, and the silence within it, is socially and historically created and 
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reproduced. Gadamer (1960/1989) proposed that the time from which a text was written 

could be determined more exactly from the language used within it than from the author. 

Subjective-objective dichotomy. Drawing from the works of Heidegger, Gadamer 

did not believe in the existence of a subjective-objective dichotomy. The world is both 

one that we live, and one that we are. To find meaning, one cannot simply look from the 

outside or tell from the inside because as humans in context we are inside and outside at 

the same time. The "object" being viewed is also the counterpart of the self [the viewer]: 

hence, the object is not an object at all, but a unity of object and viewer. No matter how 

objective the researcher attempts to be, the researcher cannot escape an already formed 

understanding (Gadamer, 1960/1989; Koch, 1999; Pascoe, 1996). 

van Manen (1990) has also seen subjectivity and objectivity as not mutually 

exclusive because both find meaning and significance in the personal relation the 

researcher establishes with the "object" or phenomenon of inquiry. Objectivity involves 

being oriented to the phenomena and remaining true to that which is being explored. 

Subjectivity describes the importance of being as perceptive as possible and maintaining 

a strong orientation to what is being studied in a personal way. When the researcher is 

both objective and subjective at the same time, the result is a deeper understanding of the 

phenomenon that is not self-indulgent or guided by extraneous elements. 

Preunderstanding, prejudice, and bracketing. From Gadamer's standpoint, 

preunderstanding, which may be called pre-judgement or prejudice, should not be 

considered a negative concept. In fact, because prejudices, which are the biases of 

openness to the world, are a part of the historical reality of a person's being, they form the 
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basis for understanding. Prejudices comprise the horizon of the present and it may be 

difficult to see beyond them. However, since prejudices change in the course history, 

humans are open to ever evolving changes of meanings of experiences (Gadamer, 1976, 

1960/1989; Pascoe, 1996). 

Some orientations of phenomenology have recommended "bracketing", or putting 

aside, preunderstandings and prejudices in a place outside of one's knowledge about the 

phenomenon. This has not been true of hermeneutic phenomenology. Rather, prejudices 

that are bracketed are only suspended temporarily, and are called into use throughout a 

study. Bracketing is an ongoing process that is a necessary part of reflexivity (Thomas & 

Pollio, 2002). By bringing to the surface understandings, assumptions, and beliefs to the 

surface, the researcher is able to come to terms with them and use them positively in the 

interpretive process (Gadamer, 1960/1989; Koch, 1999; van Manen, 1990). 

Context. The importance of context to hermeneutic phenomenology cannot be 

underestimated. Linguistic history has never been socially neutral. Some positions have 

been favored over others, and context has radically influenced the words used to describe 

experiences. Humans cannot escape culture or individual circumstances that include but 

are not limited to gender, ethnicity, and social class, and tradition. No matter how hard 

one tries, one cannot "be" in an objective, culture free way (Allen, 1995; Lawler, 1998). 

Each person, while remaining individual, has commonalties shared with other members 

who share the same language and culture. To understand a person's expressions, it is 

imperative that the context of that person's life is considered. This allows for a more 

appropriate interpretation of what is and is not, significant for the person (Leonard, 1989; 
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Pascoe, 1996). The importance of context does not end with the initial interpretation of 

the text, however. Each age of humankind has interpreted texts from other ages in its own 

way based on the contexts of the new time. The real meaning of the text is not just that 

understood by the original author; each interpreter places context within the new 

interpretation. Each reader produces a somewhat new interpretation based on his/her 

context as it interacts with prior context. There is no finality of interpretation and there is 

no absolute truth (Gadamer, 1960/1989; Pascoe, 1996; van Manen, 1990). Continuous 

reinterpretation is a part of what Gadamer called the "fusion of horizons." 

The fusion of horizons. A horizon in nature is not an immovable boundary, it 

moves and one is invited to move with it. Nor is it immovable in hermeneutic 

phenomenology. The horizons of experience, before, after, and in the present, are 

continually fused as people self-interpret and are interpreted by others. Each part of that 

fusion brings with it context and history. When one considers a text, the horizons of the 

creator of the text and the interpreter are fused to form a new horizon, and a new 

interpretation and understanding of the experience described. Each reader of the 

subsequent "new understanding" brings his or her own horizon that fuses with the one 

present, creating yet a new interpretation and understanding (Allen, 1995; Gadamer 

1960/1989). The worldview that the participant has brought into the fusion of horizons 

can lead to increased understanding of not only the phenomenon but of the participant's 

social reality (Smith, 1999). This work is done within the hermeneutic circle. 
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The hermeneutic circle. Simply put, in the hermeneutic circle, interpretation 

reveals understanding, and that understanding rewrites interpretation as the researcher 

strives to uncover, layer by layer, meanings of the experience of interest (Allen & Jensen, 

1990). Practically put, the circle is a process that consists of moving between the 

background of shared meaning (the contextual whole) and the focused experience within 

it (the part). This action allows the researcher to gain a deeper understanding of the 

meanings participants give to the experience but maintains the human actions within the 

context of the world (Pascoe, 1996). Gadamer (1960/1989) put forward that every 

particular [part] is fully understood only in terms of the whole, which in tum is 

understood only in terms of the particular. It is within the hermeneutic circle that the 

fusion of horizons occurs, and reoccurs again and again. The circle is neither objective 

nor subjective; it is the interplay of the text with its context and the interpreter. As 

mentioned earlier, this context is continually changed within the circle. Thus, the circle is 

not a finite methodological structure, it is "an element of the ontological structure of 

understanding" (p. 293 ). 

Just as history provides context in hermeneutic phenomenology, my relationship 

to the topic has provided context for the study. Personal prejudices and assumptions also 

form part of the study's context. These are discussed next. 

Researcher's Relationship to the Topic and Assumptions 

My relationship to this topic is woven from personal, professional, and 

educational strands. I live as a white, married, heterosexual mother of two daughters and 

grandmother of two granddaughters. My professional experience has been marked by 30 
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years of perinatal nursing experience and an Inpatient Obstetric nursing certification. I 

have taught maternal-family nursing for the last twelve years, first at the associate degree 

level and then at the baccalaureate level. These years became period of self-reflection and 

deeper understanding for me as I have grown to better appreciate the impact of IPV on 

women of childbearing age. 

As a nurse educator, teaching about IPV was a part of the courses in which I 

taught. Over time I came to realize that although I could cite reference after reference 

concerning IPV, my interactions with women in these relationships were limited. To be a 

better teacher, I needed a deeper understanding of the experience of being in a 

relationship marked by violence. Consequently, for the last six years I have been a 

volunteer at a women's shelter and have come to respect and learn from the stories of the 

women who used shelter services. 

As a doctoral student, I knew my research would be in some area of women's 

health. Then, through a serendipitous route that began with a "Scholar Profile" about Dr. 

Judith Mcfarlane, a Texas Woman's University professor and well-published researcher 

in the area of IPV, my scholarly focus on IPV began. After that point, every paper I 

wrote, every project I developed, and every independent study was focused on some 

aspect of IPV. Finally, in my qualitative research class, it began to make sense that I 

combine my two passions: perinatal nursing and IPV. 

I have been a feminist for as long as I can remember. My understanding of 

feminism changes and grows as my life's experiences change and grow. I choose not to 

name myself any one "type" of feminist, although I probably fall closest to radical 
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feminism. I believe the patriarchal oppression of women serves as a model for and 

extends to societal oppression in the forms of racism, sexism, classism and ageism, and 

heterosexism. Because of this, I believe the personal must be political. I firmly believe 

whatever we do and say as feminists will have an impact on future generations, and we 

are responsible to those generations. 

As a nurse, I have striven to let feminist theory guide my practice. This is not 

easy. I have been oppressed as a nurse by a patriarchal society that includes not only 

physicians, but other nurses as well. I have seen my patients oppressed by this same 

model as it assumes doctors and nurses know more about women's bodies than women 

themselves. At times I have even aligned myself with the oppressor. The older I get, the 

stronger I have become as I work to change practices and serve as a patient advocate. The 

research that I embarked upon is an extension of who I am and what I believe. 

I came into this study with assumptions about IPV, the care of women labor and 

birth, and feminist interpretive research. Each assumption was one I truly believed. 

Where applicable, groups of assumptions are referenced to the authors upon whose ideas 

I formed my beliefs. 

Assumptions About Intimate Partner Violence 

1. No one deserves to be abused physically, emotionally, sexually, or 

economically. 

2. Intimate partner violence is rooted not only in power and control by the 

intimate, but also in the power and control granted to privileged groups in our 

society. 
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3. Intimate partner violence has both short and long-term effects on the health of 

women. 

4. Intimate partner violence in the perinatal period can lead to deleterious 

outcomes for both mother and fetus/neonate (Bohn & Holz, 1996; Yllo, 1993). 

Assumptions About Labor and Birth 

1. Women deserve to be cared for in ways they identify as "best" for them after 

informative dialog, not in ways deemed "best" by nurses or other care 

providers. 

2. The context of a woman's life can deeply impact her experiences of labor and 

birth. 

3. Birth can be a source of trauma for women, but can also be a source of healing 

(Kitzinger, 1992; Peterson, 1996; Radosti, 1999; V ande Vusse, 1999b ). 

Assumptions About Feminist Research 

1. Research is value laden and context dependent. 

2. Women as persons are equal to men, though as a group, like people of certain 

color, class, and age, they do not have social equality with white males. 

3. Knowledge from research should benefit those researched. 

4. Research cannot only be a scientific endeavor: it has ethical and political 

aspects. 

5. The relationship between the researcher and participant is one that minimizes 

harm (DeVault, 1999; Gray, 1999; Hoff, 1988; Levesque-Lopman, 2000; 

Reinharz, 1992). 
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Assumptions About Hermeneutic Phenomenology 

1. Research is context dependent. 

2. The research participant is an expert in the experience of interest and has the 

capacity for self-knowing; therefore what is said will be taken as genuine. 

3. An atmosphere of equality between researcher and participant is promoted. 

4. Whether it is intentional or not, social change will occur through shared 

meanings between the research participant and the readers of the research. 

5. While bracketing as an ongoing process helps the researcher maintain an 

open, nonjudgmental frame of mind in interviews and interpretation, one's 

presuppositions and life experiences cannot and should not be set aside 

completely (Gadamer, 1960/1989; Koch, 1999; Lutz, Jones, & Kendell, 1997; 

Robertson-Malt, 1999; Thomas & Pollio, 2002). 

Research Question 

The research question was "What is the meaning of labor, birth, and the 

immediate postpartum period for women who have experienced intimate partner violence 

in the perinatal period?" 

Definition of Terms 

Intimate Partner Violence has been defined as a pattern of coercive control that 

may include any one or a combination of the following acts: 

1. Physical abuse including, but not limited to, throwing objects at someone, 

pushing, slapping, hitting, punching, kicking, choking, hair pulling, biting, 

burning, shaking, or using a weapon. 
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2. Verbal abuse, including, but not limited to, name calling, cursing at, 

screaming at, humiliating privately and in front of others. 

3. Sexual abuse including, but not limited to, forced oral, anal, or vaginal 

intercourse with partner or others, forced voyeurism or use of pornography. 

4. Psychological abuse including, but not limited to, enforced isolation, 

intimidation, threats of violence or murder to self, children, or pets, threats of 

weapon use. 

5. Economic abuse including, but not limited to, deprivation of key resources 

including food, clothing, medication, health care, transportation. 

6. Stalking by use of person, phone, or email. 

(American College of Obstetricians and Gynecologists [ ACOG] & Centers for 

Disease Control and Prevention [CDC] (2000); Moore, 1999) 

Perinatal period has been defined for this study as the period encompassing the 

embryonic, fetal, and neonatal periods. This encompasses the time from implantation of 

the zygote into the uterus through 28 days after birth (Simpson & Creehan, 2001 ). This is 

more inclusive than other definitions, specifically those used to define perinatal mortality 

which begin the period at anywhere from 20 to 28 weeks and end the period either at 

seven or 28 days after birth (Olds, London, & Ladewig, 2000; Roth, 2000; USDHHS, 

2000). 

Limitations 

Because this was a qualitative study, population generalizability is not an issue in 

the traditional sense of generalizing from a sample to a population from which that 
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sample is drawn. However, it has been possible to identify general structures, essences, or 

themes within the phenomena experienced by the participants. It has been left to the 

reader, in this case, nurses in practice, to decide if the findings are applicable in the 

context of practice by using clinical judgement (Thomas & Pollio, 2002). Steps to insure 

rigor in the form of trustworthiness and authenticity have been discussed in detail in 

Chapter 3. 

Delimitations 

Women who have experienced any form of perinatal IPV were invited to 

participate in this study regardless of ages of children, ethnicity, class, number of 

pregnancies, or marital status. Women under age 18 were required to be married, and 

thus emancipated minors, to participate. Because each woman's birth experience was 

unique, one cannot say the findings can be applied to a population. As anticipated, 

commonalties among women who have experienced IPV in the perinatal period emerged 

as well as commonalties with women who were not abused whose birth experiences have 

been studied. 

Summary o/Chapter 1 

This chapter has served to establish the scope of the problem and to identify the 

gaps in the literature concerning both intimate partner literature and the birth experience. 

The theoretical and philosophical frameworks that both inform and guide this study were 

discussed. The researcher's relationship to the phenomena of study and the assumptions 

of the study were explicated. The research question was posed, and pertinent terms were 

defined. Lastly, limitations and delimitations were discussed. 
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CHAPTER II 

Context of the Study/Literature Review 

Overview 

Because there was a paucity of research concerning the topic of this study, the 

literature review was divided into the two broad groupings that comprised the topic: 

intimate partner violence (IPV) in the perinatal period and women's experiences of birth 

and the immediate postpartum period. What was known about IPV and the birth 

experience formed the context surrounding the proposed research and served as a guide 

toward what was not known. Understanding the context surrounding the experiences of 

the women allowed for a more appropriate interpretation of their stories (Leonard, 1989). 

Therefore, information garnered in the literature review was also used in the planning, 

analysis, and discussion phases of the study. 

The phenomenon of intimate partner violence was broken into several 

subheadings for clarity. These subheadings included the quantitative research concerning 

1) the prevalence of abuse in the perinatal period, 2) maternal and fetal outcomes, and 3) 

the efficacy of nursing interventions. Qualitative research exploring women's perceptions 

of why IPV occurs during pregnancy and the effect of IPV during pregnancy will then be 

discussed. 
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The research literature on the experience of birth for women (in general) was also 

broken into subheadings for clarity. Quantitative studies concerning factors leading to 

fulfillment and satisfaction with the birth experience as well as women's expectations of 

the labor nurse were reviewed. The qualitative literature was divided by prominent 

themes including (a) current and long-term perceptions of birth; (b) power, control, and 

decision making during labor and birth; and (c) empowerment and birth. To conclude, a 

recent research article that involved both "parts" of the topic of this study as well as a 

cultural aspect was discussed. Studies offering contrary outcomes were integrated into the 

appropriate section. 

Quantitative Studies: IPV and Pregnancy 

Abuse during pregnancy has been a topic of research for nurses since the mid-

1980s. Early quantitative research focused on establishing prevalence rates in pregnancy 

overall, explored prevalence by ethnicity, and compared perinatal abuse rates between 

adult and teenage mothers. Early research also led to the development of screening tools 

and recommendations for using those tools. Later research explored the effects of abuse 

on the health of the woman and fetus as well as the efficacy of nursing interventions. The 

most current research explored the risk of femicide in pregnancy. While these studies 

have been clearly quantitative and used statistical techniques, ranging from frequencies to 

multiple regression, many included statements from participants to emphasize the 

significance of the findings. 
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Prevalence of Abuse in Pregn,ancy 

Prevalence overall. Prevalence of abuse in pregnancy has varied greatly based on 

the tool used, the method of assessment used (face-to-face vs. survey), and the number of 

times in pregnancy the woman was asked. One of the earliest studies (Hillard, 1985) 

revealed that 3.9% of742 prenatal patients who were asked one abuse-focused question 

indicated abuse in the current pregnancy. Another 10.9% indicated abuse prior to the 

pregnancy. A subsequent study of 290 randomly chosen pregnant women from six public 

and two private clinics asked nine abuse-focused interview questions (Helton, et al., 

1987) and found pregnancy abuse rates of 8%. An additional 15 % reported battering 

prior to the pregnancy. 

Upon the development and testing of a three question tool (the Abuse Assessment 

Screen [AAS]), the identified rate of abuse in pregnancy in a cohort of 691 women 

increased to 17% (McFarlane et al., 1992). Using the same tool at three separate prenatal 

visits, a later study of 1203 women in urban prenatal clinics reported an abuse during 

pregnancy rate of 16%. (McFarlane et al., 1996b ). Much lower rates using the same tool 

were found in a Canadian study by Muhajarine and D'Arcy (1999). Nurse interviews of 

54 3 women conducted once in the second trimester and once in the late third trimester 

found abuse rates of 4.5% in pregnancy and abuse rates of 6.2% within the year prior to 

the third trimester interview. The authors identified that this was likely to be an 

underestimate of pregnancy abuse in the population because the 62 women who dropped 

out of the study prior to the second interview (and thus were not part of the data) were 

aboriginal, and that group is at a higher risk for abuse than nonaboriginal women. 
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The method in which women were asked about abuse may cause great differences 

in prevalence rates. When the AAS was used in face-to-face interviews as opposed to 

being a part of an intake form that was filled out, the rate jumped to from 8.2% to 29% 

for all women. Of the 4 77 women who self reported, only 1.5% answered yes to abuse 

during pregnancy, while 8.3 % of the 300 women interviewed by nurses reported 

perinatal abuse. Using the chi-square technique, this was significant at P value .s 0.001 

(Mcfarlane, Cristoffel, Bateman, Miller, and Bullock, 1991). Shumway et al. (1999) also 

used the face-to-face technique, but chose to use a different tool that was derived from 

items on the Conflict Tactics Scale. Interviews were conducted by clinicians that had 

been trained to ask questions to assess for IPV. While clients were interviewed three 

times during prenatal care concerning psychological and economic topics, they were 

asked about abuse only in the third interview, which was done at approximately 30 weeks 

gestation. Women were assigned to severity of abuse groups based on the most severe 

form of violence experience, so each category was mutually exclusive. Of 401 women 

interviewed, 34% (N=134) reported "no violence" and 16% (N=44) experienced verbal 

abuse only. Of the remaining women 16% (N=65) experienced moderate physical abuse 

such as having something thrown at them or being slapped, pushed, grabbed, or shoved 

and 14% (N=58) reported severe abuse such as being bitten, kicked, hit with a fist, and 

being threatened with or actually being attacked with a knife or gun. Four of the women 

experienced severe violence more than four times during the six months preceding the 

interview. 
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Prevalence in ethnic groups. To develop knowledge of perinatal abuse in different 

ethnic groups, Mcfarlane et al. (1996a, 1996b) surveyed 1203 women in two urban 

prenatal clinics. Their findings revealed abuse during the perinatal period occurred in 

18% of African American women, 17% of Caucasian women, and 13 % of first 

generation Mexican American women. Fifty-five percent of these women identified they 

were abused prior to pregnancy. The remaining women reported abuse began during 

pregnancy. Muhajarine and D'Arcy (1999) found that aboriginal Canadian women were 

2.8 times more likely to suffer perinatal abuse than nonaboriginal women (95% CI 1.0-

7.8). In a study specific to Hispanic women, Mattson and Rodriguez (1999) found that 

6.2% of women (N=522) recruited from three labor and postpartum units and a rural 

prenatal clinic reported abuse during pregnancy. There was a significant difference in 

level of acculturation to the Anglo community when the mean acculturation scores for the 

women who were abused (1.83 of 5) and the women who were not abused (1.4 of 5) were 

compared. Women who were more acculturated were more likely to also report being 

abused. There were no significant differences in regard to age or marital status. 

Prevalence in pregnant adolescents. As studies began to identify that pregnant 

teenagers were also at risk for abuse, researchers began to compare the incidence of 

abuse in teenage pregnancy to the incidence in adult pregnancy. In a sample of 691 

pregnant women (214 teens aged 13-19, 477 adults) who were interviewed in each 

trimester of care, 21. 7% of the teenagers identified physical abuse during pregnancy 

compared to 15.9 % of the adult women. No significant difference was noted between the 

two groups in the frequency or severity of abuse. A greater percentage of adults indicated 
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mental abuse (16.9% vs. 8.5%) (Parker et al., 1993). Renker (1999) validated the 

percentage of teens experiencing abuse during pregnancy in a study of 139 older (ages18 

& 19) pregnant adolescents. Twenty-two percent of the subjects reported being abused 

during pregnancy and an additional 14% reported being abused in the year prior to the 

pregnancy. 

These numbers were slightly lower in a prospective cohort study design carried 

out by Covington et al. (2001). A violence assessment protocol was administered to 353 

adult and 192 teenage women three times during pregnancy. Among teens, 16.1 % 

reported prenatal violence compared to 11.6 % of the adults. Severe violence (hitting, 

kicking, and stabbing) was reported by 9.4% of the teens and 4.8% of the adults. Teens 

also reported a much greater percentage of violence by a relative who was not the current 

or former partner (23% compared to 5%). 

Curry (1998) also found slightly lower percentages of perinatal abuse. Data were 

collected from 1,897-predominately low income, ethnically diverse women (White, 

Hispanic, African American, Native American, Asian, and "other"). Thirty percent of 

these women were adolescents ( ages 13-19). Adolescents were significantly more likely 

to report abuse during pregnancy (12.9%) than were adult women (9.5%). The author 

postulated that the lower prevalence might be due to the fact that questions about current 

abuse were asked only once during the pregnancy. 

Much lower percentages of perinatal violence were found in a study by Gessner 

and Perham-Hester (1998) which used data from the Pregnancy Risk Assessment 

Monitoring System (PRAMS) in Alaska. This system utilized a questionnaire sent to a 
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population-based stratified group of women who have recently delivered a live child. 

This particular study compared the experience of violence among mothers <18, those 18-

19, and those::: 20 years of age (total N = 910). Teenage mothers were twice as likely to 

report violence before, during, or after pregnancy (10%) as adult mothers (4%), with the 

greatest magnitude of risk after pregnancy. This suggested to the researchers that 

violence assessment should continue into the postpartum period and beyond. One 

explanation for the lower percentages was that the data came from a form filled in and 

returned, not from face-to-face interviews, as in other studies. Many of the earliest studies 

on prevalence only sought out prevalence rates. As tools were developed, researchers also 

began to include outcomes of abuse in their study variables. These studies sought to 

discover information about risks of perinatal abuse to both the mother and the fetus. 

Maternal, Fetal, and Neonatal Outcomes 

While a few contrary studies exist, the research validates that women who were 

abused are more likely to have poorer physical and psychosocial pregnancy outcomes 

than women who were not. Maternal issues include prenatal care, the use of unhealthy 

and sometimes illicit substances, stress and its sequellae, and pregnancy complications 

that can endanger both mother and fetus. The effects of abuse on neonatal birth weight 

have been the primary topic of exploration for fetal concerns. One of the newer areas of 

exploration has been the connection between IPV during pregnancy and increased risk of 

attempted or completed femicide. 
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Delayed and/or sporadic prenatal care. Several studies have noted that women 

who were abused were more likely to enter prenatal care later and have more sporadic 

care than those who were not abused. Delayed prenatal care puts women at risk for 

anemia and other perinatal complications. In an ethnically stratified prospective cohort 

analysis of 1203 pregnant women, those who self-identified as abused were significantly 

(p<0.01) more likely to enter prenatal care during the third trimester. Women who were 

abused during pregnancy were 1.3 times more likely than women who were not abused to 

have inadequate [sporadic] prenatal care (95% CI, 0.9-1.7) and almost two times as likely 

to enter prenatal care in the third trimester. (Mcfarlane et al., 1996a). These numbers 

validated an earlier study by Mcfarlane et al. (1992) which also found that women who 

were abused were twice as likely to enter prenatal care in the third trimester. The risk 

ratio was slightly higher in a study done in Canada. Muhajarine and D'Arcy (1999) 

documented the incidence of both late entry into prenatal care and/or sporadic care in a 

study of 543 pregnant women. Women who reported abuse were 2.6 times more likely to 

have inadequate prenatal care, defined as entering care after the third trimester or if 

entering before that trimester having one or fewer care contacts per 8 gestational weeks, 

than women who were not abused (95% Cl 0.3-21.3). Women who were abused were 2.9 

times more likely to have intermediate care, which was better than inadequate, but did not 

meet the criteria for adequate which was defined as starting in first trimester and 

involving frequent care contact (CI 95% 1.2-6.8). 

Dietz et al. (1997) expanded the period of abuse to the twelve months prior to 

delivery and considering "late entry" as prenatal care beginning after the first trimester. 
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Survey data from the Pregnancy Risk Assessment Monitoring System (PRAMS) from 

nine states was analyzed (N=27,836). Relative risk analysis revealed that women 

reporting physical violence were 1.8 times more likely (95% CI 1.5-2.1) to have delayed 

entry into care than women who had not experienced physical violence, which mirrors 

the results of Mcfarlane et al. (1996a). When the data were stratified by selected 

maternal characteristics, the association was found only in women 25 years and older and 

women of higher economic status, a somewhat surprising result. The authors offered that 

perhaps younger women and poor women have so many other factors that may delay 

entry into prenatal care, such as lack of support, transportation, or childcare, that physical 

violence had no added effect as it relates to when prenatal care begins. 

Just as in the exploration of prevalence of abuse, researchers sought to 

differentiate between outcomes for adults and adolescents. When Parker et al. ( 1993) 

compared teenage (N=68) and adult (N=l 13) women who reported perinatal abuse with 

age cohorts who were not abused (N=146, N=364, respectively), both groups of women 

who were abused tended to enter prenatal care later in pregnancy. Among the teens, 24% 

who were abused entered prenatal care in the third trimester compared to 9% of the 

teenagers who were not abused. Twenty percent of the abused adults entered care in the 

third trimester, compared to 11 % of the adults who were not abused. There was, however, 

no difference in the timing of the first prenatal visit between teens and adults. 

Two reviewed studies offered contrary findings. Curry and Harvey (1998) did not 

find a difference in the timing and number of prenatal visits between abused and non

abused pregnant women. In this study both groups were equal in number and timing of 
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visits. A lack of significance concerning time of entry into prenatal care by abused and 

women who were not abused was also found in a study of 522 Hispanic women who 

were interviewed in the perinatal period (Mattson & Rodriguez, 1999). 

Use of alcohol, tobacco, and illicit drugs. It has been theorized in the domestic 

violence literature that battered women may turn to use of tobacco, drugs, and alcohol as 

a means of coping with the abuse in their lives (Kilpatrick, Acierno, Resnick, Saunders, 

& Best, 1997; Stark, 2001 ). The use of any of these substances during pregnancy has 

been an acknowledged public health problem leading to outcomes such as low birth 

weight, premature birth, placental complications, fetal alcohol syndrome, and congenital 

anomalies as well as neonatal drug withdrawal (Shannon & Hill, 1999; Simpson & 

Creehan, 2001 ). Many researchers have explored the intersection of IPV and substance 

use m pregnancy. 

McFarlane et al. (1996a, 1996b) found significant relationships between physical 

abuse and smoking for African American (N=414) and Caucasian (N=377) women. 

Specifically, 49.5% of the Black women who were abused smoked compared to 33.7% of 

the Black women who were not abused. In the White cohort, 59.6% of the women who 

were abused smoked compared to 46.6 of the women who were not abused. These results 

were significant at p<0.005 for both groups. There was no significant difference in the 

Hispanic (N=412) groups; in fact, only 6.8% of the women who were abused and 3.8% of 

the women who were not abused reported smoking at all. Significant relationships also 

existed between alcohol and illicit drug use and physical abuse for African American 

women (p<0.001). While not statistically significant, both White and Hispanic women 
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who were abused reported more use of alcohol and illicit drugs than did women who 

were not abused. When ethnic groups were combined (Black, Hispanic, and Caucasian), 

women who were abused during pregnancy were 1.7 times more likely to smoke and 2.2 

times more likely to report alcohol and/or illicit drug use than women who were not 

abused (significant at p<0.05). 

Curry (1998) found somewhat different relationships in regard to ethnicity. 

Abused and nonabused pregnant women ages 13-43 comprised a multiethnic sample 

(N=l 937) surveyed to study the relationship between smoking and/or alcohol/drug use. 

White women who were abused were significantly (p<0.001) more likely to report 

smoking and alcohol/drug used than those who did not report abuse. More African 

American women who were abused reported smoking than did women who were not 

abused (35%, 27% respectively) but these numbers did not reach significance. There was 

no difference in reported alcohol/drug use. When the association between abuse and any 

type of substance abuse was examined for Native American, Hispanic, Asian, and "other" 

women, the only significant result was a higher rate of smoking for abused Asian women 

and those in the "other" group (p<0.001). 

Data collected during an evaluation of a multidisciplinary prenatal care program 

in North Carolina were used by Martin et al. (1996) to examine associations between 

violence against women and substance abuse in prenatal patients. This study also 

evaluated the relationships between timing of prenatal care entry and substance abuse as 

well as the prevalence of discontinuance of tobacco, alcohol, and drugs during 

pregnancy. Two thousand ninety-two patients ages 20-39 participated in the study. Odds 
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ratios and bivariate associations were used to analyze the data. Women who reported 

violence either before pregnancy, during pregnancy, or both, were 3.26 (95% CI 2.64-

40.01) times more likely to smoke during pregnancy than women who did not report 

violence. The women who were abused were also 2.64 (95% CI 1.91-3.63) times more 

likely to drink and 3 .46 (95% CI 2.19 - 5 .46) times more likely to use drugs during 

pregnancy. Using ANOVA to analyze the data, the researchers found that women who 

started prenatal care later in the pregnancy were more likely to smoke (p=0.0008) and 

also more likely to use alcohol and/or drugs (p=0.0001) than to women who began 

prenatal care earlier in the pregnancy. The results also showed that women who reported 

violence were significantly more likely to abuse multiple substances during pregnancy 

than women who did not report violence (p<0.001). Women who began prenatal care 

later in the pregnancy were also significantly more likely to abuse multiple substances 

(p<0.001 ). When the researchers evaluated discontinuation of substance abuse upon 

becoming pregnant, the data showed that among women who used at least once substance 

before pregnancy, women who were abused were 2.59 times more likely to continue to 

substance abuse during the pregnancy than women who were not abused. 

Martin et al. (1999) used the same design in a study of 502 pregnant teenagers 

only ( ages 12-19), to explore the relationships of physical and sexual violence and 

substance abuse. After controlling for other variables in the model including age, 

ethnicity, education level, marital status, and parity, several significant results emerged. 

Women who experienced physical abuse only and physical and sexual abuse were 

significantly (p=0.0352; p=0.0003 respectively) more likely to use cigarettes than the 
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women who were not abused. Women who reported violence as physical only, physical 

and sexual, and sexual only all had a significantly higher use of alcohol (p=0.0001; 

p=0.0001; p=0.0134 respectively). Women in each form of abuse group were also 

significantly more likely to use illicit drugs. Drug use by women reporting physical abuse 

only or sexual abuse only reached significance at p=0.0001 while the combine 

physical/sexual abuse group was significant at p=0.0082. The researchers developed a 

cumulative odds model using ordinal logistic regression to assess any associations 

between the number of types of substances (0-3) used and the various types of violence. 

After controlling for sociodemographic variables, the results showed that compared to the 

women who were not abused, women who experienced physical abuse only were 2.72 

times more likely to abuse multiple substances, women who experienced sexual abuse 

only were 1.9 times more likely to abuse multiple substances, and women who 

experienced both physical and sexual abuse were 5.57 times more likely to abuse 

multiple substances. 

Contrary results concerning smoking were found by Grimstad, Schei, Backe, and 

Jacobson (1999). Daily smoking in pregnancy did not differ significantly in a study of 84 

abused pregnant women and 90 women who were not abused. For all the women, 

smoking habits were associated with the smoking habits of their partner. This study did 

not attempt to correlate smoking with birthweight and did not explore alcohol or illicit 

drug use. 
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Maternal stress. Maternal stress has been a factor known to have an impact in the 

perinatal period. Physiologic consequences include increased catacholamines, which 

decrease uterine blood flow and can lead to uterine irritability and fetal growth restriction 

and subsequent low birth weight. In addition, maternal stress has been found to affect 

labor and birth through catacholamine release which may cause dysfunctional labor and 

decreased oxygenation to the fetus via the placenta (Simpson & Creehan, 2001). Stress in 

the perinatal period, the relationship to abuse, and the psychosocial outcomes of stress 

have been a recent topic of study in the domestic violence literature. 

Curry and Harvey (1998) used the Prenatal Psychosocial Profile to compare 

perceptions of stress, support from the partner, support from others, and self-esteem 

between women at varying weeks of gestation who reported perinatal abuse (N=69) and 

women who did not (N=334). There were significant differences (p<0.0001) on all four 

of the Profile subscales. Women who were abused reported more stress, less support from 

partners, less support from others, and lower self-esteem than women who were not 

abused. Ten individual stressors were evaluated on the perceptions of stress subscale, and 

each one was significantly higher (three at p<0.01; seven at p<0.001) for women who 

reported abuse. The support from partner and support from others subscales allowed the 

women to give support scores in 11 different areas such as "lets me know I'm 

appreciated" and "around for assistance." There was a significant difference (p<0.0001) 

between the two groups in each area, with support score means consistently lower for the 

abused group. An interesting but not surprising finding was that the women who were not 

abused ranked their partners as more supportive than other sources of support on all 11 

43 



items whereas women who were abused ranked others as more supportive than their 

partners on 6 of the 11 items. 

Curry (1998) collected data from 1,937-predominately low income, ethnically 

diverse women (White, Hispanic, African American, Native American, Asian, and 

"other") to explore the interrelationship of physical violence, substance abuse and 

psychosocial stress. Thirty two percent of the total sample reported "abuse stress" when 

asked by the research assistant. Women who answered "yes" to one or more of the abuse 

assessment questions on the Abuse Assessment Scale were significantly (p<0.001) more 

likely to report abuse stress, but all did not. In addition, 3 8% of the women who reported 

abuse stress responded "no" to all three of the abuse assessment questions. The authors 

hypothesized that this could be due to either the inclusion of "emotional stress" in the 

abuse stress question or to the fact that the participants did not have an ongoing 

relationship with the research assistants and may have consciously chosen not to reveal 

abuse. When the mean scores on the Prenatal Psychosocial Profile (PPP) were compared 

using a !-test, the women who were abused reported significantly more stress, less 

support from partners and others, and lower self-esteem than women who were not 

abused (p<0.001). This was consistent for both White and African American women 

when the data were stratified into ethnic groups. Comparisons between groups were not 

reported for the other ethnic groups in the study. When the mean scores for the 44 

individual questions on the PPP, there were significant differences between the women 

who were abused and those who were not abused on all items (p<0.05). 
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Mujararine and D'Arcy (1999) also found that abuse during pregnancy was 

associated with perceived stress, negative life events, and lack of support overall. In this 

study of 54 3 pregnant women the adjusted odds ratio indicated that pregnant women who 

were abused were 1.6 times more likely to report stress (95% CI, 1.2-2.0) and 1.3 times 

more likely to report negative life events (95% CI 1.1-1.6) than pregnant women who 

were not abused. The women who were abused had fewer people to whom they could 

"talk about personal and private issues with" and with whom they could "get together to 

have fun or to relax with." This was consistent with isolation tactics used by perpetrators 

of abuse of IPV both in and out of pregnancy. 

Pregnancy complications. In the last ten years, research about perinatal physical 

outcomes of abuse has increased. Up to that point, much of the knowledge about 

pregnancy complications related to abuse were anecdotal. Research into this topic has 

been difficult because multiple events and the interaction of these events can cause 

adverse outcomes and results have varied widely and been inconclusive (Peterson et al., 

1997). Prospective studies have allowed researchers to say with more certainty that abuse 

does have detrimental pregnancy outcomes that can put both mother and fetus at risk. 

Renker's (1999) study of abused and never abused pregnant older adolescents 

(N=139) revealed that the adolescents who were abused suffered significantly more 

miscarriages in previous pregnancies than adolescents who were not abused (p=0.01). 

Women who were abused also reported significantly more triage [ non-routine care] visits 

during the current pregnancy than women who were not abused (p=0.01). 
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Other consequences of prenatal violence were studied in a group of 545 

adolescent and adult pregnant women (Covington et al., 2000). The women were 

assessed for violence at three times during the prenatal care period. Level of violence was 

classified as "severe" if the women reported being kicked, hit, beaten, or injured with a 

weapon. All other forms of violence against women were classified as "other." 

Prevalence and severity of violence showed that 4.8% of the adults and 9.4% of the 

adolescents in the study experienced severe violence. Both adults and adolescents 

experienced 6.8% of "other " violence. Almost three times as many teens reported that 

the abdomen was the target for injury than did adult women. Four women reported that 

the abdominal injury occurred after 29 weeks and all four of these women delivered 

prematurely. Only one teen that reported abdominal trauma early in pregnancy (before 18 

weeks) delivered prematurely. For the adults, the head and face were the most frequent 

target. Data were analyzed to find relative risk of preterm birth while confounding 

variables such as race, prior preterm birth, smoking, alcohol use, and adequacy of 

prenatal care utilization were statistically controlled for. Adolescent women who reported 

severe abuse were significantly more likely to deliver preterm ( <3 7 weeks) than those 

reporting no abuse or "other" abuse. When the odds ratio was calculated, the severely 

abused adolescents were 3.6 times more likely to deliver preterm than the "none or other" 

group (95% CI 1.5-8.5). When adolescents who were severely abused were compared 

with adults in the same abuse category, there was no significant difference in preterm 

births. 
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Pak et al. (1998) explored the impact of blunt abdominal trauma on pregnancy 

outcomes as well as searching for factors that could predict preterm birth and adverse 

peripartum outcomes such as premature rupture of membranes and abruptio placenta. 

Eighty-five women who experienced noncatastrophic blunt abdominal trauma were 

evaluated and treated in the labor and delivery area in a university hospital. Of these 

women, 17 reported domestic abuse as the source of abdominal trauma and 13 others 

reported direct assault to the abdomen but did not report IPV. The remainder of the 

abdominal trauma came from motor vehicle accidents (N=28) and falls (N=27). Four of 

the women had to be admitted twice for blunt abdominal trauma, of these, three reported 

IPV. Pregnancy outcomes and risk factors were compared between women who delivered 

preterm ( <3 7 weeks) and those who delivered at > 3 7 weeks gestation. Differences 

between the two groups regarding gestational age at time of trauma, length of hospital 

stay, findings of abdominal tenderness, reports of abdominal pain, contraction patterns, 

time interval between injury and delivery, and Apgar scores were not statistically 

significant. However, the preterm birth group had a significantly greater rate of 

peripartum complications than the women who delivered at term ( 46.2% vs. 12.5%, 

p<0.05). Regardless of length of gestation at birth, women who reported domestic abuse 

at the time of the trauma had increased uterine contractions upon examination than 

women who did not report abuse (52.9% vs. 19.1%, p=0.01). Women with reported abuse 

also had more peripartum complications such as premature rupture of membranes and 

abruptio placenta than women who experienced other forms of blunt abdominal trauma 

(41.8% vs. 11.8%, p<0.01). 
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Preterm labor and its association to IPV were studied specifically by Shumway et 

al. (1999). Four hundred and one women were interviewed three times during the 

pregnancy at prenatal visits and maternal and neonatal outcomes were extracted from 

those patients' medical records. Violence was assessed at the third interview. Of all 

(N=567) the women admitted to the study originally, 166 were not interviewed the third 

time. Thirty-nine of the 166 delivered before the third interview and 41 had miscarriages 

or abortions. Thus, abuse status for these women was not ascertained nor were the 

adverse pregnancy outcomes included in data analysis. When stratified by levels of 

violence, women who reported "no abuse" had a 3.7% incidence of preterm labor and 

those who reported "verbal abuse only" had a 7.6% incidence of preterm labor. Women 

who reported experiencing "moderate" or "severe" violence had incidences of preterm 

labor of 15.4% and 17.2%, respectively. Chi Square analysis revealed a significant 

difference among women who were abused and women who were never abused 

(p=0.0047). While there was a trend toward increased risk of premature rupture of 

membranes as the level of abuse increased, this did not reach significance. There was also 

no significant difference in risk of abruptio placenta, although the one woman who did 

have this condition was in the severe violence cohort. 

Outcomes of preterm birth, vaginal vs. cesarean birth, <7 five-minute Apgar 

scores, <7 .10 umbilical artery pH, and admission to the neonatal intensive care unit were 

compared in a case-control study of low risk pregnant women who were (N=28) and were 

not (N=56) abused during pregnancy (Jagoe et al., 2000). In addition, the authors 

compared each group's report of unhappy or ambivalent feelings about pregnancy. While 
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the differences between the groups did not reach significance on any parameter, the study 

showed that women who were abused were twice as likely to be unhappy or ambivalent 

about the pregnancy (95% CI 0.5-9.4), were twice as likely to deliver prematurely (95% 

CI 0.4-11.8), and were twice as likely to have an infant admitted to the neonatal intensive 

care (95% CI 1.1-4.1) than were women who were not abused. 

A contrary finding occurred in a case-control study by Grimstad et al. (1999). 

When 84 women who delivered LBW infants (<2500 grams) were compared to 90 

women who delivered infants with birth weights of>2500 grams, premature delivery did 

not vary significantly with abuse status. However, the women in the case group who were 

abused were more frequently delivered by cesarean, were more frequently admitted to the 

hospital during pregnancy, and more frequently received the diagnosis of intrauterine 

growth retardation (p=00.05). Self-reported discomforts of pregnancy varied significantly 

(p=00.05) in two areas across cases and controls. Women who were abused were more 

likely to suffer from legs cramps or aching legs and feet and less likely to suffer uterine 

contractions than women who were not abused. Overall, however, the discomfort scores 

in pregnancy were not associated with abuse. 

Low birth weight. The majority of outcome studies that dealt specifically with 

neonatal outcomes of abuse concerned birth weight. As previously discussed, an 

increased prevalence of smoking, alcohol use, and illicit drug use existed in abused 

pregnant women. Substance abuse has clearly been a confounding variable when 

researchers have sought to discover if abuse has a direct effect on birth weight. 
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When the birth weights of infants born to women abused during pregnancy were 

compared to a cohort of women who were not abused, 14.2% of the women who were 

abused delivered an infant classified as low birth weight ( <2500 grams) compared to 

8.6% of the women who were not abused, which was significant at the p<0.025 level. 

When these data were explored by ethnicity (Black, Hispanic, and White), each ethnic 

group had a higher percentage of LBW babies if the mother was abused during 

pregnancy. When relative risk rates were computed, the study found that women abused 

during pregnancy were 1.5 times more likely to deliver a low birth weight infant (95% CI 

1.1-2.2). Overall, mean birth weights were lowest for women abused during pregnancy, 

followed by women abused within the year before but not during pregnancy. The highest 

mean birth weight occurred when the women were never abused. This was consistent 

across ethnicities. Women who were abused were 1.6 times more likely to have a 

pregnancy weight gain of less than 15 pounds than were women who were not abused 

(95% CI 1.2-2.3) (Mcfarlane et al., 1996a). 

Curry and Harvey (1998) found an even higher risk ratio in a 1998 study. This 

prospective study of 403 pregnant women found that the infants of women who were 

abused (N=69) weighed significantly (p<0.008) less than infants of women who were not 

abused (N=334). The LBW rate for women who were not abused was 4.4% while for 

women who were abused it was 8.3%. This resulted in an odd ratio of 1.923 for women 

who were abused having a L WB infant compared to women who were not abused. 

Regression analysis was then done to determine the extent to which measured variables 

contributed to birth weight. Six of these variables emerged as significant predictors of 
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variance in birth weight: age, education, number of prenatal visits, stress due to abuse, 

stress due to recent loss of a loved one, and stress due to problems with friends. 

Significant birth weight differences were also found by Renker (1999) among 

women who reported abuse in pregnancy (N=30), abuse the year prior to but not during 

pregnancy (N=l9), and women who reported never being abused (N=90). The mean birth 

weight for the infants of the women who were abused was 3114 grams compared to 3 310 

grams for the infants of women who were not abused in pregnancy (p=0.025). Analysis 

of data from women abused during pregnancy and those never abused revealed a 

significant difference in the amount of weight gained in pregnancy (p=0.05), which may 

also contribute to fetal growth/weight gain. Interaction analysis showed that the lowest 

weight infants were born to adolescents who were abused and who reported low social 

support from shelter and family. 

A meta-analysis conducted by Murphy et al. (2001) was used to test the 

hypothesis that women who reported physical, sexual, or emotional abuse during 

pregnancy were more likely to deliver a LBW infant (<2500 grams) than women who 

reported no abuse. After finding homogeneity in the pooled data of eight studies, the 

meta-analysis revealed an odds ration of 1.4 (95% CI 1.1-1.8). After removing two case

control studies to test for sensitivity, the results showed that women who were abused 

were 1.3 times more likely than women who were not abused to have an infant classified 

as LBW 95% CI 1.0-1.8). Both indicated a significant association between abuse and 

LBW. 
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A case control study of women reporting abuse (N=28) and women reporting no 

abuse (N=56) had surprisingly different findings (Jagoe, et al., 2000). Women who were 

abused were half as likely to have an infant weighing< 2500 grams (95% CI 0.1-2.0) and 

were almost 2 times as likely to have an infant weighing between 2501 g and 4000 grams 

than were women who were not abused (95% CI 0.9-8.8). The mean birth weight of the 

infants of women who were abused was 3501 ± 581 grams while it was only 3200 ± 549 

grams for the nonabused group. The authors noted that this was an unexpected finding 

and warranted further investigation. 

Another study with contrary findings (Covington et al., 2001) revealed that when 

LBW alone was evaluated independent of prematurity, there was no significant difference 

in women who reported severe abuse (hitting, kicking, beaten, or injured with a weapon) 

and women who reported either "none" or "other" abuse. However, women in the 

adolescent group (N=18) who reported severe abuse were significantly more likely to 

have an infant who was both preterm and LBW than women in that age cohort reporting 

"none" or "other" (N=l 74). In a study of pregnant women attending an inner city prenatal 

clinic, Shumway et al. (1999), similar contrary results emerged. Using interviews done in 

the third trimester and based on the Conflict Tactics Scale, the authors found no 

significant differences in the birth weights of infants of women (N=401) who were 

categorized as "no abuse", "verbal abuse only", "moderate physical abuse", and "severe 

physical abuse". The authors acknowledged, however, that coexisting risk factors such as 

maternal depression, smoking, and use of alcohol or illicit drugs may have masked the 

effects of abuse in the stratified cohorts. They also acknowledged that the women had 
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been interviewed three times during the pregnancy and had received both early and 

consistent prenatal care. 

A fourth study with contrary findings was done by Grimstad et al., (1999). This 

case-control study was made up of women who delivered low birth weight infants ( <2500 

grams, N=84) and women who delivered infants weighing >2500 grams (N=90). Forty

seven of the women reported at least one conflict/abusive behavior as occurring during 

the pregnancy. These included acts of verbal abuse, moderate violence, and severe 

violence. Statistical analysis showed no significant difference in the types of behaviors 

reported by mothers of LBW infants and the controls and no association between abuse 

and LBW was found. Different degrees of abuse (verbal, moderate, and severe) were not 

associated with differences in mean birth weight. However, when just the women in the 

case group (mothers of LBW infants) were grouped as abused and nonabused and 

confounding factors such as gestational age and smoking were controlled for, women 

who reported any conflict behavior in pregnancy did have infants with a 261 gram lower 

mean birth weight than those who reported no conflict in pregnancy (p<0.05). 

Femicide. Maternal mortality has been found to be a potential outcome of IPV 

during pregnancy. The magnitude of this outcome has been compounded by the fact that 

unless rapid delivery is undertaken, death of the mother generally results in death of the 

fetus (Daddario, 1999). Exploration into death caused by an intimate partner and its 

relation to abuse in pregnancy has been one of the newer avenues of study in domestic 

violence literature. In a study by Krulewitch, Pierre-Louis, deLeon-Gomez, Guy, and 

Green (2001 ), the medical records and autopsy reports of all women of childbearing age 
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who were referred to the Medical Examiner in Washington DC for "suspicious death" in 

an eight year period were reviewed. Based on examination of the uterus during autopsy, 

the women (N=651) were classified as "evidence of pregnancy" or "non-pregnant" for 

analysis. An additional 81 women who died "suspicious deaths" were excluded from the 

study because the uteri were not examined. Thirty of the 651 women were classified as 

pregnant. While nontraumatic medical complications were the leading cause of death in 

the pregnant women ( 4 7% ), it was closely followed by death from intentional trauma 

(43.3%). Homicide was the most common manner of death for both pregnant and 

nonpregnant women. Although not statistically significant, 11 % more homicides 

occurred in the pregnant group than the nonpregnant group (43% vs. 32%). A greater 

proportion of pregnant homicide victims died from gunshot wounds than did nonpregnant 

victims (75% vs. 61 %). When pregnant homicide victims were evaluated by the 

gestation, homicides occurred at a significantly (p=0.0001) higher rate among women 

who were <21 weeks gestation when compared to women 2:._21 weeks or those in the 

postpartum period. The authors noted that many of the accused perpetrators in the study 

shared the same address as the victim, and the homicide occurred at the victim's place of 

residence. 

A ten-city case-control design was used to compare women who were survivors 

of attempted femicide (N= 17 4) and proxies for women who were victims of completed 

femicide (N=263) with randomly identified women who were abused that lived in the 

same metropolitan areas (controls, N=384) to describe the odds of femicide for women 

(McFarlane, Campbell, et al., 2002). Abuse during pregnancy was reported by 7 .8% of 
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the women who were abused in the control group, by 25.8% of the attempted femicide 

survivors, and by 22. 7% of the proxies for the completed femicide group. Adjusted odds 

ratios were calculated after adjusting for significant demographic factors such as age, 

ethnicity, education, and relationship status using. Women abused during pregnancy were 

three times more likely of becoming attempted/completed femicide victims than women 

not abused during pregnancy (95% CI 1.86-5.10). Black women were 3.6 times more 

likely to victims of femicide attempts/completions than were white women (95% CI 2.35-

5.54). Women identified as Hispanic or as "other" were 1.5 times more likely to be 

victims than were white women (95% CI .92-2.46, .72-3.45 respectively). 

Effectiveness of Nursing Interventions to Promote Safety 

As nurses realized it was time to go beyond assessment and prevalence studies, 

nursing interventions with women experiencing IPV during pregnancy were developed 

and tested (J. Mcfarlane, personal communication, January 2001). A 1998 study by 

Mcfarlane et al. evaluated an intervention protocol administered during pregnancy that 

was designed to increase safety-seeking behaviors. The intervention, a 1: 1 interview with 

a nurse in a private setting, included a review of the components of a safety plan, 

including behaviors indicated on the Safety Assessment as well as a list of community 

resources. A total of 132 pregnant women who were abused received the 20 minute 

intervention at entry into the study and at two other evenly-spaced times during the 

pregnancy, as well as three times in the first postpartum year (at 2, 6, and 12 months). 

Eleven of the 15 safety behaviors showed a significant change ( were adopted) from visit 

one to visit two. Three behaviors showed significant change by visit three, and the last, 
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removing weapons, was significant at visit four (p<0.0001 at each time interval). No 

significant difference in change adoption was found by ethnicity or parity. Safety 

behavior adoption was significantly slower for adolescents than for adult women at visit 

one (p=0.019) and at visit 2 (p=0.008). 

Parker et al. (1999) tested an intervention with 199 ethnically stratified pregnant 

women at prenatal public health clinics. All of the women reported abuse within the prior 

twelve months and were in continued relationships with the abuser. The informational 

intervention included information on the cycle of violence, a danger assessment, options 

available with resource referrals, and a safety plan, all of which were discussed with a 

nurse. Women who received the informational intervention (N=132) had significantly 

lower scores for both physical and non-physical abuse at six and 12 months post 

intervention than did the comparison group, comprised of 67 women in abusive 

relationships who received wallet cards with resources and phone numbers. The 

difference in-group scores remained significant when age and ethnicity were analyzed. 

Three different interventions were tested on 329 Hispanic women who reported 

perinatal physical abuse (Mcfarlane et al., 2000). The longitudinal study measured 

outcomes of the interventions at 2, 6, 12, and 18 months postdelivery, at which time 259 

women remained in the study. The participants in each randomized group did not differ 

significantly regarding age, education, gestational age, number of children, number of 

people in household, number of times the woman saw their intimate partner, nor in the 

scores on the Severity of Violence Against Women subscales. The intervention groups 

were labeled "Briet'' (N=94), which consisted of the woman receiving a wallet-sized 
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resource card which included phone numbers of local domestic violence agencies, the 

police, and legal aid. A safety plan was included on the card. This group was also given a 

brochure. The "Counseling" intervention group (N=73) were given access to an unlimited 

number of counseling sessions with a female, bilingual professional counselor who had 

expertise in domestic violence and who was located in the maternity clinic during clinic 

hours. The women were also able to reach the counselor by phone or pager. The 

counselor provided resource referral and education to help end abuse. The service ended 

when the woman delivered. The third intervention was labeled "Outreach" (N=92). These 

women had the same services offered by the counselor and had the services of a "mentor 

mother" who offered support, education, referral, and assistance in using community 

resources through both personal visits and phone contact with the abused pregnant 

woman. The mentors were non-professional, bilingual women who were mothers and 

who resided in the communities served by the prenatal clinics. The mentors received 

special training on assisting abused pregnant women. This service also ended at delivery. 

Severity of violence at the postdelivery time points was analyzed as well as use of 

community resources. Threat of violence scores showed a significant decrease (p=0.001) 

in all three groups only at the two-month interval. Physical violence decreased from birth 

to two months post delivery, and was significant for women who entered prenatal care 

between 10 and 29 weeks (p=0.003). When analyzed by group, the Outreach groups 

physical violence scores were significantly lower (p=0.05) than those in the Counseling 

group, but not those in the Brief group. The proportion of community resources used by 

the women in all three groups decreased over time. Differences between groups were not 
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significant at any time point. Threats of violence and severity of violence were both 

significantly correlated with resource use (yes/no) and the number of resources used at 

each measurement point p<0.01). As both threats and severity of violence increased, so 

did resource use. The most common resource used was the police. 

Qualitative Studies: IPV in Pregnancy 

Qualitative studies about IPV and pregnancy have been much less prevalent in the 

literature. The qualitative literature reviewed primarily explored the effects of IPV on 

pregnancy intention, the effects of IPV on decision making related to health practices 

during pregnancy, and the reasons why pregnant women are abused. In three of these 

studies,jealousy [of the child] emerged as a theme. Only one study was identified 

specific to the experience of labor, birth, and the immediate postpartum period for 

women who have experienced IPV. 

Campbell et al. (1998) interviewed 24 sheltered women who reported abuse 

during pregnancy to explore why the women thought abuse had occurred during the 

pregnancy. Using thematic analysis, four themes emerged. Women felt the first of these, 

"jealousy of the unborn child", occurred because the pregnant woman was talking or 

thinking about the unborn child a great deal and spending time to prepare for the baby. 

One woman summarized it as "I was not paying enough attention to him to suit him" (p. 

85). The second theme, "pregnancy-specific violence not directed toward the unborn 

child", came about as women shared the partner's anger at the fact of pregnancy and the 

normal changes that accompany pregnancy such as tiredness, sickness, and physical 

changes in the mother. Some of the mothers discussed partner anger at the fact that the 
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woman got pregnant, even though the partner espoused wanting the child. As women 

discussed the partners' attempts to cause miscarriage and the fact that blows were directed 

at the abdomen, the third theme, "anger toward the unborn child" emerged. The last 

theme "business as usual" was one voiced again and again. Women described being 

beaten before pregnancy and did not find it unusual that the beatings continued during 

pregnancy. A weakness of this analysis is that each woman was put in a group by theme. 

It appears that the possibility of a woman's words being used in more than one theme was 

not considered, or did not occur. 

A study about the influence of abuse on pregnancy intention and pregnancy 

resolution was conducted with two separate focus groups of 10 and 13 participants in 

geographically distinct locations by two teams of researchers (Campbell et al., 1995). In 

response to questions such as "How did you decide to get pregnant, did it just happen or 

was it planned?", "Did the abuse stop or escalate during pregnancy?", and "Whose 

decision was it to use contraception?" (p. 218), five themes emerged: (a) male-partner 

control, (b) relentless abuse, ( c) lack of consistency and jealousy in the partner's 

relationship with the woman and with offspring, ( d) definition of manhood, and ( e) health 

problems. "Male-partner control" exemplars ranged from control of contraception and 

timing of pregnancy to continued control during the pregnancy and as one woman said 

"They own you when you have a child by him ... " (p 219). "Relentless abuse" referred to 

the abuse that continued throughout the pregnancy and into the postpartum period. 

Resentment of the baby was included in this theme. The nature of the relationship, 

jealousy, and the unpredictability of the abuse were tied together in the third theme. The 
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cultural aspect of the fourth theme "definition of manhood" explicated non-involvement 

in caretaking aspects of the pregnancy or the child by the partner. Several of the women 

explained that the partner used either cultural or religious mores to validate 

noninvolvement. The last theme, "health problems" was drawn from pregnancy outcomes 

including preterm birth, premature rupture of membranes secondary to battering, inability 

to gain weight, and women's reports of miscarriage. 

As an extension of a quantitative study, Mattson and Rodriguez ( 1999) chose to 

work with two focus groups of battered pregnant Latinas to explore personal meanings of 

battering and its causes, helpful interventions and resources, and the role of the Mexican 

culture in abuse. An overriding factor that the women perceived as contributing to abuse 

was partner alcohol intake or drunkenness. The women also identified a woman's 

willingness to stay because of the children, a history of violence in the batterer's family, 

socioeconomics, batterer jealousy, and the existence of another woman in the partner's 

life as contributing to the abuse. Because this was reported as part of a quantitative study, 

these themes were not discussed in great detail. 

Grounded theory methodology was used in a dissertation to examine women's 

perceptions of abuse during pregnancy and its effect on their decision making about 

health behaviors, health care, and the abusive relationship (Lutz, 2001). Preliminary 

analysis of nine interviews with six women suggested that women's perceptions and 

decisions about the relationship were influenced by the context of the pregnancy. Women 

described feelings about the abusive relationship as ambivalent and some described the 

birth itself as the point where feelings about the abusive partner and the relationship 
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changed. Some of the women saw pregnancy as something that bound them further to the 

abusive partner while others saw pregnancy as a happier, alternate focus for them [ rather 

than the abuse]. The use of unhealthy coping mechanisms such as alcohol, drugs, 

smoking, and disordered eating patterns also emerged. 

The Birth Experience 

In order to validate the need for this study, it was also necessary to review the 

literature as it pertained to the experience of birth. The literature in this area not only 

explored the birth experience overall: there were multiple specific branches of research 

including birth satisfaction, control, and support from the viewpoints of patients and 

nurses. Since this study was planned to speak to the meaning of the overall birth and 

immediate postpartum experiences of women who have experienced IPV, only the 

studies pertinent to the overall experience were reviewed. The literature specific to 

themes that emerged in this study has been addressed in the discussion section. None of 

the studies reviewed used intimate partner abuse as an independent or demographic 

variable, so it was impossible to know if either the quantitative responses or the words of 

the participants belonged to women who had experienced IPV. 

Quantitative Studies: The Birth Experience 

While the literature concerning IPV and pregnancy was primarily quantitative, the 

opposite was true for literature about the birth experience. The studies reviewed all 

sought to determine women's experiences of childbirth, but each had a different focus. 

While two of the studies explored the experience overall, a third sought out differences in 

the experience for women over age 35. Citing a gap in the literature, the fourth study 
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explored women's perceptions of the nurse's role during labor and delivery and tied the 

results to the women's experiences of birth. 

Using a questionnaire given to women one day after birth, Waldenstrom et al. 

(1996) tested 38 variables in a regression equation in an attempt to explain what 

contributed to a woman's overall birth experience. In the final model, six contributed 

significantly and explained 42% of the variation in women's satisfaction with the 

experience. These included (a) support from the midwife including sensitivity to the 

needs of the woman, (b) duration of labor, ( c) pain, ( d) expectations of the birth, ( e) 

involvement and participation in the birth process, and (t) surgical procedures. Support, 

involvement, and positive expectations of birth increased satisfaction with the experience 

while long labors, pain, and surgical procedures such as cesarean delivery, episiotomy, 

forceps, and vacuum extraction decreased satisfaction. Interestingly, while support from 

the partner was the second highest answer to an open-ended question about what 

contributes to the birth experience, it was not significant in the regression model. Support 

and care by the midwife was the most often given response to the question, followed by 

partner support, personal feelings of self-esteem and confidence, and feelings of control. 

In this study, 77% of the 295 women rated their birth experience as satisfactory and 10% 

considered the experience not satisfactory. Both primigravidas and multigravidas 

expressed high freedom of expression, high involvement in the birth process, high 

satisfaction with self, and high support from both partner and midwife. There were few 

significant differences between the two groups, however, primigravidas reported less fear 

of pain in labor and less anxiety (p=0.001, p=0.002 respectively) than did multigravidas. 
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Seventy-five percent of the women reported lost perception of time, ranging from short 

periods to having no perception of time at all. When questioned about panic during labor, 

approximately 27% reported no panic at all while 4% reported panic during most of the 

labor. The remaining women reported panic for a short moment or during some part of 

labor. Highlighting the need for participation in the birth process, ninety-five percent of 

the women wanted to either make decisions in labor themselves or to make them together 

with the midwife. 

A groundbreaking, oft cited prospective study of 825 women that explored the 

experience of childbirth used fulfillment, emotional wellbeing, and words used to 

describe the baby as outcomes as well as satisfaction with the birth overall (Green et al., 

1990). The results ofthis study, in which women were asked about both their 

expectations for birth and then what actually happened was one of the first studies to 

negate the "popular" belief that women with high expectation about birth were more 

likely to be disappointed. On the contrary, women who expected fulfillment from the 

birth were more likely to report achieving it (87%) than women who did not expect 

fulfillment (55%). Overall satisfaction with the birth experience was 65%, however, a 

disturbing 59% of the women reported feeling some depression since birth when 

surveyed at 6 weeks post delivery. The majority of women used positive adjectives like 

"alert", "responsive", and "content" to describe their newborns. When the relationship 

between selected intrapartum experiences and the four psychological outcomes were 

explored, the results were quite similar to those Waldenstrom et al. (1996) found six 

years later. Women who reported feeling more in control of both themselves and the staff 
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and who were more involved in decisions were more fulfilled and satisfied while women 

who had more obstetric interventions were less fulfilled and satisfied (p=0.001). Women 

who felt they were kept informed with the "right amount of information" were also more 

fulfilled and more satisfied (p=0.001). Emotional well being significantly correlated with 

the woman's ability to make decisions regarding major and minor interventions. Unlike 

the Waldenstrom et al. (1996) study, primigravidas were significantly (p=0.001) less 

satisfied than multiparas. 

Windridge and Berryman (1999) also found similar results in a study comparing 

both age and parity. Fifty-four women ages 35 and older (27 each primiparas and 

multiparas) and 53 women ages 20-29 (26 primiparas, 27 multiparas) were equally 

represented in both the outcomes of low, medium, or high satisfaction with the birth 

experience and on the Edinburgh Post Natal Depression scale. The women in the 35+ 

groups were more likely to acknowledge fear during labor that the baby's life might be at 

risk and also more likely to express satisfaction at how the staff dealt with actual 

problems although neither reached statistical significance. The younger mothers were 

more likely to blame others such as birth attendants for intervening in ways that made the 

pam worse. 

Only one of the studies reviewed delved into women's perceptions of the nurse's 

role in labor and delivery. In a study by Tumblin and Simkin (2001 ), nulliparous women 

were asked during the second week of prenatal class to list what they thought the nurse's 

role would be during labor and delivery. The resulting 17 4 items were then grouped into 

one of three categories: 1) direct supportive care activities, 2) direct clinical care 
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activities, and 3) indirect clinical are activities done outside the patient's presence. Just as 

in other studies reviewed, physical and emotional support rated highly (N=S0) with 

information and instruction giving rated second (N=39). Clinical care activities including 

monitoring the mother, baby and labor progress and technical tasks were also highly rated 

(N=36, 37, respectively). Low on the expectations of the nurse's role were indirect 

clinical care (N=9) and surprisingly, advocacy (N=3). The authors of this study felt that 

the results were incongruous with two studies done with obstetrical nurses to determine 

the nurses' role perceptions. The authors suggested that what women expect and what 

they receive might not agree. 

Qualitative Studies: The Birth Experience 

The qualitative literature reviewed for this study centered on multiple foci. The 

birth experience overall was researched in terms of women's current and long-term 

perceptions of the experience, issues of power, control and decision making, 

empowerment and birth, and the impact of caregivers, partners, and culture on the 

experience. While the majority of the birth experiences described center around vaginal 

birth, one study specifically looked at women's experiences of emergency cesarean 

delivery. Methodologically, the reviewed studies utilized phenomenology, grounded 

theory, and ethnography. Participants' stories were collected via taped interviews, focus 

groups, and narratives written by participants. Over half of the articles reviewed revealed 

themes centered on power/empowerment, identity, and control over self and/or the birth 

environment. 
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Current and Long-term Perceptions of Birth 

Halldorsdottir & Karlsdottir (1996b) used the metaphor of a journey to explore 

the essential structure of the lived experience of childbearing with 14 Icelandic women 

ages 23-42. The women had 28 children among them and told stories of birth as current 

as 2 months and as long ago as 20 years prior to the interview. Four categories emerged 

in the journey, each with two subthemes. The first category, 'before the journey's 

commencement' spoke to 'the influence of circumstances' in the women's lives as well as 

'the influence of expectations'. The exemplars chosen to illustrate the subthemes led the 

authors to believe that both circumstance and expectations could influence satisfaction 

with the birth as well as what came to be the second category, the 'sense of self during the 

journey'. The subthemes for this section included 'sense of being in a private world' and 

'perceived needs during the journey'. The needs described by the women echoed those 

found in much of the other birth experience literature: the need for a sense of control, the 

need for caring and understanding [by the care providers], the need for a sense of 

security. The sense of security was enhanced when women's needs to know what was 

going on were met and when the partner was present through labor and birth. The third 

category 'the journey itself described the time of 'travelling through labor' and 'travelling 

through delivery'. 'At the journey's end', the fourth category was comprised of'the first 

sensitive hours of motherhood' and 'the uniqueness of birth as a life experience'. The 

uniqueness and impact of positive and negative birth experiences were echoed in other 

studies of birth. 
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The long-term impact of the birth experience and the nature and consistency of 

memories of that experience were explored by Simkin (1991, 1992). These classic studies 

were frequently cited in both quantitative and qualitative studies reviewed for this section 

of the literature review. Twenty women were interviewed and filled in questionnaires 

shortly after birth and then anywhere between 14-21 years after the birth experience. Part 

o~e of the study (Simkin, 1991) specifically explored long-term perceptions of birth. 

After using a quantitative tool to evaluate satisfaction with birth, women were asked to 

describe the experience in their own words. Thematic areas were 'achievement', 'control', 

'self-esteem', 'memories of the physician', and 'memories of the nurse'. The women who 

were most satisfied with the birth experience described the birth in terms of 

accomplishment (achievement), being in control ( of both self and the environment), and 

increased self-esteem and confirmation of worth. Memories of the physician were mostly 

humorous or positive and most felt well supported by the nurse. In contrast, the stories of 

the less satisfied women did not speak of the sense of personal accomplishment and 

shared disappointment or anger at lack of control. Two diametric responses emerged in 

the self-esteem area: the women either gained increased assertiveness and self-esteem 

through the experience or had a lowered self-esteem. All of the women in the low 

satisfaction group shared negative memories of both physicians and nurses words and 

actions. Because the stories told were so vivid and full of detail, even after a decade or 

more, Simkin (1992) then explored the nature and consistency of these memories. 

Transcripts of the first and second interviews and of written narratives were compared. 

Much detail was lost over the years, especially related to "what time" events like rupture 
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of membranes occurred. There was considerable agreement between the two, despite the 

decrease in detail. A few of the women expressed some confusion over details of the first 

birth and those that occurred subsequently. Overall, the first stories tended to be more 

specific than the second. However, some women's second renditions of the birth 

experience were as vivid as the first, and in fact were almost word for word. Partners' and 

nurses' words and actions were particularly consistent. The positive or negative 

influences of the nurse were also consistent and detailed, as were the women's memories 

of the first contact with the baby. For some of the women, negative responses were 

elicited in the second interview that did not emerge the first time. Simkin believed this 

was a result of the "halo effect" of childbirth, where the joy and relief overshadows 

negative aspects of the birth. Later, the perception of birth events may change. Simkin 

postulated that the consistency of birth memories speak to the long-term effects of the 

birth experience and can serve as a guide for improved care. Later research found themes 

similar to those found by Simkin (1991) although none of the studies utilized the concept 

of long-term memories. 

Power, Control, and Decision Making During Labor and Birth 

An early study (DiMatteo et al., 1993) utilized six focus groups (N=41) to elicit 

stories about the events surrounding labor, birth, and the postpartum period. Five themes 

emerged. Many of the participants expressed a 'loss of autonomy and control', including 

having decisions made for them. Only a few of the mothers voiced being able to maintain 

personal control of the birth process. The second theme, 'unexpected physical pain' was 

uniformly expressed. 'Unexpected emotional reactions' comprised the third theme. Many 
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women self-criticized their performance during labor and birth. 'Financial pressures' and 

'support during labor and birth' comprised the last two themes. While some women 

stressed the importance of emotional support from partner and caregivers, others were 

less positive about support received. 

The role of decision making and thus control during labor and birth were foci of 

studies by VandeVusse (1999a) and Hall & Holloway (1998). Thirty-three birth stories 

told by 15 women ages 18-39 led VandeVusse (1999a) to describe four patterns of how 

control occurred and to tie them to six methods of decision making. Patterns of control 

ranged from unilateral decision making (by the provider) to joint decision making 

between the woman and the provider. 'Unilateral but contested' control by the caregiver 

forced women to disagree and make contested decisions either 'through refusal' of the 

caregiver's decision or 'through adaptation' to the decision that was made. In both of these 

contested instances, women expressed feelings of confusion, sadness, and anger. The 

second control pattern was one in which the caregiver still made the decision but that 

decision was 'unilateral and uncontested: through agreement'. Women expressed surprise 

about the unilateral nature of the decision making, but complied quietly with resignation. 

A third pattern of control involved no active decision-making. This was labeled 

'suspended control while waiting: through no active decision'. This "wait and see" attitude 

by the provider often served as a transition to shared decision-making. If the decisions to 

be made were non-urgent, the provider and woman continued to gather data and evaluate 

the situation rather than actively control the situation. This pattern of control did not seem 

to distress the women as the two unilateral patterns had. The fourth pattern of control, 
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'shared control' was either achieved 'through explanation' or 'through request'. When care 

providers chose to share information and offer explanations prior to joint decisions, 

women reported feeling heard and expressed positive emotional responses and 

participated actively in the decision making. Positive emotional responses were also 

obtained when either the woman or provider made a request of the other and discussion 

ensued before a decision was made. Even when the decisions were complex, the more 

control and input a woman had in the decision the more positive the experience. 

The experience of personal control was also explored in a more narrow study of 

women's perceptions of control during labor in water (Hall & Holloway, 1998). Five 

major categories emerged, including 'control', 'exercising choice', 'releasing inhibitions', 

'coping with pain', and 'experiencing fulfillment'. The authors felt that personal control 

appeared to have an effect on the other four categories, and that control was truly the core 

category. The participants expressed that personal control of the experience of labor was 

achieved if the midwife allowed them to take charge of the process. The dimensions of 

talcing control became subcategories and were discussed in detail. The first of these 

subcategories was 'gaining mastery of the situation'. This response was described in 

varied ways: some women saw it as an extension of everyday life, some saw it in the 

willingness of the midwife to relinquish control to the woman, while others felt they 

mastered the situation through information and explanations from the midwife. The 

second subcategory was specific to 'making decisions'. This included malcing decisions 

based on the woman's own wishes or by deciding to let the midwife make decisions for 

the woman. Women expressed more contentment with the outcome when either of the 
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above occurred because even if the midwife made the decision, it was at the woman's 

request, not forced upon her. The final subcategory was 'negotiating support'. The women 

appreciated the balance of support from the midwife and personal control. This proved to 

be empowering to the women as terms of care were negotiated on an ongoing basis. 

Support of the midwife was seen as integral to the woman being able to maintain 

personal control. 

Esposito (1999) interviewed 29 inner-city women ages 16-33 in order to describe 

the experiences of women who had given birth within two seemingly divergent birth 

cultures: the traditional hospital setting and a freestanding midwife-managed birthing 

center in a neighborhood in New York City. The women represented seven different 

countries. Hospital deliveries had occurred in the Bronx, Brooklyn, or Manhattan, NY. 

The author also used participant observation at the birthing center in data collection. The 

overriding theme elicited from the narratives was one of 'struggling to maintain control: 

searching for connections'. Common threads in all the narratives were a desire for 

personal care, respect, and some interpersonal communication. While not categorized as 

subthemes, diverse experiences concerning power and control, connectedness, and 

respect were discussed. The women spoke of a sense of isolation and loss of power and 

control during the hospital births as well as the inability to negotiate with care providers 

for decision-making. Themes of disrespect and devaluating behavior arose. The women 

felt that they had to struggle to maintain any control of the birth environment at all. In 

contrast, themes of connectedness and acknowledgement of the woman's personal 

expression were found when the women talked of the birthing center births. Rather than 
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struggling for control of the birth environment, women repeatedly spoke of a willingness 

to give up that control and go with the birth process because they were able to make 

choices that were best for them due to the midwives' respect for the woman's knowledge 

of her body. One woman summed up the difference by saying that the hospital took away 

her body and the birthing center gave it back. 

A somewhat different approach was taken to explore an experience that can be 

hard for women to assimilate due to loss of control and that has been linked to mental 

trauma and post traumatic stress disorder (PTSD). Ryding, Wijma, & Wijma (2000) 

explored 25 women's experiences of emergency cesarean delivery using interviews 

obtained a few days after the birth and then reinterviewing the women one to two months 

later. The second interview also included assessing for mental trauma and posttraumatic 

intrusive stress reactions. The narratives were analyzed using a time-spatial model from 

disaster psychiatry. The women's thoughts and feelings were grouped based on six 

different time periods in the experience beginning with arrival at the delivery ward and 

before suspecting the need for a cesarean, continuing through the surgery, and ending 

with holding the baby for the first time. Four patterns of experience emerged from the 

interviews: (a) confidence whatever happens, (b) positive expectations turning into 

disappointment, ( c) fears that come true, and ( d) confusion and amnesia. The women 

whose stories made up the first pattern one spoke of having participated in the decision 

for cesarean and feeling in control. None of the women reported mental trauma at the 

time of birth and none showed evidence of PTSD at the second interview. The women 

making up the second pattern of experience had the most episodes of posttraumatic 
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intrusive stress reactions ( 5 of 7). All of them spoke of mental trauma associated with the 

birth experience. Themes of dashed hopes, hurt, and anger emerged with this group. 

Women whose stories comprised the third pattern described a sense of mental trauma at 

the birth and three of nine showed signs of PTSD. The women spoke of suspecting 

problems, often worse than what arose, and expressed a sense of relief along with fear 

when the need for an emergency cesarean was disclosed to them. The women whose 

stories were called 'confusion and amnesia' were ill on arrival to the labor ward and lost a 

great deal of memory. Three of the four women did identify mental trauma associated 

with the birth experience, but none suffered from PTSD. 

Empowerment and Birth 

In the previous studies, birth was often noted to be an empowering experience. 

This concept was explored in more detail by other researchers. A study of 50 Australian 

women's birthing narratives explored orientation to first and subsequent births according 

to social class (Zadoroznyj, 1999). The narratives revealed that activism in the realms of 

control and decision-making were influenced by social class in first births. However, 

regardless of social class, the birth experience itself marked a major shift in many 

women's identities and led to the choice to exert increased control and decision-making in 

subsequent births. 

Birth as an empowering experience was also an overarching theme in a study 

done by Callister et al., (2001). To describe the lived experience of birth, 20 Finnish 

women were interviewed shortly after birth. The women's stories led to three themes that 

all spoke to the potential for birth to change a woman's life. The first, 'the bittersweet 
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paradox of childbirth' concerned the creation of a new life within the context of birth, 

which can be difficult. Confidence in their own strength and resilience as well as the 

ability to handle the pain of labor led to the theme of 'maternal self-efficacy'. One woman 

reiterated what had been said in other stories: even though she didn't want her partner to 

touch her or talk to her when the pain was greatest, it was important that he was present 

for the labor and birth. The thought of birth as a type of rebirth for the woman and the 

positive and emotional aspects of first seeing and touching the newborn served as 

examples of the third theme, 'childbirth as a transcendent experience'. The confidence 

gained overall from the experience influenced not only coping in labor and birth, but also 

the women's perceptions of birth overall. 

'The bittersweet paradox of childbirth' was also a theme in an earlier study done 

by the primary author (Callister & Vega, 1998). Exploring the birth experiences of 

another ethnic group, the researchers interviewed 30 Guatemalan women to find cultural 

meanings of birth. The women were interviewed in the early weeks after birth in Spanish. 

The participants in this study shared the idea that pain and happiness coexist, leading to 

the theme, 'the bittersweet paradox of childbirth'. Two other themes emerged, both related 

to the cultural importance of religion/spirituality. The first, 'a sense of the sacredness of 

childbearing' emerged from phrases that describe the gifts God gave women when 

children are conceived. Closely tied to this was the theme of 'the need for reliance on the 

Lord to ensure positive outcomes'. The women discussed praying to God for safe passage 

for themselves and their children and the belief that God could do this. 
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The potential for birth to serve as an empowering or disempowering time in a 

woman's life was linked to caring and uncaring encounters during birth in a study by 

Halldosdottir & Karlsdottir (1996a). The authors explored the essential structure of caring 

and uncaring encounters with providers using stories of21 births (N=lO). An overriding 

category of "empowerment or discouragement" emerged along with four categories. Two 

of the categories described the nurse midwife's role and two spoke to the effects of a 

caring or uncaring midwife. When the midwife was caring, she was 'an indispensable 

companion on the journey through labor and delivery'. When uncaring, the midwife was 

perceived as 'an unfortunate hindrance on the journey through labor and delivery'. If the 

women's perception of the encounter with the midwife was perceived as caring, the 

women expressed 'the sense of being empowered'. On the other hand, if the perception of 

the encounter was one of uncaring, the women expressed 'the sense of being discouraged'. 

The narratives were also used to elicit traits and definitions of caring and uncaring as they 

pertained to the midwife. The caring midwife displayed competence ( skills, knowledge, 

communication), a genuine concern and respect for the woman (includes giving of self, 

encouragement, support, and respect), and a positive mental attitude ( cheerful, positive, 

trustworthy, understanding). The women described uncaring midwives as displaying a 

lack of competence (rough, ineffective communication, lack of flexibility), a lack of 

genuine concern and respect for the woman as a person (thoughtless, strict rules/routines, 

indifferent, non-supportive, in a rush) and negative character traits (gloomy, cold, unkind, 

harsh). The women in the study gave multiple examples to elaborate on the traits and 

definitions. The women in the study also shared that caring and uncaring encounters had 
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long-term effects on women's emotions and on choices for future childbirth experiences, 

including whether to have any more children or not. The authors concluded that women 

need a competent and caring professional in labor who offers direction, cooperation in 

decision making, and who helps women understand what is going on. Although a birth 

may be technically a success, the woman may not necessarily perceive it as a positive 

experience. Lastly, uncaring encounters led to long-term feelings of distress, hurt, anger, 

and failure while caring encounters produced feelings of success, connection, and joy. 

Women's feelings about the birth experience were not just related to a caring 

interchange with the provider during labor and birth. How women experienced presence 

of a partner during labor and birth was the focus of a research study by Bondas-Salonen 

(1998). Forty Finnish women were each interviewed before, during, and after birth, as 

well as up to 2 1/2 years later for nine of the women, resulting in 80 interviews. Three 

broad categories emerged, each with several themes. The categories were entitled 

'communion', 'strength', and 'two worlds'. The subthemes for 'communion' revolved 

around the partner showing concern, sharing joy and worries, participating in both the 

preparation for and the actual birth, and the creation of a family. The women believed 

that the presence of the partner was so different from support from staff or others that 

even when insulted by the partner for any reason, that presence was preferred to being 

alone. Subthemes of caring made up the category 'strength'. The partner's caring presence 

helped to alleviate loneliness, pain, fear, and anxiety and served as a source of strength to 

help the woman endure the labor and the pain associated with labor. The last category 

'two worlds' had three different subthemes and described the men's role in birth as it 
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related to the health care culture and frequent feelings that the partner was treated as an 

outsider. The fourth subtheme elucidated the beliefs the women had that having the 

partner present would change the partner's view of the woman, the child, and life itself. 

Intimate Partner Violence and Childbirth Experiences 

Only one study had qualitatively explored IPV and the birth experience (Records 

& Rice, 2002). Seven Hispanic women who disclosed previous or current abuse were 

recruited from a rural prenatal clinic and were individually interviewed by a nurse in the 

woman's primary language. Van Kaam's psychophenomenologic method was used to 

analyze the interviews. Four basic experiences were identified. The first of these was 

labeled 'a physiologic kindled response' in which all the women discussed severe and 

unrelenting pain during labor, far beyond the pain that was expected by the women. 

'Social context' was found to be an important part of the experience of childbirth. The 

women described both supportive and unsupportive family interactions and behaviors in 

this thematic area. Women also reported the lingering effects of abuse from family 

members and partners on the birth experience. The third facet of the experience was 

'normative emotional response' in which women described fear for health of their infants, 

of pain, and of medical procedures. While normative for all women, the authors of the 

study felt that these normative responses served as emotional triggers for a 'kindled 

hyperemotional response', the fourth theme. Depression, anxiety, and/or panic were the 

main descriptors of this response. For many of the women, the experiences surrounding 

birth were reminiscent of past abuse experiences as children and adults. Several reported 

that they knew they should be happy, but emotional isolation prevented happiness. 
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Summary of Review of the Literature 

Quantitative Studies: IPV and Pregn.ancy 

The quantitative research literature regarding IPV and pregnancy has followed a 

necessary path. Originally, there was a need to establish prevalence rates in adults, teens, 

and within ethnic groups. For all women, the rates of abuse during pregnancy range from 

3.9% to 17% (Helton et al., 1987; Hillard, 1985; Mcfarlane et al., 1996b; Mcfarlane et 

al., 1992; Muhajarine & D'Arcy, 1999). The wide disparity in these numbers can be 

attributed to the method in which women were asked about abuse as well as the number 

of times women were asked about the abuse during the pregnancy. Face to face 

interviews produced significantly higher affirmative responses to questions about abuse 

status than did the use of intake forms that were just filled out by clients. Higher 

reporting occurred when women were asked more than once during the pregnancy. It has 

been hypothesized that as women develop a trusting relationship with care providers they 

are more likely to divulge IPV (Covington et al., 2001; McFarlane et al., 1991; Shumway 

et al., 1999). The literature also revealed that abuse during pregnancy was higher in 

African American and Caucasian women than in Hispanic women. The more acculturated 

[to the dominant culture] Hispanic women were, the more likely they were to report 

abuse (McFarlane et al., 1996a, 1996b; Mattson & Rodriguez, 1999). While none of the 

studies addressed prevalence in Native American women, a study from Canada disclosed 

that aboriginal women were almost three times more likely to report abuse than 

nonaboriginal women (Muhaj arine & D'Arcy, 1999). The prevalence literature also 

revealed that adolescents are more at risk for abuse than adult women. The prevalence 
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rate in studies of teenagers ranged from 10% to almost 22% (Covington et al., 2001; 

Curry, 1998; Gessner & Perham-Hester, 1998; Parker et al., 1993; Renker, 1999). As 

with pregnant women in general, the variance in the rates was dependent on the method 

of obtaining the information as well as the number of times women were asked about 

abuse. 

Once prevalence was established, the need to definitively establish the 

biopsychosocial ramifications of IPV in the perinatal period arose. Multiple studies 

indicated that women who had been abused were between almost 2.0 and 2.5 times more 

likely to experience delayed entry into prenatal care than women who had not been 

abused, and that entry was most often delayed to the third trimester. In addition, women 

who had been abused were between 1.5 and 2.5 times more likely to have sporadic care 

no matter when prenatal care begins than did women who were not abused (Dietz et al., 

1997; Mcfarlane et al., 1992; Mcfarlane et al., 1996a; Muhajarine & D'Arcy, 1999). 

When entry into care was explored by age, inconsistent findings were revealed (Dietz et 

al., 1997; Parker et al., 1993). 

The use of alcohol, tobacco, and illicit drugs, all of which can have deleterious 

outcomes for the fetus/neonate, has been extensively explored in the research literature. 

Overall, women who were abused had significantly higher incidences of smoking, use of 

alcohol, and use of illicit drugs during pregnancy than did women who were not abused. 

(Curry, 1998; Martin et al., 1996; Martin et al., 1999; Mcfarlane et al., 1996a, 1996b ). 

Women who were abused during pregnancy were also significantly more likely to abuse 

multiple substances as well as significantly less likely to cease abuse when pregnancy 
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was discovered (Martin, English, et al., 1996; Martin, Clark, et al., 1999). Differences in 

rates of smoking, alcohol, and drug use by ethnic group varied across the studies. 

Another biopsychosocial issue addressed by the literature is the relationship 

between abuse in the perinatal period and maternal stress. Women who were abused 

reported more stress, less support from partners, less support from others, and lower self

esteem than women who were not abused (Curry, 1998; Curry & Harvey, 1998). 

Stratification into ethnic groups in the Curry (1998) study revealed no differences in 

these outcomes between Caucasian and African American women. Although self-esteem 

was not addressed in a study by Mujarine and D'Arcy (1999), results concerning stress 

identification and support systems were congruent with other stress related studies. 

For many years, obstetric and emergency room staff as well as advocates of 

women who were abused had seen first hand the sequellae of abuse in the perinatal 

period. In the last ten years, researchers have begun to appreciate the need to evaluate 

pregnancy risks and complications related to perinatal IPV to add to the knowledge base. 

Preterm birth was the most common sequellae of perinatal IPV, especially if the abuse 

was physical and severe or if the abdomen was a target for blunt trawna. The risk of 

preterm birth ranged from twice to almost four times as likely for women who 

experienced abuse than for women who did not (Covington et al., 2000; Jagoe et al., Pak 

et al., 1998; Shumway et al., 1999). The outcomes of increased risk of premature rupture 

of membranes and abruptio placenta were inconclusive. Pak et al. (1998) found that these 

outcomes were significantly more likely in women who reported abuse during pregnancy. 

No significant difference was found by Shumway et al. (1999), although the incidence of 
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these outcomes was higher if women were abused. Only one study (Renker, 1999) 

addressed miscarriage as an outcome and women who were abused in pregnancy had a 

rate of previous miscarriage that was higher than that of women who were not abused. 

The most common sequellae of perinatal IPV for the neonate was low birth 

weight. It was also the one with the most confounding variables. The prevalence of 

smoking, alcohol, and drugs as well as the effects of stress on fetal growth were 

discussed earlier in the summary. Prematurity and abuse have been linked. Research also 

indicated that women who were abused gained significantly less weight in pregnancy 

than women who were not abused (Mcfarlane et al., 1996a; Renker, 1999) Each of these, 

both individually and interactively, may contribute to low birth weight. Consequently, 

research findings support and do not support a link between perinatal IPV and LBW in 

fairly equal proportion. Several studies, including a meta-analysis, found that infants of 

women who experienced perinatal IPV weighed significantly less than infants whose 

mothers were not abused (Curry & Harvey, 1998; Mcfarlane et al., 1996a; Murphy et al., 

2001; Renker, 1999). 

The most extreme outcome of perinatal IPV has been the murder of the mother, 

and subsequently, often the fetus. Death from intentional trauma accounted for 43% of 

pregnant women whose autopsy reports were reviewed over an eight year period, just 

behind medical complications (Krulewitch et al., 2001). Women abused during 

pregnancy were three times more likely than women who were not abused to be victims 

of attempted or completed femicide. When stratified by ethnicity, the risk ratio for Black 

women was almost four times that of white women (Mcfarlane, Campbell, et al., 2002). 
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Knowledge of both prevalence and outcomes led to the development, 

implementation, and testing of nursing interventions during pregnancy. Informational 

nursing interventions were found to significantly increase safety behavior (Mcfarlane et 

al., 1998) and to significantly decrease the incidence of both physical and nonphysical 

abuse up to 18 months postpartum as well as increase resource use (Mcfarlane et al., 

2000; Parker et al., 1999). While the interventions tested and compared in each of these 

studies differed as to what information was given to the subjects, the safety plan was a 

common denominator to each intervention that produced significant differences in 

outcomes. 

Qualitative Studies: IPVin Pregnancy 

There has been very little qualitative research, and what has been done has 

explored women's perceptions of IPV during pregnancy, rather than labor and birth. 

Three of the four studies reviewed included "jealousy of the child" as a theme. Women's 

beliefs about why partner abuse occurred in the perinatal period included jealousy of the 

unborn child, anger at the effects of pregnancy on the mother, anger and resentment 

toward the unborn child, continuance of ongoing abuse, the need for the partner to have 

control, the partner's definition of manhood, and alcohol abuse by the partner (Campbell 

et al., 1995; Campbell et al., 1998; Mattson & Rodriguez, 1999). A doctoral study (Lutz, 

2001) suggested that women's decisions about health behaviors, health care, and the 

abusive relationship are influenced by the context of pregnancy. Pregnancy was seen as 

either an increased bond to the partner or a happier, alternative focus to the partner's 

82 



abuse. The use of unhealthy coping mechanisms such as smoking, alcohol use, drug use, 

and disordered eating also emerged. 

Contrary Findings: IPV in Pregnancy 

Contrary findings existed in the areas of entry into prenatal care, incidence of 

smoking, preterm birth, and neonatal low birth weight. Two studies found no significant 

difference in the timing of entry into prenatal care and number of prenatal visits between 

women who were and women who were not abused (Curry & Harvey, 1998; Mattson & 

Rodriguez, 1999). A study by Grimstad et al. (1999) refuted studies reporting that 

smoking was significantly higher in pregnant women who were abused than in those that 

were not. Instead, smoking habits were associated with the smoking habits of the partner. 

One contrary study (Grimstad et al.) found no significant difference in the incidence of 

preterm birth for women who were and women who were not abused. The primary 

neonatal outcome, low birth weight, was the most contested effect of perinatal IPV. Two 

case control studies (Grimstad et al.; Jagoe et al., 2000), a separate study that analyzed 

LBW independent of prematurity (Covington et al., 2000) and a study stratified by level 

of abuse (Shumway et al., 1999) did not support the hypothesis that women who were 

abused have significantly smaller babies than women who were not abused. 

Although commonalties of experience may exist, the experiences of each 

participant in qualitative studies are unique. Each person's story is considered to be the 

truth for that person. Therefore, no contrary findings will be discussed. 
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Quantitative Studies: The Birth Experience 

While the literature on IPV and pregnancy was heavily balanced toward 

quantitative work, the opposite was true of the literature on women's experiences of 

childbirth. Issues of control and involvement in the birth process arose in all of the 

studies. Two studies sought to determine factors contributing to fulfillment and 

satisfaction with birth or conversely, to lack of fulfillment and dissatisfaction (Green et 

al., 1990; Waldenstrom et al., 1996). Factors that contributed significantly to fulfillment 

and satisfaction included support from the midwife that included sensitivity to the 

woman's needs, involvement and participation by the woman in the birth process, control 

of both self and the process, being kept informed, and positive expectations of the birth 

experience. Long labors, surgical interventions [ cesarean delivery, forceps, and 

episiotomy ], pain, lack of control, and low expectations of satisfaction contributed 

significantly to dissatisfaction and lack of fulfillment. A study comparing women over 

age 35 to those under 35 found that regardless of parity women over 35 were more likely 

to acknowledge fear for the baby during labor and to express satisfaction with how the 

staff dealt with problems. Women under 3 5 more often blamed others for interventions 

that caused pain (Windridge & Berryman, 1999). Only one study explored women's 

expectations of the nurse's role in labor and birth (Tumblin & Simkin, 2001 ). Physical 

and emotional support as well as information and instruction giving were highly rated, as 

were clinical care activities. Low expectations included indirect clinical care, such as 

consulting the doctor, and surprisingly, advocacy. 
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Qualitative Studies: The Birth Experience 

Current and long-term perceptions of labor and birth were explored by 

Halldorsdottir & Karlsdottir (1996b) and Simkin (1991 ). The influence of expectations of 

and circumstances during the birth emerged as well as the need for a sense of control, 

caring and understanding from both caregiver and partner, and for a sense of security. 

The uniqueness of birth and the impact of positive and negative birth experiences were 

found in the women's stories as well. The nature of long-term perceptions of these 

experiences was explored by Simkin (1992), who found that while details such as times 

events occurred were lost over time, there was considerable agreement in birth stories 

told by women shortly after birth and then again a decade or more labor. Some birth 

stories were retold almost word-for-word with the original stories. Birth stories of women 

were used to elicit four patterns of control and six methods of decision making 

(V ande Vusse, 1999a). Women who reported less control and lack of decision making 

expressed feelings of confusion, anger, and sadness. Women who were more involved in 

decisions were less distressed and described birth in positive terms. The overarching 

themes of control and of contentment when women were involved in decisions were also 

present in a study of laboring in water (Hall & Holloway, 1998). These themes, along 

with the importance of connection and respect were echoed in stories of women who 

gave birth in a free-standing birth center after having previous hospital births (Esposito, 

1999). The experience of emergency cesarean delivery elicited themes that were more 

negative (Ryding et al., 2000). Only one pattern, 'confidence whatever happened', caused 

minimal distress to women because the women perceived a sense of control and 
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participation in the choice for cesarean. The three other categories spoke of 

disappointment, fear, and even confusion and amnesia. Mental trauma and stories of fear, 

anger, and loss of hope were common. However, some women also spoke of relief along 

with the fear when told a cesarean was necessary. 

The empowering, or conversely, the disempowering nature of birth was an 

overarching theme in multiple studies. Birth was described as a form of empowerment 

regardless of social class (Zadoroznyj, 1999), as a type of rebirth for the woman, and as a 

transcendent experience which increased maternal confidence (Callister et al., 2001). The 

potential for empowerment or disempowerment was linked to caring and uncaring 

encounters with care providers. Halldosdottier & Karlsdottir (1996a) found that caring 

midwives serve as indispensable companions in labor and birth that empower birthing 

women. Conversely, uncaring midwives were seen as unfortunate hindrances in labor and 

birth and served as sources of discouragement for birthing women. Both positive and 

negative encounters led to long-term feelings of success and joy or failure and hurt, as 

had been found in multiple other studies, both quantitative and qualitative. Women in one 

study perceived presence of the partner as very different from support from providers and 

staff (Bondas-Salonen, 1998). Categories of communion (between partners), strength, 

and the role of men in birth emerged. Partner presence was so important to the women 

that even when a partner was insulting, that was better than not having him present at all. 

Contrary Findings: The Birth Experience 

Waldenstrom et al. (1996) found that while primigravidas reported significantly 

less fear of pain in labor and less anxiety than did multigravidas, there was no difference 

86 



in overall satisfaction with the birth experience. This contrasted with earlier findings by 

Green et al. (1990) that primigravidas were significantly less satisfied with the birth 

experience than were multigravidas. While not a contrary fmding per se, one qualitative 

study elicited themes found in no other. Birth stories of Guatemalan women (Callister & 

Vega, 1998) centered around the need to rely on God during birth and on the sacredness 

of childbirth. 

The Intersection of Perinatal IPV and the Birth Experience 

One culture specific study explored the intersection of IPV and the birth 

experience (Records & Rice, 2002). Four basic experiences emerged from interviews 

with seven Hispanic women. Basic experiences emerged as the women told of severe, 

unrelenting pain beyond expectations and hyperemotional responses which included 

depression, anxiety, and panic. Supportive and unsupportive interactions with family and 

fear for the infant's health as well as fear of pain and procedures comprised the other 

basic experiences of the women. 

In summary, the literature has informed nursing about multiple issues surrounding 

intimate partner violence in the perinatal period but has not addressed the birth 

experience. Most of that research has been quantitative. While the majority of the 

literature concerning the birth experience has been qualitative, these studies have not 

been specific to the experiences of women who experience IPV. Only one very recent 

study (Records & Rice, 2002) did this. Consequently, the information nurses learn about 

caring for women in labor, birth, and the immediate postpartum area has been based on 

research done on women in general. The literature review of IPV and pregnancy revealed 
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dual gaps: a content gap and a methodological gap. The birth experience literature also 

revealed a content gap. This study sought to begin to close those gaps. 
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CHAPTER III 

Procedure for Collection and Treatment of Data 

Overview 

The purpose of this feminist interpretive study was to discover meanings of labor 

and birth and the immediate postpartum period to women who experienced perinatal 

intimate partner violence (IPV). Women were asked to recall their labors, births and early 

postpartum experiences in order to begin to develop a knowledge base upon which to 

build nursing interventions. A hermeneutic phenomenological method with a feminist 

perspective was used to achieve this purpose. 

Participants were women who had experienced intimate partner violence in one or 

more pregnancies. The participants were asked to share stories of their labors and births 

as well as stories of the immediate postpartum period within the context of intimate 

partner violence. The participants were also asked to describe ways they believed nurses 

could make the birth process and immediate postpartum period more positive for women 

who have experienced IPV. Analysis was conducted using hermeneutic techniques, 

searching for emerging patterns and themes and comparing them constantly both within 

and across narratives for similarities and differences. 

In this chapter, the original plan for implementing the study is discussed including 

design, setting, participants, and data generation strategies. A discussion of van Manen's 

(1990) six research activities, which guided analysis, follows. The chapter concludes 
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with a discussion of the protection of the participants and with steps to ensure 

methodological rigor. 

Research Design 

Methodology has been called the "theory behind the method" (van Manen, 1990, 

p 29). The word comes from the Greek logos (study) and hodos (way). It is the study of 

the way. Methodology differs from method, the procedures used when conducting 

research. Choice of the methodology to explore any phenomenon of interest should be 

based on the topic to be studied, the gap in the research literature, the researcher's 

personal philosophies as a nurse and as a woman, and the type of nursing knowledge the 

researcher desires to generate from the study. Taking all these things into consideration, a 

hermeneutic phenomenological approach was blended with feminist methodology to 

guide this research project. In order to emphasize the applicability of this approach to the 

proposed study, a brief review of phenomenology, hermeneutics, and feminist research 

follows along with an argument delineating the approach's compatibility with nursing 

practice and thus nursing research. 

Phenomenology 

van Manen (1990) has defined phenomenology as "the study of the lifeworld - the 

world as we immediately experience it pre-reflectively rather than as we conceptualize, 

categorize, or reflect on it" (p. 9). A focus on individual lived experience elicits shared 

meanings and commonalties, yet also acknowledges differences (Byrne, 2001 ). The aim 

of phenomenology has been to bring a deeper understanding of the nature or meaning of 
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each person's everyday experiences. The text developed from phenomenology is both a 

reflexive re-living and a reflective appropriation of something that holds meaning, rather 

than an introspective retelling of the experience. The stories told from this reflective 

stance might then used in a systematic attempt to uncover and describe the nature or 

essence of the experiences as they are lived in the everyday world. In phenomenology, 

research and writing have been intertwined, and the words describing the experience have 

been considered to be an "original singing of the world" (Munhall, 2001; van Manen, 

1990). Phenomenology has been tied to hermeneutics in the systematic attempt to 

uncover and describe, and then write, the nature or essence of the experiences. 

Hermeneutics (interpretive phenomenology) 

Hermeneutics refers to a systematic interpretation of textual language, which can 

be used to increase understanding of human experiences and practices (Byrne, 2001; 

Draucker, 1999). The task of hermeneutic methodology has been to bridge the distance 

between minds and to reveal what is in the other mind. However, it is not simply 

reconstruction within the context of the other's mind. To comprehend meaning, the 

researcher and eventually the reader must have truly listened to what was being said, not 

just to what was physically heard (Gadamer, 1976). Leonard (1989) described the goals 

of hermeneutic research as seeking to understand everyday experiences, fmding 

commonalties in meanings, skills, practices and experiences, and finding exemplars or 

paradigm cases that "embody" those meanings. Hermeneutics should not be used to look 

for causation, rather its purpose is to discover the hidden, often taken-for-granted 
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meanings that have arisen from the everyday life experiences described in 

phenomenological telling. Analysis using hermeneutics assumes that the researcher has 

developed a preliminary understanding of the phenomenon being studied. Through 

analysis, a deeper and richer understanding could be gained. This new understanding is 

then used to examine parts of the whole, and then to reexamine the whole using what has 

been gained from examining the parts. Hermeneutics has espoused there is no privileged 

view, recognizing that the researcher has been affected by time and context just as the 

participants who live in the phenomenon have been. However, the researcher cannot 

blindly accept the prejudices (preunderstandings) embedded in the context. Rather, the 

researcher remains open to the meanings of the text (Gadamer, 1960/1989). The acts of 

gathering (phenomenology) and interpreting (hermeneutics) have been acknowledged as 

interwoven parts of the same process, which has viewed participants in the research as 

collaborators in both description and interpretation. 

Feminist Methodology 

The desire to remove power imbalances between the researcher and the subject 

through collaboration has been a hallmark of feminist methodology. Methodologically, 

feminist research begins with the standpoints and experiences of women as they live their 

lives. This methodology has taken a "value-laden" as opposed to "value-free" stance, 

which is congruent with hermeneutic phenomenology, and challenges taken-for-granted 

conceptual categories and stereotypes. There has been a commitment to hearing women's 

experiences from their own perspectives rather than that of the dominant paradigm. The 
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questions asked have been designed to look for commonalties, as well as differences, 

between women in order not to marginalize women further. This does not mean, 

however, that what the women have said must be fit into pre-developed categories: 

rather, the categories/themes emerge from the women's words. The process of collection, 

interpretation, and use of the data have been and always will be inherently political 

activities done with the explicit purpose of improving the lives of women (Bograd, 1988; 

Sigsworth, 1995). Benner (1994), while not speaking specifically to the feminist aspects 

of hermeneutic phenomenology, described the goal of interpretive phenomenology as one 

that seeks to understand the lifeworld in a respectful manner while critically evaluating 

what is oppressive, ignorant, or troublesome from the perspective of the participants. The 

researcher and participant are then able to identify sources of innovation and liberation 

within everyday [ nursing] practices. 

Compatibility with Nursing Practice 

Compatibility with nursing practice was a primary reason that this research design 

was chosen. Phenomenological inquiry has given practicing nurses the opportunity to 

find meaning in and to better understand everyday practice situations and enables nurses 

to change their own actions (practices) or the practices of others based on that 

understanding. Social and political contexts in which both patient and nurse dwell could 

be accessed through interpretive phenomenology (Van der Zalm & Bergum, 2000). 

Lawler (1998) put forth that unless nurses know what meaning people attach to disruptive 

life events their [nurses] ability to help patients would be compromised. Consistent with 
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holistic nursing practice, interpretive phenomenology has studied the person in context 

rather than looking at isolated variables and then trying to put those variables back 

together. Meaning has not been formed in bits and pieces, rather it has been found in the 

transaction between the individual and the situation (Benner, 1985). 

Patriarchy, in the form of medical paternalism, has long been witnessed by and 

directed at both patients and nurses. Interpretive phenomenology has made the voices of 

women heard, both personally and politically, as the results of such studies were shared 

with colleagues. If the reading of an interpretive text has caused changes in individual 

practice by affecting nursing interventions and interactions with patients, families, and 

administration, the real possibility then exists that social conditions and power 

relationships in health care delivery might also be affected. Social change could be 

brought about through the shared meanings of research participants, the researcher, and 

the reader (Allen, 1995; Lutz et al, 1997). A feminist interpretive design seemed to be 

appropriate for the phenomenon of intimate partner violence and its meanings in labor, 

birth, and the immediate postpartum. The question then arose as to what was the best 

"method" for implementing a feminist interpretive (hermeneutic) study? 

Plan for Implementing the Method 

Gadamer (1960/1989) asserted that the method of hermeneutic phenomenology is 

that there is no method. However, the tradition of phenomenological research has allowed 

for a set of guides and recommendations to guide inquiry. The study was guided by van 

Manen's (1990) six research activities of hermeneutic phenomenology to construct an 
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interpretation of the nature of the human experience of labor, birth, and life in the 

immediate postpartum period with women who have experienced intimate partner 

violence. A feminist interpretive stance also guided the research and I hoped that the co

created interpretations of the lived experiences would be used to empower women living 

with violence, enhance perinatal nursing practice, and challenge oppressive paradigms in 

the lives of pregnant and non-pregnant women, nurses and society at large. 

Setting/Recruitment Sites 

I planned to recruit participants from women's shelters in two cities in the South 

Central United States. A flyer (Appendix A) was posted at each of the shelters and at the 

outreach offices associated with those shelters. The flyer introduced the study and asked 

that women who wished to participate to call me to discuss the study. 

Participants 

I planned to invite women who had experienced IPV at any point in the perinatal 

period to join the study. Women under age 18 were required to be married, and thus 

emancipated minors, to participate. Participant variation would be sought in terms of ages 

of children, ethnicity, class, number of pregnancies, and marital status. If purposive 

sampling did not provide these variations, I planned to use the snowball technique by 

asking participants to recommend the study to other women, who would then contact me. 

The target number of participants was ten to twelve. If data saturation was reached prior 

to this number, I planned to interview and include in the study any women who had 

already agreed to participate. 
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Data Generation Strategies 

I originally planned that data would be generated through semi-structured, face

to-face dialogues with participants. Demographic information would also be collected 

(Appendix B). The use of face-to-face interviews was chosen to enhance the development 

of a sharing relationship with the participant and to enable the researcher to seek more 

detail in the women's stories that would other data collection techniques. This technique 

was also chosen to allow me to note non-verbal responses to questions. I anticipated that 

the semi-structured nature of the interviews would give participants the freedom and 

flexibility to recall the experiences from their own perspectives and to reflect upon those 

experiences if they chose (Levesque-Lopman, 2000; Reinharz, 1992). 

The choice of this technique for eliciting data was also chosen for the benefits to 

the participants, which is consistent with feminist research. Hutchinson, Wilson, and 

Wilson (1994) have explicated seven benefits (italicized) of the use of in-depth 

interviews to elicit stories of participants. When this technique is been used, participants 

have the opportunity to express personal thoughts and feelings, which provides a sense of 

catharsis, or relief. Should the participant decide to share details that have been kept 

secret, the secret loses its power. The participant is able to self-acknowledge, validating 

integrity and worth. This is particularly vital in the case of the participants of this study, 

as women who have been in violent relationships often experience a sense of not being 

heard and may exhibit a decrease in self-esteem. The use of interviews to improve 

nursing care has the potential to develop the participants' sense of purpose because what 
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is said will be shared with other health professionals and has the potential to improve the 

care of others. The co-creative process of the interview encourages the participant to 

think about and understand her experience in new ways, increasing self-awareness. This 

is consistent with the hermeneutic philosophy. The telling of one's story can be 

empowering, leading to change for the participant. The interview may also provide a 

source of healing. Lastly, in-depth interviews provide an opportunity to give voice to the 

voiceless or disenfranchised, which is a major tenet of feminist research. Although the 

telling of stories by the participants also carried risks such as retraumatization due to the 

sensitive nature of the topic of intimate partner violence, a goal of this study was that the 

benefits to the participants would far outweigh those risks. 

I planned to share my belief with the participants that they are the experts in the 

phenomenon and to treat them as co-researchers, consistent with both feminist 

methodology and hermeneutic phenomenology (Gray, 1999; van Manen, 1990). 

Participants were told outright that their stories would be used to improve care for women 

in the perinatal period. I planned to reiterate that the participant was invited to share as 

much, or as little, of her story as she desired. The original design of the study called for 

the participants to be asked to "Talk about what it was like for you when you were in 

labor and giving birth to your child." Next they would be asked to "Tell me about what it 

was like for you while you were in the hospital after the birth of your baby. "Lastly, the 

participants would be asked, "Is there anything else you would like to add?" I hoped that 

by seeking narrative accounts of the experience using general questions rather than a list 
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of specific questions would encourage the participants to give more details and to talk 

about what mattered about the experience. In addition, the use of general questions would 

aid in reducing power imbalances because the participant shapes the telling of the story. I 

also hoped that open listening and conveying a genuine interest in what the participants 

had to say would reaffirm that the participant, not the researcher, is the expert in the 

phenomenon (Benner, 1994 ). 

The interviews were anticipated to last approximately one to one and a half-hours. 

Following the philosophy of hermeneutic phenomenology, I planned to accept whatever 

the participants were willing to share as the reality of their experience. Probes to increase 

the richness of response would be developed as the dialogues progressed and from the 

ongoing analysis of earlier interviews . A schedule of interview questions that might be 

used to clarify or supplement the women's stories was developed as part of the 

Institutional Review Board packet and is included in Appendix C. Because I planned to 

make the participants aware that I am a nurse, it was anticipated that the participants 

might have questions concerning labor and birth experiences. I planned to tell the 

participants at the outset of the interviews that if any questions arose in conversation, 

they would be noted and answered at the end of the interview. This stance was chosen 

because it is consistent with the feminist approach of information sharing and would help 

alleviate the development of a power imbalance between the researcher and participant. 

With the participant's permission, the interview was to be audiotaped and later 

transcribed verbatim to create the text for analysis. If a participant preferred not to have 
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her interview audiotaped, the interview would be reconstructed as accurately as possible 

as soon as the dialogue was completed. I planned to keep a journal to recall the 

particulars of each interview, including but not limited to, thoughts and feelings, verbal 

and nonverbal responses of the participants, and any ideas concerning the study arising 

within the context of the dialogues with participants. Memos/field notes would be added 

to each transcribed file or to the project as a whole to capture contextual and personal 

issues that might or might not have an impact on thematic analysis. These notes would 

also provide an audit trail of thought and works for the project as well as serve as a 

source of data itself in the hermeneutic phenomenological tradition. 

Data Analysis 

I originally planned to analyze data using van Manen's (1990) six research 

activities and to make use of exemplars (Benner, 1994) to provide rich, thick description 

of the phenomena being studied. Interpretation would begin as the interview progressed, 

and would continue as the tape was transcribed and then re-read for accuracy. Each 

completed interview transcript would then be read in its entirety before commonalties and 

distinctions are explored via thematic analysis. Periodically, the original tapes would be 

listened to while re-reading the texts to confirm insights. 

In keeping with the phenomenological tradition, whole cases would be compared 

to whole cases as ongoing data collection continued. The shifting back and forth between 

parts ( of texts) and whole texts was planned to strengthen, negate, or change old themes, 

reveal new themes, and generate new questions for future interviews (Benner, 1985; van 
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Manen, 1990). This constant comparison would be used along with exemplars to discover 

meanings within the context of the lived experiences and to achieve understandings at a 

deeper level (Benner, 1985; Leonard, 1989). To achieve this I planned to utilize van 

Manen's (1990) six research activities. 

van Manen's (1990) six research activities. van Manen (1990) has described 

hermeneutic phenomenological research as the "dynamic interplay among six research 

activities" (p 30), which serve as practical approaches rather than method. He has been 

quite clear that each of these does not occur in isolation, rather, they work together to 

stimulate insight. However, for clarity, each activity has been described separately 

(italicized). 

The first activity involves turning to the nature of the lived experience. This step 

involves giving oneself over to a quest for meaning about a phenomenon that seriously 

interests the researcher while realizing that lived experience has a temporal aspect that is 

grasped reflexively as a past presence. These experiences gather meaning as persons 

reflect on them. The researcher formulates and reformulates the research question while 

explicating assumptions and preunderstandings about the phenomenon. This does not 

force setting aside these assumptions and preunderstandings, rather the researcher turns to 

them periodically to remain honest as the text is interpreted ( van Manen, 1990). 

The second activity requires that the researcher investigate the experience as it is 

lived, rather than as it is conceptualized. The researcher must first recognize that the 

participants' stories or descriptions of the experience are not identical to the experience 
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itself; in essence, the stories told are already transformations of the experience. 

Nonetheless, the stories told by participants are considered lived experiences. Gathering 

and analyzing textual material simultaneously is a part of this activity (van Manen, 1990). 

At this point the participants become co-researchers in the project, which meshes with 

feminist philosophy and research ideas. 

The third step entails reflectively analyzing the texts to try and grasp the essential 

meanings of the phenomenon in order to effect a more direct contact with the lived 

experience. This is done by conducting thematic analysis, which van Manen ( 1990) calls 

"a process of insightful invention, discovery, or disclosure - grasping and formulating a 

thematic understanding that is not a rule-bound process but a free act of "seeing" 

meaning" (p 7). However, the researcher keeps in mind that a "theme" is always a 

reduction of a notion; it can never be the full understanding of the phenomenon. van 

Manen (1990) discusses three approaches the researcher could take to isolate thematic 

aspects of a phenomenon. This study will use the selective (highlighting) approach, in 

which a text is read several times and statements or phrases that seem essential or 

revealing about the phenomenon or experience are highlighted. The data are also 

analyzed/reflected upon in terms of the human lifeworld. The four fundamental lifeworld 

themes are called "existentials" and are comprised of(a) lived space (spatiality), (b) lived 

body ( corporeality), ( c) lived time (temporality), and ( d) lived human relation 

(relationality/communality). These existentials can be differentiated but not separated 

from each other. The unity is the lifeworld. Lastly, the researcher is challenged to sort out 
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essential from incidental themes. One keeps in mind foremost that an essential theme or 

quality is one that makes the phenomenon what it is, and without it the phenomenon 

could not be what it is. An incidental theme is one that could be changed or removed 

without changing the phenomenon itself (van Manen, 1990). 

In the fourth activity, the researcher writes and rewrites to describe the 

phenomenon. This work requires persistent reflectivity, attunement to the lived 

experience, and a commitment to time and patience. The researcher seeks to develop 

phenomenological description that permits the reader to see the deeper significance of the 

experience. Examples of the essences of the phenomenon are varied to provide a more 

complete picture. While van Manen (1990) eschews the use of a "method", he does 

consider "writing is our method" (p 124) because it fixes thought on paper, forces the 

researcher to look at objectified thinking, and creates the reflective stance that is sought. 

The writing phase is characterized by several seemingly paradoxical situations: it 

separates yet unites persons more closely to what they know, distances yet draws persons 

more closely to the lifeworld, decontextualizes thought yet returns it to practice, abstracts 

our experience yet concretizes understanding of the world, and objectifies yet subjectifies 

understanding of the phenomenon. As the researcher rewrites, re-thinking, re-fleeting, 

and re-cognizing also occur. This is critical in seeking depth in the study (van Manen, 

1990). 

Activity five encourages the researcher to maintain a strong and oriented relation 

to the phenomenon. It is easy to get sidetracked, to settle for preconceptions, or to 
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become too abstract. To avoid this, the researcher is advised to be oriented always to the 

phenomenon, and to keep the text strong, rich, and deep. It is at this point that the 

researcher insures that the writing includes thick and rich description that is concrete and 

explores all aspects of the phenomenon. The researcher also retains a stance of openness 

to the fact that no matter how much depth is achieved, full understanding is never 

reached, and that is not only expected, but also necessary. Lastly, the researcher keeps in 

mind that human science research done in the hermeneutic phenomenological tradition 

contains a philosophy of action, be it personal and/or political. The study begins out of 

personal involvement, and calls to the researcher to consider action based on the findings 

( van Manen, 1990). 

The sixth and last research activity is the act of balancing context by considering 

parts and whole. In this activity, the researcher must consider the effects and ethics of the 

proposed research. The part-whole relationship of the text is similar to the description of 

the hermeneutic circle that is philosophically a part of Gadamer's (1976) work. The 

context and writing of the study can be conducted in several ways. For the purpose of this 

study, I planned to incorporate the use of the existential lifeworlds described earlier in 

this chapter to illustrate the phenomenon. In addition to these six research activities, I 

planned to use exemplars as described by Benner (1994) to enhance the reader's 

understanding and to encourage reader interpretation of the text, as is consistent with 

hermeneutic phenomenology. 
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Exemplars. I also planned to use exemplars to convey aspects of a thematic 

analysis by demonstrating similarities and differences in the essences of the phenomenon. 

Exemplars would add nuances that increased the richness and depth of writings. I hoped 

that these stories or vignettes would capture meaning in a situation and allow the reader 

to recognize distinctions and to understand the phenomenon. The use of exemplars would 

also help me follow my own train of thought as I read, wrote, and rewrote by clarifying 

meanings (Benner, 1994). 

Vehicle for storing and analyzing data. I planned to use The Ethnograph vS.0™ 

(Seidel, 1998), developed by Qualis Research Associates, as software for data storage 

and as an aid in data analysis. I would be able to transcribe audiotaped interviews 

verbatim into The Ethnograph ™ program. If the participant did not consent to the use of 

the audiotape, I would type a synopsis of the interview drawing from program notes that 

would be handwritten directly after the interview. Demographic information in the form 

of face sheets would be created with the software program as well as project and 

individual interview memos. Exemplars could later be copied and pasted directly from 

the transcripts into the analysis section of the dissertation. 

Protection of Human Participants 

Permission to conduct the study was received from the Texas Woman's University 

Institutional Review Board (IRB). I planned to complete a "research safety plan" 

(Appendix D) developed for this study based on recommendations outlined by Langford 

(2000) for each participant who called and agreed to be in the study. This plan would be 
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completed during the phone conversation and then a meeting time and place would be 

mutually decided upon. The plan includes safe phone numbers, contact "safe words", safe 

meeting places, and stalking avoidance preparation. Prior to beginning an interview face

to-face, I planned to obtain informed consent from the participant and then to periodically 

reaffirm consent during the interview. 

To maintain confidentiality, the study was designed so that only I would know the 

true identity of the participants. Audiotapes would be coded by number and by 

pseudonyms chosen by the participants. I planned to transcribe the tapes myself. 

Pseudonyms would be used when reporting data. Should the participant give the names of 

family members, hospitals, cities, or care providers, I planned to delete these names and 

use a vague descriptor in the transcripts. All sources of information ( audiotapes, 

transcripts, journal, and laptop computer) would be kept in a secure place to which only I 

had access. 

Talking about IPV can be very emotional for women who have experienced it. I 

planned that if a participant became upset or emotionally overwhelmed, the interview 

would be stopped and the participant given the option to discontinue the interview and 

reconvene at a later time, if at all. Collaborative plans were developed with shelter staff 

in each city so participants would have immediate access to counselors if needed during 

or after an interview. The women would be told prior to the interview if they have any 

questions that I, as a perinatal nurse, could answer, those questions would be noted and 

discussed at the end of the interview. 
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Steps to Insure Methodological Rigor . 

To assure rigor, I planned to use trustworthiness and authenticity as guides. 

Meeting the criteria of credibility (truth-value), transferability (applicability), 

dependability (consistency), and confirmability (objectivity) would establish 

trustworthiness. Trustworthiness would serve as a measure of methodological adequacy 

for this study. The separate and shared realities of the participants and the researcher 

would be honored to achieve authenticity. This is a demand that traditional inquiry does 

not make, perhaps because in naturalistic inquiry the separate realities that have been 

constructed are what give the study strength. Authenticity would be achieved through the 

activities of fairness, ontological authenticity, educative authenticity, catalytic 

authenticity, and tactical authenticity. I anticipated that some, but not all of the 

authenticity activities would be met. Guidelines for achieving both trustworthiness and 

authenticity were adapted from the work of Guba and Lincoln (1989) by Erlandson, 

Harris, Skipper, and Allen (1993). 

I planned to use the criterion for trustworthiness to aid in fulfillment of what are 

considered internal and external validity, reliability, and objectivity in traditional research 

methodologies. Multiple techniques would be used to establish the four individual criteria 

that lead to trustworthiness in a naturalistic study. Each technique is briefly defined and 

discussed before I explain how these techniques would be used specifically in this study. 

The criteria for authenticity are discussed in the same manner followed by a discussion of 

how I planned to meet those criteria in this study. , 
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Techniques for Establishing Trustworthiness (Erlandson et al., 1993). 

1. Prolonged engagement allows the researcher to learn the culture of a 

social setting over an extended period of time in order to decrease 

distortions caused by particular events and the newness of the research 

relationship itself. It also serves as a mechanism for the researcher to 

develop rapport with the participants. A fine line exists between the time it 

takes to build rapport and the risk of the researcher "going native", where 

one becomes so like the group that research perspective is lost. It is up to 

the individual researcher to delineate the time needed for prolonged 

engagement. 

2. Persistent observation provides depth to enhance the scope obtained by 

prolonged engagement. This technique enables the researcher to sort out 

what is relevant and what is not, and to determine if what may seem like 

an aberrant case is in actuality important. Even short periods of time with 

participants can achieve this if the researcher is purposeful and assertive. 

3. Triangulation is a technique that is achieved by using different or multiple 

sources of data, including time, space and person; different methods such 

as observations, interviews, videotapes, or documents; single or multiple 

investigators; or multiple perspectives of analysis. Use of triangulation 

results in an expansion of meanings because the experiences are 

interpreted from different vantagepoints. 
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4. Referential adequacy refers to the use of context rich materials that 

provide background meaning to support interpretations and audits. These 

materials aid the researcher in understanding the contexts in which the 

experiences existed. Rather than being used in analysis, they are generally 

used to enrich the meanings that evolve as these meanings are 

communicated. 

5. Peer debriefing utilizes colleagues who are not a part of the research, but 

who have a general understanding of the study. This person, or persons, 

work with the researcher as one who helps the researcher think out loud, 

playing the devil's advocate, and provide alternative explanations. The 

peer debriefer may also be a sounding board for emotions and frustrations, 

as well as successes as the research progresses. 

6. Member checking invites members of the stakeholding group to test 

categories, interpretations, and conclusions. This can be done at multiple 

times in the research process: the researcher can summarize data and 

invite the participants to correct any errors during and immediately after 

the interview; the researcher can verify interpretations garnered from 

earlier interviews with the participant in the current interview; or the 

researcher can member check through informal conversations with 

members of the organization/group being studied or by furnishing copies 

of the final report and seeking comments. In some instances, post 
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interview member checking may not be feasible; for example, if the 

participants are transient the researcher may not be able to contact them. 

7. Reflexive journals provide information about the researcher's insights, 

schedules, and the 'whys' of methodological decisions. The journal 

becomes a part of the audit trail for the study. The journal can also be used 

to stimulate further ideas and to refocus the researcher's efforts. 

8. Thick description provides the reader what is needed to understand the 

findings. It is collected using all the senses, allowing the researcher to 

become very aware of the context of the moment. Thick description can be 

shared as descriptive passages and as direct quotes (the words) of the 

participants. 

9. Purposive sampling is governed by emerging insights as the study 

progresses. The researcher purposively seeks out both typical and 

divergent data about the phenomenon of study. An adjunct of this is 

maximum variation sampling, which seeks out the broadest range of 

information possible. One looks for both typical and atypical cases. 

10. The audit trail allows an outside auditor to determine the trustworthiness 

of the study. Materials used for this trail include raw data such as 

interviews and field notes, data analysis products such as 3X5 cards or 

computer print outs, data synthesis products, process notes such as the 

reflexive journal, materials relating to intentions such as peer debriefing 
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notes, and information·relative to instrument development, if applicable. 

The audit trail is more easily followed if the researcher keeps well

organized records and labels segments of data so written work and raw 

data can be easily cross-referenced. 

Application of the Four Criteria of Trustworthiness 

I planned to meet the criterion of credibility through prolonged engagement via an 

extensive, semi-structured, face-to-face interview to develop a relationship with the 

participants. Follow-up contacts would be made if the women felt it was safe to ensure 

accuracy of the data, as well as to increase depth as new ideas and questions emerged in 

the analysis. Informal member checking would be achieved with the women during the 

course of the interview. This activity was planned to be in keeping with feminist 

methodology, striving to maintain "power with" rather than "power over" the participants 

( Chinn, 1999; Gray, 1999). Due to the transient nature of the participants, I believed it 

unlikely that member checking to validate themes would be done post-analysis, although 

each participant had the opportunity to leave an address where a final copy of the study 

results could be sent. While many qualitative researchers attempt to member check 

themes, I was confident that being unable to do so would not necessarily weaken the 

study. This was due to the hermeneutic belief that interpretation of a text always produces 

new meaning and that it is accepted and expected that each reader will take the 

researcher's written text and perform their own interpretation. It is never possible to 

reproduce the original meaning of the participants' responses. (Allen, 1995). I knew that 
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my experience of volunteering as a shelter advocate also would aid in meeting this 

criterion as it would give insight into the "culture" of both the shelter and the 

phenomenon of IPV. 

Begun prior to conceptualization of this study, I was confident that my time spent 

working with women who have experienced IPV as a shelter volunteer also increased my 

depth of knowledge of the phenomenon. I expected that this volunteer work, as well as 

immersion in the data would help meet the criterion of persistent observation. I also 

planned to examine, rather than discard "Outlier" or seemingly random statements to aid 

in meeting persistent observation. Doctoral student colleagues were recruited to serve as 

peer debriefers. Prior to the first interview with participants in the study, these colleagues 

and I engaged in bracketing interviews (Thomas & Pollio, 2002). The purpose of this 

interview was to bring to the surface my presuppositions about the phenomenon and to 

aid in learning to 'unknow' (Munhall, 2001) the phenomenon in order to remain open to 

the words of the participants. I anticipated that I would periodically re-read the transcript 

of the bracketing interview as the interpretive process proceeded to avoid placing 

presuppositions over what the participants are saying. 

Lastly, to meet the criterion of credibility, I planned to use researcher reflexive 

journaling to provide insights and aid in methodological decision-making. As a woman, I 

too have been a part of the group whose experiences were sought by other feminist 

researchers to understand oppression and perhaps change social mores. The reflective 

journal would force me to look at myself within the experience of oppression and allow 
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me to feel with the women interviewed (Kelly, 1988). The journal would be both 

handwritten and kept as personal memos in The Ethnograph ™ (Seidel, 1998) program. 

My reflexive journal would also be used as a way to establish transferability, the 

second criterion for trustworthiness. I also planned to use thick descriptions to make the 

participants and their stories "real" for the readers of this research, without compromising 

confidentiality. Purposive sampling was planned as a means of seeking both divergent 

and typical data and to obtain maximum variation in the areas of children's ages, maternal 

ethnicity, class, number of pregnancies, and marital status. 

Dependability and confirmability, the third and fourth criteria, would both be 

established by the use of specific audit trails and the reflexive journal. I planned to keep 

raw data, data analysis and synthesis, process notes, and anything else that informed the 

study in a safe place for audit trail use. In addition, to aid in establishing dependability, I 

planned to link meanings and interpretations to the literature in a post-interpretive 

literature review. 

Techniques for Achieving Authenticity (Erlandson et al., 1993). 

1. Fairness may be achieved in several ways. The constructions of all 

stakeholders must have equal access to the process by which group direction 

is done. Informed consent must be obtained not only at the beginning of the 

research, but also periodically reaffirmed. This is done to help balance power 

relationships, and is also in keeping with feminist research (Gray, 1999). 

2. Ontological authenticity is derived from the expansion of the constructions 
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that participants bring to the social context. It is demonstrated as participants 

verbalize or write that their own understandings of the phenomenon have been 

enhanced and expanded. 

3. Educative authenticity refers to the extent to which participants increase 

understanding and appreciation for the constructions of others. It is 

demonstrated by testimony from the participants or from researcher 

observations of growth in this area. 

4. Catalytic authenticity is the extent to which the expanded constructions aid in 

decision-making and action. This can be demonstrated by participant 

validation of willingness to take action or through actual observed decisions 

and actions that are taken at a later time. 

5. Tactical authenticity is the degree to which the stakeholders (participants) are 

empowered to make decisions, plan, or act to have an impact on the shape and 

future of the social context of their lives. It can be determined by testimony of 

stakeholders, by follow-up observation, or by demonstration of empowerment 

during the research process. 

Application of the Criterion of Authenticity 

I originally planned for this study to address three of the criteria. The first 

of these was fairness. All women who met the eligibility criteria would be invited to 

participate. Informed consent would be obtained at the beginning of the study, and 

periodically validated. Each participant would have the option to receive a summary of 
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the results at an address of their choice. Participants would be viewed as co-researchers, 

but I anticipated that the logistics of working with this vulnerable population would 

preclude member checking of themes. 

Ontological authenticity would be achieved as the participants and I worked to 

find and clarify depth in the lived experiences. I hoped that this might be transformative 

for all involved. I realized that the expansion of constructions might be heard in the tapes 

as the women told their stories and considered meaning, that it might be realized during 

member checking, or that it might not be verbalized at all. I also accepted that I might 

also have a transformative experience (van Manen, 1990) that could include a deep 

learning experience, heightened consciousness and perceptiveness, and increased 

thoughtfulness. 

I planned to represent catalytic authenticity as the participants and I chose 

individually or collectively to make changes or take action based on co-created 

constructions or from learning that had taken place as a by-product of the research 

process. I acknowledged that this might be noted during the interviews or that I might 

never know what changes took place in participants' lives as a result of study 

participation. It was also possible participants who chose to receive a written copy of the 

study or who were contacted for clarification of their words would share actions taken 

with me. 

I recognized that the techniques chosen to meet trustworthiness and authenticity 

might be met anywhere in a range from zero to 100 percent. In addition, as the study 
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progressed, it was possible that techniques not chosen might also be met to varying 

degrees. Both trustworthiness and authenticity are re-addressed in the next chapter of this 

dissertation. 

Summary of Chapter 3 

The planned study of the meanings of labor, birth and the immediate postpartum 

period for women who have experienced intimate partner violence was based on 

hermeneutic phenomenology guided by a feminist perspective. This chapter outlined the 

design of the study including the setting, participant selection, data generation, and data 

analysis. Steps to protect human subjects and to ensure methodological rigor were 

detailed. 
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CHAPTER IV 

Research Process 

Overview 

The purpose of this feminist interpretive study was to discover meanings of labor 

and birth and the immediate postpartum period to women who experienced perinatal 

intimate partner violence (IPV). A hermeneutic phenomenological method with a 

feminist perspective was used to gain an understanding of this phenomenon. Stories were 

gathered from 11 women (24 pregnancies) who volunteered to discuss their experiences 

with intimate partner violence during pregnancy as well as their labors, births, and 

postpartum experiences within the context of IPV. Valuing the feminist belief that 

women are the experts of their own experience, the participants were also asked to 

describe ways they believe nurses could make the birth process and immediate 

postpartum period more positive for women who have experienced IPV. Transcripts of 

the interviews served as the main source of data. The data were analyzed using van 

Manen's ( 1990) six research activities, including consideration of the four existential 

lifeworlds to illustrate the phenomenon. Because a feminist interpretive stance guided the 

research, co-created interpretations of the lived experiences were used to empower 

women living with violence, enhance perinatal nursing practice through the development 

of nursing interventions, and challenge oppressive paradigms in the lives of pregnant and 

non-pregnant women, nurses and society at large. 
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In this chapter, the specifics of the research plan are discussed to aid the reader in 

determining the trustworthiness and authenticity of the research project. Recruitment and 

selection of participants are discussed as are data generation and analysis. The chapter 

concludes with a discussion of the protection of the participants and with steps to ensure 

methodological rigor. Deviations from the research plan set forth in Chapter 3 are noted 

throughout the discussion. 

Recruitment of Participants 

After receiving approval from the Texas Woman's University Institutional Review 

Board (IRB), recruitment of participants was initiated. A few months after the study 

began, I moved to another city about 300 miles away from the recruitment site. I began to 

volunteer at the Women's Shelter as a sexual assault advocate and as an advocate for 

women seeking protective orders. As mutual trust developed, permission was sought and 

received to recruit participants at that Women's Shelter. The IRB received a letter of 

support from the shelter and the original application for research was amended to include 

both shelters. 

A flyer (Appendix A) was posted at each of the shelters and at the outreach 

offices associated with those shelters. I met with the staff at each recruitment site to 

explain the study and entertain questions and was available to the staffs throughout the 

study to answer questions. Women wishing to participate were instructed to call me to 

discuss the study and calls were returned as soon as possible if I was not available when 

the woman called. Women who experienced IPV at any point in the perinatal period were 
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invited to join the study. No woman under age 18 volunteered for the study, so the issue 

of emancipation and ability to consent did not arise. Originally, 10 to 12 participants were 

sought with variations including ages of children, ethnicity, class, number of pregnancies, 

and marital status. Recruitment was slow (13 months) and sporadic. The first 11 women 

who volunteered met the criteria for inclusion and were accepted. All but one of the 

participants were recruited from women's shelters in two cities in the South Central 

United States. These shelters provided safehouse and outreach services for women from a 

total of 25 counties within the state. The participant who did not respond to the flyer 

overheard me discussing the planned study with nurse colleagues and later approached 

me and requested to participate. This participant had previously been a shelter outreach 

client. After verifying with the director of the local Women's Shelter that counseling 

would be available, I called the participant back to set up an interview. Prior to the 

interview, the participant and I discussed the pros and cons of an interview since a work 

relationship existed. Both of us were comfortable with the inherent confidentiality of the 

study and decided to proceed. 

When a woman contacted me by phone, I thanked her for calling and briefly 

explained the study. Brief discussion ascertained that she met the criteria outlined in 

Chapter 3 and that she was still willing to participate. Any questions that she had were 

answered. A date, time, and place for the interview were then mutually decided upon and 

a participant safety plan (Appendix B) was completed during the phone conversation. In 

reality, this was also a researcher safety plan as it assured that both of us would be 
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meeting in a safe place where open, honest dialogue could take place. In three instances, 

the participants called to reschedule appointments, one due to car trouble, one because 

she forgot the appointment, and one due to a child's illness. 

The first four interviews showed already emerging themes, but recruitment 

continued both for diversification and to gain a fuller understanding of the phenomenon. 

When data saturation was reached and after discussion with the research committee chair, 

recruitment ceased. The staffs at each shelter were apprised of this so no other women 

would be recruited. 

Interview Settings 

Originally, I planned to conduct all interviews at either my office at the University 

where I taught or at an office at the safehouse in the community where I lived and 

worked. Upon relocating, I worked at a hospital and office space was not available. After 

much pondering, a decision was made that participants would be most comfortable being 

interviewed in a setting where they felt safe and free to talk. I trusted that I had both the 

experience and intuition to maintain my own safety. These thoughts gave new meaning to 

"power-with" (Chinn, 1999) and I trusted that the participants would put neither ofus in 

danger. Consequently, four interviews occurred at the safehouse in my new community, 

three at the Women's Shelter outreach office, two at the participant's homes, one at 

my house, and one at the participant's office. Safety was not an issue with the two who 

asked to be interviewed in their own homes because in one case the batterer was 

imprisoned at a forensic unit of the State Hospital and in the other case the participant 
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was in a new relationship with a police officer. The participant interviewed at the 

researcher's house was the colleague from work, and she chose to interview at my house 

rather than her own or a shelter office. 

The interviews that occurred at the safehouse took place in a variety of settings. 

Two occurred in the playroom with the door shut because it was the most private place 

available on the days of the interviews. In one instance we sat at a small table and in the 

other we sat on a platform that held an old clawfoot bathtub used as a reading center. The 

latter participant had two preverbal children present at the interview and the setting 

allowed them to play, yet remain supervised. For both of these women, the interview was 

scheduled at a time when verbal children were at school The mother of the preverbal 

children did not want a baby-sitter during the interview; she preferred to keep her 

children close. Another safehouse interview took place on the covered back patio of the 

building at a tall table with two stools. The participant requested this because she wanted 

to smoke. The weather was warm but not hot and a cool breeze was blowing. The fourth 

safehouse interview took place in a large living room with two oversized couches, chairs, 

a coffee table, and peaceful decorations. Although this room connected with the kitchen, 

no other clients of the safehouse were present. The participant's two preverbal children 

were present at the participant's request because she had just recently gotten her son back 

from her abusive partner and the children did not tolerate separation well. Other than an 

occasional ringing of the phone in the hall no external interruptions occurred. Interviews 

120 



during which children were present involved periods where the discussion was 

interrupted to tend to the children's needs, but these interruptions were not excessive. 

All three interviews done at the outreach office were conducted in private offices, 

each containing a desk, two chairs and a rocker. Each office was decorated with the 

interests of the staff who used them. The door was closed and the phone ringer turned off. 

No interruptions occurred during these interviews. Those participants had all received 

services at this office and seemed comfortable in their surroundings. 

The two interviews that occurred in the participants' homes were done in the 

living room. In each case, only one preverbal child was present. Verbal children were at 

school, or in one case, the child went next door to her teenage cousin's house during the 

interview. As previously agreed upon, the babysitter was paid for her services by me. 

The interview at my home was held in the living room where we sat on couches 

that were at a right angle so we sat face to face. The only interruptions were the 

participant's cell phone (three times), and an occasional visit by the researcher's dog. The 

interview held in the participant's office was done in a room with a desk and two 

comfortable chairs as well as books and art that held special meaning for the participant. 

The participant instructed her staff to hold phone calls or other questions unless there was 

an emergency, so the interview was not interrupted. 

Data Generation Strategies 

Methodological Notes: Hermeneutics 

Data were generated through loosely structured, face-to-face dialogues with 
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participants. All participants agreed to be audiotaped and there were no technical failures 

of the equipment. The interviews lasted anywhere from one to 2 hours, only slightly 

different from the planned 1 1/2-hour schedule. Demographic information (Appendix B) 

was collected after consent was obtained but prior to turning the tape recorder on. This 

decision was made to ease the participants into the interview mode and to encourage 

rapport. It would have been easier to have the audiotape on during the demographic 

collection because I had to take copious notes as some of the women said quite a bit, but 

having it off felt right at the time. The women talked about their children and pregnancies 

as part of the demographics as well as the broad types of abuse that occurred. During this 

time I shared personal information including my history as an L& D nurse and how that 

affected my interest in IPV during pregnancy. I also shared that I was a mother of 

daughters and of one granddaughter [ second granddaughter not born yet]. Most 

importantly, I emphasized that I knew that what each woman had to say could make a 

positive difference in how nurses care for laboring and newly delivered women. 

During this time, rapport developed rapidly and as the interviews progressed, 

some of the women shared details they had told no one else. As the women told their 

stories, the majority of topics of interest that served as research questions (Appendix C) 

were covered without prompting. The participants were often asked to elaborate on what 

was said to increase the richness of the stories. Although not originally planned, 

prompted by a comment the first participant made, I asked all the participants if they 

thought the nurses and doctors knew about the abuse and if they were asked directly 
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about IPV. Based on a recommendation by the same participant, I also asked each 

participant if there was anything she would like to tell nurses that would improve care 

during labor, birth and postpartum when women had experienced IPV. Active listening 

and both verbal and nonverbal responses to the women's stories allowed the participants 

to describe incidents of violence that were difficult but necessary to say and to hear. The 

participants each received a $10.00 gift card to a national store chain as a token of 

appreciation for the time spent in the interviews, as promised in the consent form. Several 

of the women did not want to accept the card for themselves, but were willing to take it to 

use for their children. 

In varying degrees, the participants exhibited that the interviews resulted in the 

benefits of face-to-face dialogues described by Hutchinson et al. (1994). Catharsis and 

healing were evident in both tears and laughter as stories were told. Self-awareness and 

self-validation were provided as the participants discussed things they were proud of such 

as birthing the child and in most cases, breastfeeding that child. Their voice tones and 

body language celebrated a sense of gaining power and control at times in their lives 

when they had neither. Many of the women expressed the desire that their stories help 

other women: some even started phrases with, "I'd like to tell other women in my 

situation ... " Once again, voice tone and body language displayed pleasure at gaining a 

voice and at being able to share their own ideas about what nurses need to know to better 

care for women who have experienced IPV during pregnancy. A sense of claimed power 
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was evident as women spoke of their plans for a safe future themselves and their children, 

while at the same time acknowledging that this would not be easy. 

Methodological Notes: Feminist Methodology 

An often-cited aspect of feminist methodology is the understanding that 

participants are co-researchers. To this end, I did not assign pseudonyms to the 

participants. Participants were given the option of choosing pseudonyms themselves or 

using their own first names. Each woman wanted her own name used in the text. As co

researchers, the women were encouraged to share as much or as little as they chose and to 

make recommendations about the study if they wished. 

Because the participants were aware that I am a nurse, health related questions 

were anticipated. I knew from the outset that I would have to step out of the research role 

and answer health related questions to the best of my knowledge if the participant asked. 

Rather than noting and answering questions at the end of the interview, as planned, 

questions were answered when asked. The needs of the participants included both 

commonalties and differences. With all of the participants, I found myself validating 

what the participants believed about labor and birth as well as about IPV. I was able to 

clear up some misconceptions about labor and birth and to share the literature on IPV in 

pregnancy, which seemed to help the participants realize they were not alone. If a 

participant disagreed with any statement, they tended to speak up, teaching me. This 

stance is consistent with the feminist approach of information sharing and helped to 

equalize the power balance between the researcher and participant. 
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By far, the sharing of nursing information was the primary means used as a way 

of" giving back" to the participant. In Diane's case, after the interview I listened 

attentively as she talked about the premature birth and death of her first daughter, even 

though her partner at that time was not abusive. It seemed important that she talk about 

her grief for this baby and her fears for her second child, also born in a non-abusive 

relationship. Her questions about prematurity and the care she received were answered. 

Throughout the interview, Diane spoke in panicked tones about the experience of being 

"tied down" in labor, even for a vaginal birth. Contextually, these births occurred at a 

time when women delivered in a sterile operating room/delivery room and wrists and legs 

were strapped to the table, usually with leather straps and buckles or cloth and Velcro. 

For a woman whose abuse included being tied up, this must have been horrific. I talked 

with Diane about how this had changed with the advent of birthing rooms and birthing 

beds. Diane commented that having women's legs up in stirrups seemed like "male 

privilege" to her and she saw it as a power struggle between the male physician and the 

female patient. We talked about the feminist belief that this is so, because the lithotomy 

position came into use for birth in order for the doctor to have better visualization of the 

perineum and control of the birth itself even though there are other birth positions that are 

more physiologically sound. She emphatically replied, "Well, they're ( the doctors) not the 

one's trying to get that baby out of there! .. .I mean, we're not at war with each other, 

we're trying to get a baby into the world." 
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Toward the end of her interview, Angela shared that her partner had exposed her 

to Hepatitis C. She was a little unclear, but believed that although the virus had shown up 

in her blood work during pregnancy she would not really have the disease because she 

did not use needles or illicit drugs. Repeat testing had been advised, but she had no 

insurance or Medicaid, so she planned to wait a year until her next tax refund to be 

retested. I was very familiar with resources in that community, so I suggested she contact 

the Health Department, where she could get testing free or at a reduced cost based on her 

income. I'm afraid I was a little pushy because both she and her baby daughter need to be 

tested and Angela needed to receive in-depth information about Hepatitis C, all of which 

the Health Department could provide. I left the ultimate decision on timing of that testing 

to Angela but stressed sooner rather than later. I found it very difficult not to assume a 

"power over" stance as a nurse in this instance. 

Throughout her interview, Katrina sought reassurance that her daughter's death 

from Sudden Infant Death Syndrome (SIDS) was not her fault. I reemphasized what she 

told me the emergency room physicians had told her. When she mentioned that someday 

she might want another child, I talked with her about apnea monitoring and things that 

would be done should she choose to have another child. Much of the giving back to this 

participant involved long periods of engaged listening and holding her hand as she cried. 

She seemed glad to have another person tell her it was not her fault and she was smiling 

and talking about happy, and often funny, memories of her daughter as she left the 

interview. Because she mentioned her child's death due to SIDS in our phone 

126 



conversation, I had found three different support groups for women who had lost 

children, one of which was specific to SIDS. It turned out that the aunt of Katrina's 

abuser ran one of the groups, but she said she might be interested in one that was near the 

city to which she planned to move. Katrina continued in counseling until she moved a 

few months later and had planned to contact the Women's Shelter in her new location for 

continued counseling. 

The interview with Lakisha was frightening at times, and at first I was at a loss as 

to how I could help her. When she discussed her abuser, she became physically agitated, 

pounding her hands on her legs in a rhythmic manner. She did not want to stop the 

interview, however. She disclosed that while not suicidal now; she considered suicide 

after the birth of both children due to severe postpartum depression. Due to current 

stressors in her life, she felt she needed to be on medication as well as the counseling she 

was currently receiving, but had no insurance or Medicaid. With Lakisha's permission, I 

contacted her counselor to request that the counselor refer her to a psychiatrist available 

to Women's Shelter clients through a grant with a large teaching hospital. Lakisha 

received the referral into the telemedicine practice and was placed on an antidepressant as 

well as increased counseling. 

Danika, too, spoke in detail about her current depression and her choice to not 

take medications, but to pray instead. I felt very out of my element at this point, and had 

little to give back to her. Fortunately, upon further gentle questioning, I found that she 

was already signed up for a telemedicine consult and had been assigned a counselor at the 
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safehouse, where she and the children were staying. During the interview we also 

discussed her Type I diabetes and how it had affected her pregnancies and postpartum 

periods. 

Christina had originally told me during the demographic interview that she had 

been pregnant three times. After the tape was turned off, she let me know that there had 

been two other pregnancies, both between her first and second birth of a living child. I 

was hard pressed not to let my mouth fly open because Christina was only 19! 

Suspending judgement was difficult. She talked about the first of these pregnancies, 

which was terminated for multiple anomalies that sounded incompatible with extrauterine 

life at "6 months." Christina did not go into detail and I did not press her. Rather, I sat 

quietly and listened, then told her that I respected her choice, which must have been very 

difficult for a teenager. She seemed even more open after this and went on to talk about 

the next pregnancy, which she miscarried at four months. The miscarriage was not due to 

her abusive partner: she was hit and kicked in the stomach while in an argument with 

another man. These stories did lead her to say that she wanted to wait a while before she 

had another baby, but that because she was only 19 no doctor would perform a tubal 

sterilization. I talked with her briefly about different birth control options and found the 

number of the local Planned Parenthood. 

My interaction with Shera led me to offer a completely different type of 

information. She shared that she wanted to attend nursing school, so I assumed my 

faculty role and did some career counseling. At this point, I was teaching nursing at the 
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university located in the town where the safehouse was. I gave Shera the name of the 

person who primarily advised students who were interested in the nursing program at the 

local university. Shera had already completed some college courses and had a strong 

GP A, yet had been told by an unidentified person in the college's admission office that 

because she had an anxiety disorder that nursing was not a good major for her. Having 

taught students who were successfully coping with anxiety problems through counseling 

and in some instances, medication, I assured her that nursing was not out of reach. Shera 

called me about 6 months after the interview to let me know she was enrolled in 

prenursing courses and it was going well. 

A very different sharing discussion occurred with Peggy. She divulged that her 

teenage daughter had been molested as a child, both by her birth father and by Peggy's 

second husband. Both of these incidents had been reported to Child Protective Services 

immediately after the outcry and Peggy did not remain with the perpetrators, but in both 

cases, little or no counseling was done. Peggy was now concerned about how her 

daughter would be affected as she grew to womanhood. Peggy was visibly upset as she 

talked about this. I was able to share with her information about the counseling services 

specific to sexual assault that were available to both her and her daughter through the 

shelter's advocacy program, and gave her a business card with the sexual assault staff 

member's name and number. Peggy did resume counseling at the Women's Shelter, but 

her daughter remained undecided at our last contact. 
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My giving back with Trish was different than with any of the other participants. 

Because I had gone with her to get her protective order as an advocate, she was very 

comfortable with me. Before the interview, she shared information about her new 

relationship and their plans for marriage after her divorce was final. She also talked 

financial concerns she had that were slowing the divorce process. The most I could do 

was listen, commiserate with her about money, and congratulate her, and later her new 

partner, on their upcoming wedding. I saw Trish five months after the interview and she 

told me that the wedding date was set for a few weeks later, and that she was pleased 

with the outcome of her divorce, particularly concerning child custody and visitation. She 

had gained some (needed, in my opinion) weight and looked happy. 

I felt I was able to give back very little other than listening to Angie and Cheryl, 

but for very different reasons. Angie acknowledged several times in the interview that she 

was "closed" and able to act happy when she was actually very sad. She had no health 

questions, and was probably the most reticent of the participants. Cheryl was just the 

opposite: open and very communicative. Of all the participants who had been out of the 

relationship for less than a year (8 women), Cheryl seemed to be the most sure of how 

she would get on with her life and had taken several steps to make this happen. The most 

I could do was marvel at her resilience and congratulate her on her achievements so far. 

Data Analysis 

Data were analyzed using van Manen's (1990) six research activities. Although 

these activities are perpetually in a "dynamic interplay" (p. 30), their use in this study will 
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be discussed individually for simplicity. The use of exemplars is included when the 

activity of Writing and Rewriting is discussed. 

Turning to the Nature of the Lived Experiences 

To begin the search for a possible interpretation of a possible experience, first I 

had to ask myself "what experience do I feel called upon to seek the meaning of?" (van 

Manen (1990). So, in essence, data analysis began before I had text to analyze. As 

discussed in Chapter 1, I had personal experience with both birth and IPV. As a labor 

nurse and a mother I had pre-understandings and assumptions about labor, birth, and 

postpartum, and as a women's shelter advocate and student I had pre-understandings and 

assumptions about IPV. Prior to conducting any interviews it was necessary for me, as 

van Manen (1990) suggests, to come to terms with my assumptions in order to hold them 

at bay but never forget them. This was done via the use of a bracketing interview with a 

doctoral student peer. I was interviewed using the using the research questions I planned 

to use with the participants. Because I had no experience as a woman who had been 

abused, my answers and stories were of what I thought participants might say, which 

brought my assumptions to the forefront. Questions by my peer aided in seeking a deeper 

level of understanding concerning my beliefs. 

It was necessary to revisit these assumptions during analysis in order to return to a 

state of what Munhall (2001) terms "unknowing" so that I might honor the words of the 

participants and have a study that will have meaning for the practice of nursing. This was 

especially important to me in the analysis. I include a memo written early in the study: 
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As I transcribe this interview, I am reminded of the awesome and frightening 

power we have as researchers. This participant willingly and sometimes painfully 

told me about her life as a woman abused by an IP. Some of it tears at my heart. 

I'm overwhelmed by her courage and will to survive and get out of that 

relationship. I worry I won't honor her words enough. Some of what she says fits 

with what I thought (like about control) and what I'm reading ( about information 

giving). Will I find similarities in other interviews? Can I put this into words that 

help nurses, not alienate them? Is this important to nursing? 

Investigating Experience as We Live It 

As I began collecting "data" in the form of the participants' stories, silences, and 

non-verbal messages, the experience I had chosen to investigate became more and more 

real to me. Interpretation began during the interviews, and continued as the tapes were 

transcribed and then re-read for accuracy. By transcribing the interviews myself, I was 

able to note emotions and vocal changes within the text, which provided richer 

description of the data. At this time however, I did not place codes with phrases. Instead, 

I listened for a sense of meaning for the whole experience to allow the patterns, themes, 

and subthemes to come inductively rather than being forced into preconceived topic 

areas. 

I chose to use the memo feature of The Ethnograph v5.QTM (Seidel, 1998) for 

journal notes. These notes were both descriptive and reflective, and were later read 

frequently during thematic analysis. Other written work was available to deepen my 
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relationships with the phenomenon of interest. van Manen (1990) recommends consulting 

phenomenological literature at this point to provide researchers with insights beyond their 

everyday experience with the phenomenon. Because discovering the context of the study 

involved reviewing both quantitative and qualitative literature, I was able to think about 

those findings and descriptions in a phenomenological manner, not just as "hard" data. 

Rather than setting predefined theme areas based on the literature, I worked to keep what 

I had read at the edge of my analysis: there for me to use when themes began to emerge 

as a means of comparison and contrast, and in some cases as an "ah ha" moment when I 

realized the interpretations that came as the horizons of my participants and myself fused 

were not found in any of the literature reviewed for context. 

Reflecting on Essential Themes 

van Manen (1990) has described getting to the essence of a phenomenon as a 

difficult and laborious task that "involves a process of reflectively appropriating, of 

clarifying, and of making explicit the structure of meaning of the lived experience" 

(p.77). Until I began this process to put my thoughts into words, I did not truly appreciate 

how slow this process could be, nor how attempting to rush it would only result in 

frustration. Transcripts were read and coded the first time by hand, seeking out 

statements or phrases that seemed particularly revealing about the experience. 

Throughout this process I sought to remain open and not locked into themes that had 

already seemingly emerged. The next time the text was read, emerging themes were 

coded into The Ethnograph ™ (Seidel, 1998) program and a code list was developed. 
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Previously read texts were compared to new texts as ongoing data collection and 

transcription continued. Shifting back and forth between parts and whole, old cases and 

new strengthened, negated, or changed old themes, revealed new themes, and generated 

new questions for future interviews. If confusion occurred at any point when reading, the 

original tape was played to seek nuances I might have missed in transcription. 

It became apparent early in this process that there would be overarching themes 

("parent codes") and distinctive subthemes ("child codes"). Occasionally themes stood 

alone without subthemes. Remaining open to the words of the participants rather then 

choosing just a few themes to search for in each transcription resulted in 52 individual 

codes, an overwhelming and unmanageable number. When the distinctive child codes 

were considered, eight "code families" emerged and 13 individual themes remained. In 

the writing/rewriting phase, some of these were subsumed and others were not used after 

being deemed incidental to the meaning of the experience as it was told and interpreted. 

Four times during the process of thematic analysis, peer debriefing was conducted 

with my doctoral student colleague. Transcriptions without coding were sent to my 

colleague and we met to discuss themes that had revealed themselves to both of us. 

Because she was not so intimately involved with the data as I was, she provided both a 

strong sounding board and gentle reminders when I seemed to be overlooking 

interpretations, enabling me to interact at a deeper level with the text. 
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Writing and Rewriting 

Because the hermeneutic circle (Gadamer, 1960/1989) is not finite, I could have 

gone on indefinitely seeking to remove layer after layer to get an even deeper and 

perhaps different meaning. However, eventually one must put thought into words, and 

begin to write and rewrite. The process of writing and rewriting is in itself an interpreting 

and reinterpreting, and as I wrote changes did occur in patterns, themes, and subthemes. 

Using The Ethnograph v5.0™ (Seidel, 1998), I sorted by codes and printed out 

individual sheets for each exemplar/anecdote. In a few instances, the exemplar was 

moved to a different code that seemed a better fit. Then, after much deliberation and 

shuffling, the stories seemed to be at places of best fit. The text eventually organized 

itself into four patterns, 10 themes, and 12 subthemes. Originally, I had planned to use 

what van Manen (1990) terms the four existentials as guides in thematic analysis. 

However, at this point the overall sense of the phenomenon seemed so right that I chose 

to start writing and rewriting, and planned to revisit the existentials at a point in the 

rewriting process. When I reached that point, it felt forced to try and make the themes go 

into each lifeworld. I do believe the stories are representative of the lifeworlds described 

by van Manen (1990). Relationality was particularly strong, as many of the stories that 

reflected the meaning of this experience were about lived other. Lived time was 

manifested as the times of pregnancy, birth, and mothering were blurred into one time 

that no clock can measure. Safe spaces, both taken away and reclaimed certainly 

exemplified the felt space described as lived space. Lastly, the women's stories of abuse 
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and of the physical aspect of birth remind me that we are always bodily in the world. I 

believe these existentials would be best revisited by analyzing uncoded texts keeping the 

four existentials foremost in mind, and letting the found patterns, themes, and subthemes 

exist outside of conscious thought. But that is for another time. 

It was during the writing/rewriting phase that the importance of listening to hear 

not just words, but tonalities of both the language of words and actions exerted their 

importance. How a participant said something was often as critical to interpretation as 

what was said. What was not said was equally important. van Manen's (1990) discussion 

of silence and its power were often manifested in the interviews, and became a necessary 

part of the analysis. The silence of pauses, whether to sit pensively or to cry, spoke 

volumes about what the participant was telling me. Perhaps most impressive were the 

stories that had never been spoken before. I was reminded of the power of the interview 

and feminist research when the participants shared experiences that no one else had 

heard. All of these silences served to deepen the interpretation of the meaning of the 

experience, and the writing/rewriting would be less full without them. 

The use of exemplars (Benner, 1994) provided rich, thick description of the 

phenomena being studied: these anecdotes described the experience in ways beyond my 

own abilities to do so. While many anecdotes fit into each theme or subtheme, I read and 

reread them to choose the ones that most powerfully depicted the phenomenon. Some of 

the participants were more verbal and effusive than others, but I consciously chose to 

include something from each woman, because depth and effusiveness are not always 
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synonymous. The concreteness of the women's stories provided a balance for 

philosophical and theoretical aspects of this study and served to make interpretations 

more real. It is my hope that these exemplars will help readers not only make sense of the 

patterns, themes, and subthemes, but also be useful in applying this study to practice. 

Maintaining a Strong and Oriented Relation 

Following the work of van Manen (1990), I worked to maintain both objectivity 

and subjectivity. By remaining oriented and true to the phenomenon being explored 

( objectivity) and being as perceptive as possible while maintaining the orientation in a 

personal way (subjectivity), I was able to gain a deeper understanding of the phenomenon 

than had I forced myself to be one or the other. Throughout the study, I continued to 

work as an advocate for women who were abused. I worked as a labor and delivery nurse 

during part of the study period and then as a clinical instructor for nursing students in the 

obstetrical areas for the remainder of the study. All of these kept me oriented to my topic 

and increased my desire to complete the study. 

Reading and rereading the texts and memos served to maintain a strong and 

oriented relation to both the phenomenon and the study. They also served to remind me 

of the "mood" of the interview and of the participants themselves, providing more context 

as I continued to reflect on meaning. I consciously remained oriented to the phenomenon 

by presenting emerging themes at a qualitative research conference via a poster 

presentation (S. Bishop, 2003) and talking about my research to anyone who would 

listen. I am certain I was not the first, nor will I be the last researcher to find my thoughts 
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moving to the participants' words or to interpretation at inopportune moments. 

Sometimes this study even invaded my dreams. 

As a novice researcher, I also felt it important that I remain oriented to the 

philosophy guiding the study, hermeneutic phenomenology. To that end, I revisited 

Gadamer's (1969/1980, 1976) interpreted works. I was fortunate to attend an all day post

conference presentation on phenomenology and meaning presented by Dr. van Manen 

(2003). This gave me the chance to ask him about both theory and method and to 

dialogue with other researchers using hermeneutic phenomenology as philosophy and 

method. 

Balancing the Research Context by Considering Parts and Whole 

In this research activity, van Manen (1990) recommends that the researcher be 

ever cognizant of the effects of the research and the ethical issues involved. The potential 

effects of participating in the study were defined in the consent form, and were discussed 

with each participant. Immediate counseling with staff from the participating women's 

shelters was available. As the participants expressed verbally or nonverbally both positive 

and negative effects, they were accepted and discussed if the participants wished. 

Because I volunteer as an advocate at one of the recruitment sites, I have been able to see 

the effect on the institution itself. The staff is more aware of the potential dangers of 

abuse during pregnancy and shares this information with the clients. They also display an 

increased interest in the research itself and some view themselves as co-researchers, 

suggesting to clients that they participate and discussing thematic findings with me. At 
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the conclusion of the study, I will present the results to at least one of the shelters. This 

research has had an effect on my practice and me. I am more conscious of how the 

phenomenon affects my patients, and has made me more assertive in addressing the needs 

of women who have been abused in the perinatal period. 

To achieve the whole, which is the possible meaning of this experience for 

women, each part of the research design was evaluated and if need be, altered to reach the 

whole. That is what this chapter is about: not just what the design was, but what it 

evolved into as the study progressed. While a design was needed to avoid floundering 

endlessly and never completing the research, the ability to change based on early 

interviews provided the openness to the phenomenon that hermeneutic phenomenology 

requires. An example of this is the addition of the question, "What advice would you give 

nurses to improve the care of women who have been abused?" after it was suggested by 

Diane. 

A major change in the overall focus of this study occurred when participant after 

participant spoke of their children being given, in most cases, or taken away for safety. 

These incidents occurred after the initial postpartum period, but the theme was too strong 

to ignore. Thus, analysis of the phenomenon went on beyond the set parameters. It 

became obvious that the "time" or temporality of labor, birth and the immediate 

postpartum period extended in both directions for all of the participants. No woman could 

speak of her labor and birth without talking about the pregnancy, nor could she talk about 
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the immediate postpartum period without telling about what happened after she went 

home from the hospital. 

Protection of Human Participants 

As previously noted, permission to conduct this study was obtained from the IRB 

of Texas Woman's University and was extended by the IRB yearly. To maintain 

confidentiality, the first and last names of the participants were known only to me. The 

original research plan called for the use of pseudonyms by the participant, but every one 

of the women asked that I use their real first name in the study. When participants used 

identifying information, such as a partner or child's name or the name of a city, these bits 

of information were not used in the transcript. Rather, an identifying characteristic was 

used; for example, "When I had [first child's name] ... " Audiotapes were coded by 

number and by first name only and were transcribed by me. All sources of information 

(audiotapes, transcripts,journal, and laptop computer) were kept in a secure place to 

which only I had access. 

None of the women chose to stop the interview as it was in progress. I turned off 

the tape during two of the interviews to give the participants time to compose themselves 

and decide whether to continue or not. Both participants completed the interview. None 

of the participants requested a visit with the counselor after the interview, although those 

already in counseling indicated that they would continue already scheduled counseling 

appointments. 
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Steps to Insure Methodologi,cal Rigor 

To assure rigor, trustworthiness and authenticity were used as guides. 

Trustworthiness was established by meeting the criteria of credibility (truth-value), 

transferability ( applicability), dependability ( consistency), and confirmability 

( objectivity). Authenticity was achieved through the activities of fairness, ontological 

authenticity, educative authenticity, catalytic authenticity, and tactical authenticity. 

Guidelines for achieving both trustworthiness and authenticity have been adapted from 

the work of Guba and Lincoln (1989) by Erlandson et al. (1993). 

Application of the Four Criteria of Trustworthiness 

All four of the criteria for trustworthiness were met through various activities 

described by Erlandson et al. (1993). It is my opinion that while triangulation and 

referential adequacy ( described in Chapter 3) were not used to their fullest extent, the 

study is trustworthy. Triangulation was used only in part as the data were analyzed 

generally, but also from a feminist viewpoint. However, there was only once source of 

data (the text) and only one method of collection (interviews). In the case of referential 

adequacy, context rich materials were not collected. However, as an obstetrical nurse I 

was aware of the changes that occurred over time in the care of women during labor and 

birth. Independent studies in my doctoral program and training as a domestic violence 

advocate had increased my awareness of the history of the women's shelter movement. 

Readings about violence against women gave me knowledge of the shelter movement. 
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Consequently, the context of options women had in birth and safety from violence was 

available as the data were interpreted. 

Credibility. Credibility was met through prolonged engagement via extensive, 

loosely structured, face-to-face interviews. The initial phone contact also served as a form 

of engagement that put the participants at ease and enhanced the development of rapport 

in the interview. Follow-up contacts were not needed to clarify data as clarification was 

done during the interview itself. This informal member checking, an a1ready interpretive 

stance, allowed me honor not only the participants' words, but also the meanings behind 

the words. Following the hermeneutic belief that it is accepted and expected that each 

reader will take the researcher's written text and perform their own interpretation and that 

it is not possible to reproduce the original meaning of the participants' responses. (Allen, 

1995), themes reached in analysis were not member checked with the participants. All 

but one participant (Christina) gave an address to send a synopsis of the results to, and 

she said, "who knows where I'll be then 11
, in a very matter of fact tone. Continued 

volunteering as a shelter advocate also aided in meeting this criterion as it gave insight 

into the II culture II of both the shelter and the phenomenon of IPV. 

Time spent working with women who have experienced IPV as a shelter 

volunteer increased depth of knowledge of the phenomenon. This, as well as immersion 

in the data provided persistent observation. It came as a bit of a shock that once I began 

transcribing the interviews, ideas about themes and introspective thoughts appeared to 

consciousness at random times when I was not actively involved with the data. A 
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doctoral student colleague served as a peer debriefer. Despite the fact that she, too, 

changed jobs and locations, we met four times throughout data collection to discuss the 

study. Prior to the first interview, two doctoral student colleagues and I engaged in 

bracketing interviews (Thomas & Pollio, 2002) to bring to the surface my 

presuppositions about the phenomenon and to aid in learning to 'unknow' (Munhall, 

2001) the phenomenon in order to remain open to the words of the participants. Twice 

during data collection the bracketing interview was reread to actively remind myself of 

my presuppositions. These presuppositions were never far from consciousness as analysis 

continued, and I gradually reached and re-reached what Gadamer (1960/1989) termed the 

"fusion of horizons" that blended the meanings and context of the participants with those 

ofmyown. 

Lastly, to meet the criterion of credibility, reflexive journaling provided insights 

and aided in methodological decision making. The journal was done in both handwritten 

form and as memos using The Ethnograph ™ (Seidel, 1998). Taping memos immediately 

following each interview and making journal entries throughout the planning, collection, 

and analysis of this study forced me to not only consider the methodological aspects, but 

also the personal and sometimes painful aspects. 

Transferability. The researcher's reflexive journal was also used as a way to 

establish transferability, the second criterion for trustworthiness. Thick descriptions 

served to make the participants and their stories "real" for the readers of this research, 

without compromising confidentiality. Purposive sampling was not used as a means of 
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seeking both divergent and typical data and to obtain maximum variation as had been 

planned. Each woman who offered to participate and who met the criteria for eligibility 

was accepted. This was done for two reasons. Primarily, because would-be participants 

were part of a vulnerable and often unheard population, I could not tum down a woman 

seeking to tell her story. Secondly, the section of the state where recruitment occurred did 

not offer as broad a range of ethnicities as other sites might have. Transferability also 

speaks to whether the findings of a study can be applied in other contexts. As discussed 

in Chapter 1, it is left to the reader, in this case nurses in practice and nurse educators, to 

decide if the findings are applicable in the context of practice by using clinical judgement 

(Thomas & Pollio, 2002). 

Dependability and confirmability. Dependability and confirmability, the third and 

fourth criteria, were both established by the use of specific audit trails and reflexive 

journals. Raw data, data analysis and synthesis, process notes, and anything else that 

informed the study was kept in a safe place for audit trail use. In addition, to aid in 

establishing dependability, meanings and interpretations were linked to the literature in a 

post-interpretation literature review. 

Application of the Criterion of Authenticity. 

Four of the criteria described in Chapter 3 were met as this study progressed. 

Each activity in the criteria was met in different degrees by each of the participants and 

by me. Openness to change, and the ability to trust that change and a better life were 

possible varied among all of us, as was expected. 
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Fairness. Fairness was easily met, as it fell naturally within the tenets of feminist 

research. All women who meet the eligibility criteria were invited to participate. 

Informed consent was obtained at the beginning of the study, and periodically validated. 

Although participants were not given the opportunity to review their own transcript and 

the themes that evolved, they were viewed as co-researchers and experts in the 

phenomena. The women's stories of abuse in their lives were taken as truth and not 

questioned. All of the women's stories were valued equally for the ability to enhance the 

understanding of the phenomenon. On two occasions I thought, "Well, I won't get much 

from this one", but after re-reading with an open mind, both commonalties and 

differences were found and new ideas developed. 

Ontological authenticity. Ontological authenticity was achieved as the 

participants and I worked to find and clarify depth in the lived experiences. In many 

interviews, a transformative experience was observed as the participants told their stories 

and then "interpreted" them, sharing their perceptions of what had occurred in their lives. 

Multiple transformative experiences happened for me, too. Through dialogues with the 

participants, a learning experience beyond anything I imagined occurred, leading to 

heightened consciousness and perceptiveness, and increased thoughtfulness. Through the 

fusion of my horizons with those of the participant and the text that resulted from the 

interviews, I saw the hermeneutic circle in action: stories were told, interpretations made, 

and deeper layers sought. "I think this means" was ever changing to "What does this 

really mean?" and back again. 
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Catalytic authenticity. Catalytic authenticity was represented as the participants 

chose to make changes or take action based on co-created constructions or from learning 

that occurred as a by-product of the research process. Many of the participants discussed 

plans for the future: some had been made prior to the interview, but others came out of 

the sharing and giving back that occurred. I hope to hear from the women and be updated 

on their lives after they receive the results of the study. 

Educative authenticity. I had not thought educative authenticity would be 

achieved because this study was not designed in a way that the participants talked with 

one another. However, this type of authenticity became a natural by-product of the 

interviews. Throughout the interview I found it helpful to share, without breaching 

confidentiality, observations and thematic statements other participants had made. The 

participants sometimes seemed in awe that other women had the same experiences, and 

other times seemed resigned to the fact that horrible things could happen to any woman. 

Insight into the reality of other women who had experienced IPV during pregnancy led to 

an appreciation of the phenomena in many different lights for all of us. 

Summary of Chapter 4 

This chapter outlined the process of the study including the setting, participant 

selection, data generation, and data analysis. Steps to protect human subjects and to 

ensure methodological rigor were detailed. Deviations from the research design proposed 

in Chapter 3 were discussed throughout this chapter. In most cases, the reasons behind 

those deviations were discussed. 
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CHAPTERV 

Findings 

In this chapter I present the study participants and the patterns, themes and 

subthemes that represent my interpretation of the meanings the phenomenon of labor, 

birth, and the immediate postpartum period had for women who experienced perinatal 

intimate partner violence. Because the concept of postpartum extended into the period 

following the immediate postpartum, I also present two subthemes that emerged too 

strongly to be ignored, even though they fell outside the time parameters of this study. I 

also present suggestions made by the participants that have the potential to improve 

perinatal nursing care for women who have experienced IPV during pregnancy. First I 

describe the women who participated in the study. This description will include overall 

group demographics and then each participant will be introduced individually. These 

individual demographic "stories" aid in setting the context that surrounds each woman's 

experience. Experiences of abuse will be discussed because they are a part of the context 

of each participant's life and that context can impact labor, birth and postpartum both 

physically and psychologically (V ande Vusse, 1999b ). Next I present the patterns, themes 

and subthemes that emerged during data analysis. Excerpts from the participants' stories 

are woven throughout the themes and subthemes both to exemplify meanings and to 

allow the reader to create his/her own interpretation of the phenomenon. 
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The Participants 

Eleven women participated in the study. Participant ages ranged from 19 to 46 at 

the time of the interviews, with the majority in the 20 to 29 range (7 women). Ages at the 

time of individual births ranged from 14 to 32. Twenty-five pregnancies were impacted 

by IPV. Of these, three resulted in miscarriages. Ages of living children (20) ranged from 

four months to 24 years. Over half (11) of the children were ages 4 or younger, five were 

school age (5-18), and four were 19 or older. Once child died as a toddler in a car 

accident, and one was a victim of Sudden Infant Death Syndrome. Both the demographic 

information sheet and the stories revealed multiple complications of pregnancy. Preterm 

labor was diagnosed and treated in six of the pregnancies and five of the infants were 

born at less than 37 weeks gestation (preterm birth). Three of these preterm babies met 

the criteria for low birth weight (<2500 grams). Two of the women experienced 

hyperemesis gravidarum, and six pregnancies were complicated by pregnancy induced 

hypertension. Abruptio placentae ended two pregnancies before term: one resulted in 

miscarriage at 18 weeks gestation, the other in cesarean delivery at 26 weeks gestation. 

Participant ethnic groupings included Caucasian (54%), Black (9%), Native 

American (9% ), and dual ethnicity (27% ). The women who identified as dual ethnicity 

listed Caucasian/Native American (2 women) and Black/Caucasian (1 woman). There 

were no women who self-identified as Asian or Hispanic. The percentages differed from 

state demographics (U.S. Census Bureau, 2002) as follows: participant percentages were 

lower for Caucasians (state: 71%), and Asians (state: 2.7%), similar for Blacks (state: 

11.5% ), and higher for Native Americans ( state: 0.6% ). When compared to state census 
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data concerning "White persons not of Hispanic or Latino origin" participants identifying 

as Caucasian (White) the percentages are near identical (state: 52%). 

Participant educational preparation varied. One participant had an associate 

degree and had completed trade school. Five of the women had completed some college 

courses but had not yet received a degree. Three had completed high school while one 

woman had not. Three of the participants were employed at the time of the interview in 

positions that included management at a women's shelter, staff nurse, and waitress. One 

participant was currently attending college. The remaining participants were unemployed. 

Of these, two had recently quit their jobs: one to stay home with her children and one 

because she would be moving shortly. Four were living in the safehouse and were 

seeking employment, and one was living in the community but not currently seeking 

employment. Socioeconomic status was not discussed. 

The participants had been out of the abusive relationships from two and one-half 

weeks to 21 years. Eight of the women had been apart from the abuser for less than one 

year. While eight of the women reported having only one abusive partner, the other three 

were abused by two partners. Partner ethnicity included Caucasian (42%), Black (42%), 

Hispanic (7% ), and Hispanic/Caucasian (7% ). While not a part of the demographic 

information sheet (Appendix B), several of the women spoke during the interviews of 

their partner's drug and alcohol use. Three of the women's partner's used drugs, two 

abused alcohol, and one abused both. 

As discussed in Chapter 4, the participants chose to use their own first names and 

not adopt pseudonyms. During demographic information gathering, each participant 
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indicated the types of abuse she experienced during each pregnancy. They also shared 

whether the abuse occurred prepregnancy, in the first, second, or third trimesters of 

pregnancy, or in the post-birth period after they left the hospital. As the interview 

progressed, the participants often elaborated on the specifics of the abuse and what finally 

became the "straw that broke the camel's back" and gave them the strength to leave the 

relationship. Individual participants are described in the following paragraphs. 

Diane was a 46 year-old woman whose statuesque build and high cheekbones 

were reminders of her Native American ancestors. She displayed many emotions as she 

spoke during the interview. When marking the demographic sheet in the "types of abuse" 

area, she marked forcefully enough to break the pencil lead. She cried at times, and 

reflected that "I didn't think I would be this way because it's been 20 years or more." She 

also laughed a lot, particularly when talking about her history of stalled labors that then 

proceeded rapidly enough that the doctor missed or nearly missed several of her births. 

She spoke clearly in varied tones and when telling about conversations with her abuser or 

with hospital staff members, she assumed different voices for each person and spoke in 

present tense like the conversation was occurring at that moment. Diane had two children 

and a miscarriage with her abuser. The children, now 24 and 22, were born at a time 

when the Violence Against Women movement was just beginning in this state. 

Consequently, there was no safehouse for her to run to as the abuse worsened. Her 

husband, who was extremely jealous and controlling, abused Diane emotionally, 

physically, economically, and sexually prior to pregnancy, in all trimesters, and after the 

births. Methods of abuse involved verbally berating Diane, beating, choking, and tying 

150 



her up as well as sexually abusing her. Diane chose not to go into detail about the sexual 

abuse, and I respected that. She did share that to this day; she cannot wear necklaces and 

has just begun to be able to wear loose bracelets. After her third pregnancy with her 

abusive partner resulted in a miscarriage, Diane lost 70 pounds, which she felt was due to 

stress because the abuse had become a daily occurrence. She told of coming to realize 

that if she did not get out of the relationship one of them (she or her husband) was going 

to die. She spoke sadly as she described trying to figure out how to get out with the 

children, but being unable to because her husband had threatened to kill her if she ever 

took the kids. Diane spoke softly and wiped her eyes as she said, "I just had to go. I had 

to, I had to leave my kids ... .1 literally walked out with the clothes I was wearing." She 

never picked up her last paycheck; instead, she hid for four months and did not see her 

children again until they were "almost grown." She and her children are mending their 

relationship and she has frequent contact with them and her grandchildren. Diane had one 

other child after she left her abusive partner. Twenty-one years out of the abusive 

relationship, Diane worked in administration at a Women's Shelter and was completing 

her bachelor's degree. She had recently remarried. 

Peggy was a 43 year-old nurse whose ethnic background was both Caucasian and 

Native American. A vivacious woman, Peggy talked very fast with a regional accent that 

was extremely noticeable on the audiotapes. She used her hands to "talk" a lot and 

although she never cried, she frequently cleared her throat and coughed. She sighed 

audibly as she marked the demographic sheet about the types of abuse and when in 

pregnancy the abuse occurred. During the interview, each time she described an incident 
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she was proud of, she emphasized the words, for example, when she spoke of 

breastfeeding and succinctly stated, "I did it!" Like Diane, Peggy used different voices 

and spoke in real time when telling of conversations between her and her husband and 

her and hospital staff when she was in labor and on postpartum. Peggy had four children 

with her abusive partner. Her husband did not want the first child, and fearing for his 

safety, Peggy gave him to a cousin to raise when he was an infant. This baby died in a car 

accident as a toddler. Peggy's second child, who was 21 at the time of the interview, was 

born prematurely by emergency cesarean delivery due to placental abruption and has 

cerebral palsy. Her third and fourth children are 19 and 15. Like Diane, Peggy's children, 

especially the first two, were born when there were very limited resources for women 

who were abused, and those who left generally had to rely on friends or relatives for a 

place to live. Peggy was abused prepregnancy, in the first trimester, and post-delivery 

with all four children. She was also abused during the second and third trimesters of her 

first, third, and fourth pregnancy. She was living with a cousin during the second 

trimester of her second pregnancy and delivered early in the third trimester, so she was 

not abused at those times. Peggy endured emotional, economic, physical, and sexual 

abuse in each pregnancy. Particularly insidious was the economic abuse: her husband 

withheld money for food and spent it on his drug habit. Peggy spoke of having to 

"scrounge up food" and having enough gravy and biscuits to feed her two toddlers but not 

enough to eat herself, despite the fact that she was pregnant the time. Her husband's 

methods of physical abuse included slapping, hitting her on the side of her head so it 

wouldn't show, pulling her hair out, and knocking her head against the wall. Peggy 
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acknowledged that her husband also sexually abused her, but chose not to go into detail. 

When Peggy's fourth child was a toddler, her husband became angry because she would 

not give him her paycheck to buy cigarettes and pinned her down on the couch in front of 

the children, fractured her nose, cheekbone, and shoulder, and caused a concussion. 

Although she left him after this incident, she returned to him. Peggy spoke about her 

pattern of leaving and going back to her husband, an action that is seen frequently with 

women who experience IPV. Peggy finally decided to leave her husband when she 

suspected him of molesting her daughter (who was 2 1/2 at the time). By this time, Peggy 

had passed her licensing exam to become a licensed practical nurse and felt she could 

support her children. At the time of the interview, Peggy had been divorced from her 

abusive husband for 12 years and had completed her associate degree in nursing. She 

worked as a RN in a labor and delivery unit and had remarried, but had no other children. 

Shera was a 28 year-old woman with bright blue eyes and hair that appeared to be 

highlighted blonde, but in reality was multiple shades of silver and gray. She described 

her heritage as Caucasian. Shera was very articulate, had an extensive vocabulary and 

spoke Spanish as well as English. During the interview Shera spoke with her hands 

frequently, and when discussing particularly sensitive subjects, wrung her hands. She 

became teary many times during the interview, and although we had to stop talking one 

time, she chose to continue the interview. Shera also laughed a lot throughout the 

interview in an effervescent manner. Like Diane and Peggy, she also recounted 

conversations in real time, but did not change her voice for each person in the 

conversation. Shera met her husband while she was working in Mexico and had only one 
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child with him, a boy who was five at the time of the interview. This pregnancy was 

complicated by hyperemesis gravid.arum and pregnancy induced hypertension. She 

shared that the decision to become pregnant was hers and that her husband did not want 

the pregnancy or child. Several times during the interview she said, "He was married to 

me for what I could do for him." While she never said it outright, her words and tone 

suggested to me that perhaps he married her to gain entry to the United States, as he was 

a citizen of Mexico. Shera experienced abuse pre-pregnancy, in the first and third 

trimesters, and postbirth. Shera had left her husband and was living with her mother 

during the second trimester. The abuse was emotional, physical, and sexual. Throughout 

the pregnancy he continually called her "fat" and berated her about her appearance and 

"wifely" skills. Because of this abuse, she frequently wouldn't eat and lost 38 pounds 

before she gained any during her pregnancy. Physical methods of abuse included being 

hit, having her eyes blackened, and being kicked in the abdomen. Her husband abused 

her sexually within three weeks after the birth. Shera recounted that she tore during the 

delivery and " ... to have sex was absolutely, uh, it was just, I mean, until one time he 

actually ripped me open again and that hurt ... " Other times when she refused to have sex 

he would "punch" her. When Shera's son was two, her husband got a job in a Midwestern 

state and she moved there to be with him. For two weeks all went well and Shera had 

renewed hope for the relationship. Then he began to abuse her verbally again and 

threatened to kill her with words like "It would be so easy for me to kill you here. 

Nobody would ever miss you. You know, it would be so easy for me just to dump you off 

somewhere." At that point she went to a women's shelter safehouse. He urged her to 
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come back to him and she did so "four or five times." Eventually her husband began to 

sexually abuse her again and also began to sleep with other women. Over time, he took 

money from their joint account and it reached the point where Shera had to have her mom 

come up and keep her son while she worked because if she paid for day care there was no 

money left for food. After an argument, her husband took all the money from the account 

and left for Mexico. While he was gone, Shera filed for divorce and when her husband 

returned she told him so. It was shortly after this episode that her husband let himself into 

her apartment, beat and raped her, and threatened her with a butcher knife. He also 

urinated on her. Eventually he passed out from alcohol consumption and Shera was able 

to get the knife, call the police, and seek care. After this occurred, Shera experienced 

anxiety attacks and was diagnosed with Post Traumatic Stress Disorder. Her husband 

received a nine-month prison sentence, of which he served six. Upon release, he began to 

call Shera's mom searching for her, and at that point Shera came to the safehouse where 

our interview took place. She had been out of the relationship a total of nine months by 

this time. Shera had dreamed of going back to college and becoming a nurse, and planned 

to start classes at a university in the same city as the safehouse. 

Angela was a 32 year-old Caucasian woman whose youthful looks belied her age. 

Prior to marrying her abusive partner, she had two children with a non-abusive partner 

with whom she maintained a good relationship. Angela became pregnant twice with her 

abusive partner: the first resulted in miscarriage and the second in a little girl who was 

four and a half months old at the time of the interview. Angela's voice, which had a 

"country" accent, fluctuated between angry and fearful as she talked about her 
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experiences of IPV. Her fear was almost palpable. When Angela discussed her 

miscarriage and birth her voice was soft. Only once did she recount a conversation with 

her partner, and used "I said" and "he said" to preface statements rather then just carrying 

on the conversation. Angela's stories were shorter and more tentative than those of the 

other women interviewed, but as the interview progressed she spoke of things she had 

told no one else, such as her fears about having contracted Hepatitis C. Abuse occurred 

prepregnancy, in the first trimester, and then after the miscarriage in Angela's first 

pregnancy with her abusive partner. She believed the miscarriage was caused by repeated 

blows to her abdomen. During her second pregnancy with that partner she was abused 

prepregnancy and in the first trimester, but then her partner was arrested and put in the 

forensic unit of the State Hospital for attempting to murder her and/or cause her to 

miscarry that pregnancy, so the abuse stopped. This pregnancy was complicated by 

preterm labor even after her husband was incarcerated. Her husband was very controlling, 

and used all forms of abuse: emotional, economic, physical, and sexual. Emotional abuse 

included keeping her a prisoner in the house and threatening to kill her and her children if 

she left him. Economic abuse involved withholding money needed for food. Physical 

abuse in both pregnancies included blows to the abdomen, physically restraining her and 

locking her in the house, and refusing to let her eat. Sexual abuse included forced 

intercourse and infecting her with Hepatitis C. Early in the second pregnancy (about 3 1/2 

months gestation), Angela had sent her older children to stay with their biological father 

for two months after her husband threatened to "kill us all." She had gone to her mother's 

in an attempt to escape the abuse and protect her unborn child from her partner. He 
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kidnapped her from her mother's home and took her to an abandoned lot and over a 

period of eight hours punched her face, beat and kicked her in multiple areas including 

the abdomen, hit her over the head with a bottle, and stabbed her with a pipe. Five hours 

later he dropped her at the door of an emergency room, led the police on a chase and was 

in an accident, and spent time in ICU prior to being tried for the assault. In spite of the 

relentless abuse, the baby survived. Angela's partner was incarcerated at the time of the 

interview, but she was still afraid of him and what he might do if he got out. Angela 

moved to the city where her first husband and his wife lived so the older children could 

spend more time with him. She got a job as a waitress, which she continued after her 

daughter was born, and planned to remain in that area. 

Katrina was 22 year old woman who wanted to tell her story even though her 

baby had died of Sudden Infant Death Syndrome (SIDS) at three and a half months of age 

after a pregnancy complicated by preterm labor. She self-identified as Caucasian, and had 

long blonde hair and blue eyes. Very tall and thin, Katrina looked older than her 22 years, 

especially when she was talking about her daughter's death. The sorrow came out in her 

voice as she spoke and she cried occasionally. At one point we turned the tape off so she 

could compose herself. She chose to continue the interview. When Katrina remembered 

happy times like the birth and breastfeeding, she became very animated and looked 

happier and younger and was able to laugh. Unlike the other women in the study, Katrina 

was not abused prior to her pregnancy. She and her husband married and moved in 

together after the pregnancy was diagnosed, and the abuse began immediately. The abuse 

continued throughout the trimesters and resumed after the birth when the baby was two 
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weeks old. Forms of abuse were emotional, economic, physical, and sexual. Katrina's 

partner reveled in telling her what a bad mother she would be, what a bad mother she 

was, and then denying paternity when Katrina angered him by taking the baby to her 

mother's house. While Katrina checked economic abuse on the demographic form, she 

chose not to elaborate on it. She also said little about the sexual abuse other than to 

mention that it was part of the abuse that began postbirth. Physical abuse included hair 

pulling, hitting, kicking Katrina's legs and abdomen, pulling and dragging her by her hair, 

and slamming her head into walls and in one instance into the steering wheel of the truck 

while the baby was in the back seat. Despite the horrendous physical abuse, Katrina 

remarked that " ... his words hurt worse than the physical." During the six months to a 

year after their baby's death, Katrina and her partner were "closer" and got along better. 

Then he started spending time with his drug using friends and as Katrina said, " ... went 

back to who he was." The resumption of abuse and drug use convinced Katrina to leave 

her partner 3 months prior to the interview. Katrina's future plans included moving closer 

to where her mother lived, getting a job, and going back to college, but I do not know if 

these goals were met or not. 

Trish was a 23 year-old mother of two young children, ages three and sixteen 

months. Trish's history of abuse with her husband was complicated by the fact that her 

second child was conceived while she and her husband were separated. They reconciled 

shortly after that, and his abuse of her during this pregnancy was much more physical 

than during the pregnancy with his biological child. Of Caucasian heritage, Trish wore 

her hair back in a ponytail and looked young and rather carefree the day of our interview. 
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This was a marked change from when I had last seen her when I had been one of her 

advocates at her protective order hearing. During the interview Trish used her hands a lot 

to demonstrate abuses and to clarify points. She was calm throughout the interview, 

which occurred six months after she left her partner, and did not cry. Trish was abused 

emotionally, economically, and sexually by her partner before, in each trimester, and 

after her first pregnancy, which was complicated by preterm labor. Emotional abuse 

consisted mainly of beating down her self-esteem by telling her she was "no good" as a 

person, wife, or mother and calling her derogatory names like "whore." Economically, 

her partner wanted to use what money they made on alcohol and partying with his 

friends, so he forced Trish to apply for food stamps, which she did not want to do. She 

was not specific about the types of sexual abuse she encountered. Trish and her husband 

were separated until about 16 weeks gestation during her second pregnancy, so abuse did 

not occur in the prepregnancy period or the first trimester. Because she was working full 

time, the economic abuse ceased during her second pregnancy. However, the emotional 

and sexual abuse did reoccur shortly after they reconciled. In addition to demeaning her, 

Trish's husband threatened to take their daughter away and "tie her up in the courts" and 

at one time actually took the child and hid her at his grandmother's for two weeks. 

Physical abuse moved from slamming things around to scare her and spitting on her to 

more violent forms of abuse quickly. Trish recalled one incident when she was six and a 

half months pregnant, " ... and he picked me up by my throat and slammed me against my 

daughter's door entry and he had me by my hair and my throat picked up off the ground." 

This resulted in one of several admissions to the hospital for preterm labor. The abuse 
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resumed after the birth of her second child and the drama increased. Trish came home 

from work one night to find the doors locked. After she crawled in the window she found 

knives stuck in the kitchen cabinets and her husband passed out drunk. The children were 

asleep and safe. This too, would change. Shortly before Trish left her husband and filed 

for a protective order, she came home from work to find her children both naked and wet 

in the baby's crib. As she got the children dressed to leave, her husband began abusing 

her and throwing things around. When Trish, holding her baby in one arm and her small 

daughter's hand with the other, opened the door her husband grabbed her, pushed her and 

then backhanded her causing her to hit the doorjamb. She quickly escaped and went to 

the police station without even buckling her children in their car seats. Trish was granted 

a divorce and full custody shortly after the interview and then married a law enforcement 

officer. 

Christina was a 19 year-old mother of three living children. Although her 

ethnicity was Caucasian, her past partners had been Black, and when Christina spoke her 

inflection and tone sounded like those of the Black population in the eastern part of the 

state where she lived. Christina talked non-stop during the interview, did not cry, and 

laughed often. She was able to do all this while keeping a watchful eye on her two 

toddlers while they played nearby. Christina was the first participant that spoke of 

growing up in an abusive home. Her biologic father and several of her mother's partners 

were abusive to her mother. Christina had been in the shelter as a child and also spoke of 

having to fight her stepfather in an effort to protect her mother. When this occurred, 

Christina was pregnant for the first time at age 13. Christina was abused emotionally, 
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economically, and physically for four or her five pregnancies. She was also physically 

abused during two of those pregnancies. Christina became pregnant at 13. Early in this 

pregnancy she began a relationship with her first abusive partner and they remained 

together through the first four pregnancies. Christina's youngest child was fathered by 

Christina's second abusive partner. During her first pregnancy, Christina was abused 

emotionally, economically, and physically in the first trimester and after the birth. Her 

partner went to another city to live with his parents during the second and third 

trimesters, so the abuse stopped. During her second pregnancy (first biological child of 

partner) she was not abused. However, when she went to her first and only prenatal visit 

in the sixth month of her pregnancy the fetus was diagnosed with multiple anomalies 

incompatible with life. Christina was sent to a major medical center and delivered the 

child, who did not survive, two weeks later. Shortly after that Christina became pregnant 

again and at four months gestation was found to have a shortening cervix. When she told 

her partner about this and that she was instructed not to have sex, he raped her. Up to this 

point he had not been abusive. Three weeks later Christina was in an argument with 

"another guy" and was kicked in the abdomen and miscarried after a placental abruption. 

When Christina became pregnant the fourth time, a pregnancy complicated by pregnancy 

induced hypertension, the abuse resumed and continued throughout the pregnancy. 

Christina did not describe the way she was abused emotionally or economically by this 

partner, but she did comment, "Yeah, emotional I think is always worse than physical 

cause it sticks to you." Her first partner utilized several different forms of physical abuse 

including shoving, kicking, hitting, choking, and at one point broke a mirror on Christina. 
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What drove her to leave this partner was not discussed. She simply began to describe her 

experience with the father of her youngest child, whom she left two and a half weeks 

before the interview. This partner abused her before she became pregnant, throughout the 

pregnancy, and after the birth. While he abused her economically, physically, and 

sexually, she emphasized the emotional abuse she endured. She had a wounded sound in 

her voice as she described him taking her oldest daughter to "look for women" and of 

finding another woman's underwear in her bed. Christina recounted being cussed at and 

being told she was worthless every day. This occurred shortly after she saw her husband 

"thump" her oldest daughter on the head and observed him making her sit next to a hole 

in the kitchen filled with roaches, knowing the child was terrified of them. To protect 

herself and her children she left her partner and went to the safehouse. A few days after 

the interview Christina and her children left to live with her mother and brother in 

another city. She was the only participant who did not want to receive a synopsis of the 

study results. Quite nonchalantly she said, "Who knows where I'll be then?" 

Angie was a very petite 28 year-old mother of three. She spoke very softly and 

tersely. While she never cried during the interview, she sounded very sad when she talked 

about not having her children with her (grandparents have temporary custody). I felt more 

of a power imbalance in this interview because Angie kept calling me "ma'am." This 

interview was conducted outside because Angie asked if she could smoke because it 

"calmed her nerves." Angie was abused prior to all three of her pregnancies and in all 

three trimesters and post birth in her first and third pregnancies. She had left her first 

husband early in the second pregnancy, so was abuse-free at that time. Her third 
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pregnancy was with a second abusive partner. Both partners abused Angie emotionally, 

economically, and physically, but not sexually. Angie's first partner hit her, but never in 

the abdomen, and "threw me around." In the postpartum period he hit her on the top of 

the head and knocked her off the bed while her baby was breastfeeding. Angie described 

her partner's verbal abuse as "worse than you would talk to a dog." When speaking of her 

third child's father and the abuse, Angie shared that overall this partner was more 

emotionally abusive. However, when her baby was three months old, he attacked her in 

front of the children causing a contusion in her knee. Angie was visibly upset as she 

described having to crawl out of the house in front of her children and drive herself to the 

hospital. She left her partner at that time. She was on crutches for two months and lost 

her job. Unable to provide for the children's needs, it was at this time that she gave her 

parents temporary custody of the children. They have been with her parents for the two 

and a half years she has been out of the relationship and she at the time of the interview 

was trying to regain custody. 

Danika was a 23 year old woman of Black and Caucasian ethnicity, although she 

identified more with her Black heritage. Danika was soft-spoken overall, but when she 

talked in present tense as her husband, her voice was deep and menacing. She, too, like 

Diane, used different voices to "be" different people in the conversations she recounted. 

Her voice was especially soft when she talked about her sadness in the postpartum 

period, then became louder and clearer when talking about the abuse and what she did to 

take back some control. Danika laughed as she described times she "won" and her partner 

"lost", such as when she physically took her son back from him by picking the boy up at 
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day care and going to the safehouse. She gestured frequently as she talked, and was able 

to tell her story and keep her toddler and infant occupied as we talked. Danika's first 

pregnancy was complicated by hyperemesis gravidarum and both pregnancies were 

complicated by preterm labor, pregnancy induced hypertension, and Type I diabetes, 

which she has had since childhood. Danika's husband abused her emotionally, 

economically, and physically, but not sexually prior to, throughout, and after both 

pregnancies. The emotional abuse consisted of using threats of taking the children to 

control her, cursing her, and having affairs openly. When she returned home from having 

her second baby he was living with another woman, but came over daily to see the 

children and eat at her house. If she refused to cook he hit her. He also cursed her in front 

of a nurse for going to the hospital with preterm labor because he had to take off work to 

keep his son, and a preschool aged daughter by another woman, whom Danika was 

raising. During her pregnancies, he would lock her in a room to keep her at home, and 

one incident of preterm labor began after Danika fell trying to climb out a window to get 

away from him. He also hit her with enough force to bruise her arms and legs and 

frequently choked her. Danika recounted that once the sonogram showed that her first 

child was a boy, the abuse decreased, but certainly did not cease. With a fearful tone in 

her voice, Danika shared: "And I was seven months pregnant and he would take a pillow 

and put it over my face and lean into the pillow and laugh and then he'd cut my breath off 

until I'd gasp and he'd let up. And then he'd do it again." When her partner found out the 

second baby would be a girl, he wanted Danika to terminate the pregnancy. When she 

refused, the abuse worsened. At about six and a half months gestation, he shoved her into 
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the stove and then onto the floor, causing a concussion. When the baby was four months 

old, Danika's partner hit her in the mouth and injured her lip externally and internally and 

cracked a tooth. This, and the fact that he was living with another woman, made Danika 

tell him she was divorcing him. He took their son and his daughter by his first partner and 

left. It took Danika four months to find her son and take him back. Danika left the 

safehouse to live with family, but continued as an outreach client and was working on a 

protective order and divorce. 

Lakisha was a very tall, 24 year-old woman Black woman who was abused during 

both her pregnancies, which were complicated by anemia and pregnancy induced 

hypertension. Lakisha originally requested that I ask her questions because she didn't 

think she could "just talk." After a few minutes, however, her stories just spilled out. Her 

tone of voice changed frequently during the interview. She was tearful and agitated when 

talking about what her second partner did to her and about her postpartum depression. At 

one point she was rhythmically tapping her legs with her fists at a fairly rapid pace. The 

fear was evident in her voice when she described the abuse in detail. When she talked 

about her rapid second birth and a postpartum experience with her parents, her laughter 

rang out. When describing conversations between herself and her husband and herself 

and her mother-in-law, Lakisha spoke as if the event were happening and used different 

tones of voice for each actor. Lakisha's first child was born when she was 15. Her 

boyfriend, who was emotionally abusive before pregnancy was pleased at first, but 

resumed his emotional abuse during the second trimester and began to see other women. 
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Shortly after the baby's birth, Lakisha ended her relationship with him, found a job, got 

an apartment and raised her daughter alone until she met the man she would 

marry. Her second child's father, too, was happy about the pregnancy and did not abuse 

Lakisha during the first trimester even though he was abusive prior to pregnancy. 

However, as Lakisha entered the second trimester the abuse began again and continued 

until Lakisha left him eight months before the interview. Her husband's abusive 

techniques were emotional, economic, physical, and sexual. In Lakisha's words, "My 

husband is very abusive, in every way: emotionally, physical, sexual. Whatever you 

name, he's done it and he'll do it again." She spoke of his need to control her. He would 

keep her a prisoner in the house and isolated her from her family. If she wanted to go 

anywhere, he had to take her. Threats to kill her were common as was name-calling and 

accusing her of being crazy and deserving to die. Rather than refusing to give her money, 

as many abusive partners do, her husband's form of economic abuse was to make her 

work (at times, two jobs) and support the family while he did nothing. Physically, the 

abuse took the form of slapping, shoving, pulling her out of the car to the ground, 

jumping on her and choking her to the point of losing consciousness. He forced sex on 

her and gave her Chlamydia in the third trimester. Lakisha, too, felt that emotional abuse 

was as harmful as physical. She said, " .. .it wasn't a fight (physical) all the time, but it 

was an argument. And arguments are, they will hurt you just as bad." There was no 

precipitating incident that led Lakisha to leave her husband: she had just grown tired of 

the abuse. She commented, "I've watched men, I watched men slam my mama around, I 
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watched 'em beat her down (emphasis). But I'm not gonna be like that." Lakisha 

continued as an outreach client at the Women's Shelter. 

Cheryl was a very fit, athletic looking 21 year-old woman of Caucasian ethnicity. 

Cheryl told her story in a very matter of fact style and quite emphatic when she talked 

about how the abuse worsened in pregnancy. The mother of two young children, Cheryl 

felt that the stress of abuse had complicated her pregnancies by causing her to over-eat: 

she gained 80 pounds in her first pregnancy and 50 in the second. Pride was evident in 

her voice as she discussed breastfeeding her children, her births, and the positive steps 

she had taken in the three months since she had left her husband. She played with her hair 

and used her hands around when she spoke. Cheryl was very out-spoken and did not 

hesitate at all during the interview. Cheryl was abused emotionally and physically in both 

pregnancies, but not economically or sexually. Her husband, an alcohol and drug abuser, 

abused her emotionally by berating her and going into tirades about non-existent wrongs 

and threatening to kill her. Interestingly, Cheryl said, "his physical abuse wasn't real bad, 

it was more emotional." When asked to define "real bad" she laughed and said, "OK, 

that's true, that's true" and went on to talk about things like being picked up by the neck 

and slammed onto the bed, being choked, and being pushed. Her partner particularly 

liked to threaten her when she was holding a child and would take his index finger and 

put it to her temple or push it into her neck. Bruises were frequent occurrences as were 

bloodied lips and nose. To Cheryl, though, the emotional abuse hurt her more. Because 

they only dated two to three months before she became pregnant, the abuse did not start 

until the first trimester of her first pregnancy. It continued throughout that pregnancy and 

167 



the next one. Although Cheryl's husband had completed drug and alcohol rehab during 

her second pregnancy, he resumed his habits after the baby was born. The children were 

afraid of him, particularly the three year-old, and Cheryl felt she had done her best to 

"save" the relationship. After she left him and went to the safehouse, he began harassing 

her family and threatened to kill Cheryl yet again. Cheryl was attending college classes 

and anticipated her protective order being issued within a few days and her divorce being 

final within a month. 

Overview of Findings 

After just four interviews, themes and subthemes began reveal themselves in the 

data. Seven interviews later, after multiple fusions of the horizons of individual 

participants and the texts and contexts of their stories with my own, four patterns 

repeatedly sang out. Interwoven themes and subthemes illustrated the differences and 

similarities within the patterns. Consequently, within the hermeneutic circle a new, but 

never finished, understanding of the experience of labor, birth, and the immediate 

postpartum period for women who experienced perinatal intimate partner violence (IPV) 

came into being. Two subthemes were so recurrent that even though the "happening" 

occurred after the immediate postpartum period, it was included as part of the 

phenomenon because it was inseparable from the rest of participants' stories. 

Making It Through, the first pattern, was comprised of three themes, each with 

subthemes. This pattern emerged from the stories of the labors and births and from the 

time spent on the postpartum unit. The first theme in this pattern, Needing Someone, was 

comprised of the subthemes: Partner Indifference; Pretend Support; and Support of 
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necessary others, but.. .. Three subthemes: Labor Affected, Postpartum Worries, and 

Beyond the Baby Blues made up the second theme, The Violence Intrudes. The last 

theme in this pattern, Shutting the Violence Out, emanated from the subthemes of Labor 

Unaffected and Postpartum Hope. While seemingly paradoxical, the second and third 

themes co-existed within and among most of the women's stories. 

Resonating through all the interviews was the pattern of Issues of Control. This 

pattern has two broad themes: Control: Taken Away and Control: Taking It Back. The 

subthemes of He Was in Charge and Not Just Him comprise the Control: Taken Away 

theme. The second theme in this pattern, Control: Taking It Back, emerged from the 

subthemes: Feeding My Baby and Protecting the Children. Once again, a co-existing yet 

paradoxical relationship was seen in the themes. The subtheme, Protecting the Children, 

fell outside of the time parameters originally set in the study. However, as each 

participant spoke, the period of "immediate postpartum" was spoken of in terms of an 

extension of time that went beyond the postpartum period into the early years of 

mothering. 

The third pattern, If I Could Tell Nurses, was born of a statement by Diane in the 

first interview of the study. On her recommendation, each woman was asked to give 

advice to nurses. This pattern was made up of three themes: Ask Me Even Ifl May Not 

Tell; Give Me Information; and Be With Me Respectfully. The last pattern, Through a 

Feminist Lens, became apparent as the theoretical framework that guided the study was 

considered. Without prompting, many instances that fit within the feminist perspective of 
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intimate partner violence were described by the participants. Two themes emerged within 

this pattern: That's The Way I Always Heard It Should Be and Betrayed. 

Many of the patterns, themes, and subthemes were named using the words of the 

participants. Excerpts from the interviews were used to make the new understandings 

richer and more real to the readers. These patterns, themes, and subthemes are outlined 

below and presented throughout the rest of this chapter. 

Patterns and Themes 

Pattern:MakingltThrough 

Theme: Needing Someone 

Subthemes: Partner indifference 
Pretend support 
Support of necessary others, but... 

Theme: The Violence Intrudes 

Subthemes: Labor affected 
Postpartum worries 
Beyond the baby blues 

Theme: Shutting the Violence Out 

Subthemes: Labor unaffected 
Postpartum hope 

Pattern: Issues of Control 

Theme: Control: Taken Away 

Subthemes: He was in charge 
Not just him 
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Theme: Control: Taking It Back 

Subthemes: Feeding my baby 
Protecting the children 

Pattern: Ifl Could Tell Nurses 

Theme: Ask Me Even Ifl May Not Tell 

Theme: Give Me Information 

Theme: Be With Me Respectfully 

Pattern: Through a Feminist Lens 

Theme: That's The Way I Always Heard It Should Be 

Theme: Betrayed. 

Pattern: Making It Through 

The stories of the participants painted a picture of this pattern as they openly 

shared details of their labors, births, and early postpartum experiences. Each woman's 

birth experiences, while unique, shared many common occurrences and meanings. It was 

evident that stories describing the experience of "making it through" were told in the 

context of a pregnancy marked by IPV. Time went backwards in these stories as the 

participants shared the abuses they endured during their pregnancies: for them, pregnancy 

was so intertwined with labor and birth that stories of one could not be told without 

stories of the other. Time did not seem to affect the strength of the memories of "making 

it through." The participants never hesitated for more than a few seconds as they talked of 

labor, birth, and postpartum experiences. Many of them related conversations from those 

times verbatim, often changing their voices to "be" each person in the conversation. Even 
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Diane, whose births occurred between 19 and 24 years ago, recalled the events as vividly 

as the women whose children were still infants. Her face reflected the panic she described 

and she tearfully remarked, "God, you'd think after 20 something years, uh .... sometimes 

it still surprises me." 

All of the women spoke of the need for support and it is from these stories that the 

theme, Needing Someone arose. This someone was, for most women, their abusive 

partner. In the subtheme, Partner Indifference, the women's stories tell of both physical 

indifference such as being actually left alone by the partner during labor, birth, and the 

early postpartum period or of the emotional indifference of partners who, due to drug and 

alcohol intake, were present but slept the labor and birth away. Some of the participants 

spoke of what became the subtheme, Pretend Support. These women had partners who 

hovered and, as Peggy remembered, made it seem to hospital staff like "We were this 

sweet loving couple and nothing was wrong" and who then became abusive as soon as 

the staff left the room. While each of the women had another "someone" who offered 

support, such as mothers, sisters, grandparents, or nurses, there was a "But. ... " in the 

silences around their words as they spoke of these persons who were there, but weren't 

the person they needed most. These stories led to the subtheme: Support of necessary 

others, but.. .. 

The theme, The Violence Intrudes speaks to how the violence the participants 

endured during pregnancy affected the experiences of labor, birth, and postpartum for 

many of the women. Stories of the inability to focus on both the process and joys of 

labor, and of pain responses are the impetus for the subtheme: Labor Affected. The 
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second subtheme: Postpartum Worries is illustrated by the words of the women as they 

prepared to take the newly born infants home. Stories of sadness beyond the first few 

days post delivery gave meaning to the third subtheme: Beyond the Baby Blues. 

A theme that was a seeming paradox to The Violence Intrudes emerged as other 

participants shared stories of purposely shutting the abuse out in order to cope with the 

labor and birth process. From this, the theme: Shutting the Violence Out surfaced. Tied 

closely to that theme is the subtheme: Labor Unaffected in which participants told joyful 

stories of birth with pride in their voices. This joy and pride carried over to the 

postpartum period and the subtheme: Postpartum Hope. Within the joy of the new child 

there was a renewed hope that the relationship could be better. 

Theme: Needing Someone 

An integral part of each participant's story was the recounting of who was with 

them as they labored, gave birth, and transitioned into new parenthood. In many 

instances, the woman was left by her partner to cope alone with the pain that naturally 

accompanies labor. If the partner arrived in time for the birth itself, he was soon gone 

again. Even the women whose partners were present experienced a type of support that 

was positive only when others, such as nurses and doctors, were present. While most of 

the women had other people with them in during labor and birth, the underlying tone of 

their stories was that while they appreciated having them there, something ( or someone) 

was missing. Danika's words exemplified that need: 

During labor, it was very hard for me 'cause I was doing it by myself. I was 

scared, I didn't know, it was my first child, I didn't know what to do. I wanted 
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him there with me, [ emphasized with me] but he didn't want anything to do with 

me. 

Subtheme: Partner indifference. Eight of the women had partners who were 

absent during one or more of their labors, births, and early postpartum periods. Most of 

the partners were physically absent, or if present in body were emotionally absent due to 

drugs and alcohol. The women's voices, as they described being left were full of sorrow 

and anger: sorrow at not having someone they loved to share the experience with and 

anger that the partner was not there. All of these stories had a pervading sense of 

loneliness. 

Peggy's husband left her alone for three of their four births together. When her 

first child was born he was "in and out", but Peggy· spoke of sleeping the whole labor to 

avoid thinking of the fact that he did not want the child and was there only because they 

were living with his parents and they made him come. He was present at the birth of their 

second child at 26 weeks gestation only because he had to drive her from a small hospital 

to a major medical center. He left after the emergency cesarean and returned only to pick 

her up a few days later. Peggy was clearly angry as she remembered her third birth: 

Um, he lost his job, I guess about two months before I gave birth. Due to drugs 

again. He failed a drug test at work. Um, I had to have a cesarean section at this 

time, uh, he wasn't working, wouldn't come and visit me. He was there when she 

was born, he come to pick me up. 

Peggy's voice became loud and forceful and she cleared her throat frequently as 

she described the experience of her last birth: 
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And, he come up there um, gonna have my baby, the last one, he was ... stoned 

(emphasis), stoned out of his head. At 8 o'clock in the morning he's stoned! And 

he didn't even wait 'til they got me to my room, and he was gone, and I never seen 

him. That was it. My mom had gave me a car when I went to nursing school. He 

took my car and he run off and he was gone the whole time I was in the hospital. 

He never come and seen me after I had that baby. 

Cheryl's husband was also drunk when she was admitted to labor. In her case, the 

partner was not allowed in the labor and delivery area because he was intoxicated and 

each time he came in to see her Cheryl experienced a dangerous increase in her blood 

pressure. Trish's husband, while drunk during labor, was allowed to stay. That did not, 

however, mean he was a source of support for her during labor. She remembered, 

Yeah, well for the most part he was there. He had stayed up all night drinking 

before because that was gonna be his last drink! (laughed) Um, uh yeah, he woke 

up and watched her. He, he put on a good show. And for the moment he was all 

right. Course soon as I had her he was concerned with going to work. So, you 

know ... 

The experience of feeling unsupported throughout her only pregnancy, during the 

birth process, and after they returned home overshadowed a great deal of Shera's 

interview. While acknowledging that she planned the conception, she had hoped that her 

partner would become involved and they would grow closer. The hopes she had were not 

realized, even though he did attend the birth itself. She cried as she described her 

experience: 

175 



Getting in to the hospital, um, and kind of being left alone there for hours, 

just kinda just go through this all by myself. He did take me to the hospital, 

but then he left. Um, until my mother got there I was alone. I would say 

about four hours. Um, my mom called him and pretty much told him "If you want 

to be here when your son is born you'd better GET HERE because Shera is about 

to have the baby." And I think he walked in about 15 minutes before it was born. 

[ note: after that, he left and did not even come to pick her up when it was time to 

go home.] 

This sense of being left went beyond hospitalization. Danika's husband was not 

with her at either of her cesarean deliveries. He arrived at the hospital in the evening after 

she had been moved from recovery to the postpartum unit. Both times, because the baby 

was not as dark skinned as he was, her husband immediately asked for "a paternity." He 

then left Danika alone until discharge. After her second birth, she wondered if he would 

even come and take her home. He did, but it was not the joyous trip that she desired: 

They released me at 1 :00 and I waited until almost 5:00 that evening to be picked 

up. He came and got me. He took me back to OUR house. He didn't bring a 

blanket for my baby, or nothing. It was cold outside. They really wasn't gonna let 

me leave, but they went ahead and let me go. All my baby had on was a receiving 

blanket, a doubled up receiving blanket. It was cold, but that's all I had, cause I 

hadn't brought her any blankets or anything; all her blankets were at home. He 

took us home, and he left. Left me there with [ named son], [ named husband's 

daughter], and my new baby. And I was cut wide open. I had to sweep, do all the 
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house chores, my son, yeah, and I mean I had got to where it was hurting so bad I 

would hold my stomach to keep my staples and stuff together. And cook, and do 

whatever I needed to do. I was even taking out the trash. 

For four of the women, the partner was physically miles away during the birth. 

During her second pregnancy, Trish's husband had gone to live with his sister in Virginia 

during the third trimester and had threatened to take her young daughter with him, but did 

not. Although working there, he sent no money home and did not return to see Trish or 

the baby for four months after the birth. She described this as "he ran away." The father 

of Christina's last child just "took off' a month before the child was born and as she said, 

" ... and I ain't heard from him since." Cheryl's husband was in drug and alcohol 

rehabilitation during the end of her second pregnancy but got a pass to visit her on 

postpartum, but then returned to the rehabilitation center. Angela's partner was in a 

forensic mental hospital after attempting to kill her early in the second trimester. Even 

from a distance, her husband had a profound effect on the support Angela received. Out 

of fear, she isolated herself because her family was not pleased she was having a baby 

with her partner. She was quiet as she described, 

And all that stuff, they said I wasn't gonna, that they weren't gonna come and all 

that, so, you know, I really didn't invite them, so I was kinda there by myself, you 

know, down here in [ named city] and I don't know nobody. But uh, my mother 

ended up showing up, I guess, probably about 30 minutes before I had the baby. 
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Subtheme: Pretend support. Five of the partners did portray the stereotype of the 

abusive spouse and "hovered" over the participants during labor, birth, and postpartum. 

Diane, Peggy, Katrina, Lakisha, and Cheryl all described instances where their partners 

seemed like the perfect supportive partner, or as Cheryl put it so well, "All sweet and 

stuffi" However, the apparent support that these partners gave was in fact just a fa~ade, 

or as Diane called it "pretend support." She assumed the role, and voice of her abusive 

partner as she recalled, 

Yeah, he would pretend support as long as there were other people around. But it 

was like, let the nurse walk out of the labor room, "Why don't you cut, just cut 

that noise out? Surely it can't be hurting that bad." And then when the nurse came 

back in, "Oh, honey, is everything OK?" He was patting me on the hand - just 

makes you want to slug him. 

Diane became visibly upset, crying and talcing deep breathes, as she talked about 

her husband's response to a very uncomfortable vaginal examination. As soon as the 

doctor left the room, the verbal abuse began in earnest: "'Yeah, you're spreading your legs 

and let that man look at you'. WELL HELL, YOU HA VE TO! It's just kind of a no win 

situation, um ... " 

Lalcisha felt that her partner, who stayed with her throughout her son's birth and 

early postpartum period, did so not to be supportive, but to learn ways to better 

emotionally abuse her. His constant attention worried her, and she spoke of wanting to 

escape. Her partner during her first pregnancy had not been with her, and while she spoke 
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sadly about her need for support, her agitation was more evident as she described this 

second birth: 

Uh huh. Oh yes (emphatic). He lived with me. Yes ma'am and I wanted to go 

outside and run until I couldn't run anymore. He wouldn't let me leave. I had to sit 

there and look at him. That's what he wanted me to do. He wanted to make me 

miserable. He wanted to, he knowed that.. he was in every doctor's visit I had. So 

he knew what I was gonna go through and he knew what he could do to just pick 

it up! "Well she's fixin' to go through postpartum depression, so if I do this, that'll 

make it worse." 

Subtheme: Support of necessary others, but ... Because the intimate partners were 

absent in one way or another, to make it through labor, birth, and postpartum, the 

participants were forced to rely on the support and encouragement of others. Parents, 

especially mothers, and the nurses were the most common sources of support for 

participants, however, the stories of how these people supported the woman were 

generally just mentioned: quite opposite from the detailed stories of the partner's absence 

or pretend support. While the women seemed appreciative of the support they received 

from others, this was far overshadowed by the antics of the partners. 

Stories of how family and nurses provided support were generally brief. Trish 

recalled that while her mother was there to support her, it was the nurses that provided 

her main support: "My mother, you know, trying to be there for me, she was in there, 

but.. .. So any time I needed anything they [the nurses] were there." Nurses made a 
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difference, too, for Christina, who was 14 at the time her first child was born. But even 

when describing how they helped her, the aloneness she felt was present: 

But I just, you know they told me how to breathe and everything and I pretty 

much knew what they said but I wanted them there you know the whole time 

'cause I was by myself and hurting (little laugh). Yeah, but you know, they had 

other people to go see and stuff and ... 

Overall, though, while appreciated, the majority of the women only mentioned, "Oh, yes, 

they were good" or "They were helpful" or "They were nice 'cause I was by myself' then 

reiterated that those persons were needed because the partner was gone or not supportive 

when present. 

Theme: The Violence Intrudes 

The context of IPV intruded into the labors, births, and postpartwn periods of ten 

of the participants. For some of the women, the labor itself was affected in ways such as 

an inability to concentrate on the process of labor. For others, it manifested as women 

worried about going home with a new baby. While not always specifically tying it to 

prior violence, seven of the women spontaneously discussed having postpartum 

depression, two to the point of suicide. I cannot help but believe that this revelation is 

intimately tied to the phenomenon. Diane best exemplified how the stressors and context 

of being in an abusive relationship could affect birth when she said: 

It is not the mystical, ethereal experience that most women think it is. Sure, in the 

end you've got this beautiful little baby, but hey, it's not very pretty getting there. 

And, uh, maybe for some other women it is, but for me it was not. 
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Subtheme: Labor affected. Thoughts and memories of life with an abusive 

partner took away from participants' abilities to focus on what needed to be done to get 

the child born. Intrusive thoughts affected both coping mechanisms and responses to 

pain. Angela matter of factly described it: 

Well, she was real hard, yeah. Just because of the effects, you know, you've got 

all that stuff going through your mind, you know. Just the whole thing. About, 

you know, the dad, and you know, I just feel the whole situation was just, I'm 

having a hard time figuring out what, what's the right things to do, you know, as 

far as, you know, I'm trying to make sure I keep her safe (referring to baby). 

Shera viewed the pain of labor as secondary to the thinking about what was going 

on in her life outside of the labor room. Threats by Shera's partner negatively enhanced 

normal responses to the medical aspects of labor and birth such as "the monitors and 

everything." With tears welling up in her eyes, she shared, 

But, I mean, in just the days before my birth, um, I had a lot of emotional 

problems and a lot of emotional strain. My husband was, um, threatening to leave 

me. Um, threatening to, um, take away my baby, and to keep me from ever seeing 

my son again if I didn't do the way he wanted me to do, do the things that I 

needed to do, um, as far as HE was concerned. So, um, it was, being that it was 

my first child, um, and those factors and just the emotional factors, it was really a 

rough experience for me. 

My brain was thinking 90 miles an hour, and my body was moving at 

zero. And, and that's, I mean, for every hour I laid there in pain, I, I thought about, 
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I mean, my thoughts were of much more painful things. So, I mean, the pain 

really was secondary, secondary to everything else. Um, it made it really hard that 

I felt like I was alone. Pain of labor, I expected it to be so much worse. I had, I 

mean I had full well expected that I was just going to be screaming and crying 

and, and hysterical like I seen these women that, on these shows that freak out. 

And I wasn't. I was very calm and relaxed about the pain. Now there were other 

things that I wasn't so calm and relaxed about. 

The women whose partners had gone away, to known or unknown places, related 

that it was harder to focus on labor due to the partner being gone as well as to what had 

occurred during the pregnancy. Trish described having to worry about her partner rather 

than focusing on the contractions and the effect it had on pain: 

Just the stress that I'd already been through and not knowing what he was doing, 

you know, he was in Virginia, my mother and I were the only ones in there, and it 

was just, ... (paused). So it was a lot, it was a lot more painful. 

Subtheme: Postpartum worries. For most women, the postpartum period is a time 

of recovery from the birth itself, learning to parent, and thinking about going home with a 

new family member. Worries such as "Can I take care of a newborn?" or "What ifhe 

cries all night?" are common. Women who experienced IPV in the perinatal period 

worried at a much deeper level about things like resumption of violence and safety. These 

were not idle fears. For all but one of the women, the abuse resumed in the postpartum 

period, often within a few weeks of birth. Several of the women worried about having to 

recover quickly in order to meet the needs of the partner. Diane remembered: "I had to 
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recover quickly because his expectations were you fall right back into what you're 

supposed to be doing. 'Take care of MY [partner's] needs'." 

For both Lakisha and Shera, worries about being discharged and facing the future 

overwhelmed the immediate postpartum period. Shera had a difficult time articulating 

what she feared but in the silence those remembered fears were palpable in the room as 

she said: "Um, I think that I was just jittery I suppose, because I knew what I was fixin' to 

face. I knew what was coming when I got home." Her worries were justified because not 

only did the abuse increase, but eventually her husband assaulted her with a knife and a 

broken bottle. 

Lakisha's worries were so strong that she actually didn't want to leave the safe 

space that the hospital had become. Without saying the words, "kill me" her story about 

that time rings with fear of exactly that. When asked if she worried at all during the 

postpartum period, she replied, 

Yeah. All the time. Most of the time. Um, but after the hospital, we were arguing 

before we left the hospital. So, really, I didn't want to go home. Yeah (laughed) I 

didn't want to go, I didn't want to leave the hospital. I didn't want to go home with 

him, 'cause I knew what it was going to be like. The baby's out now, he could do 

anything (emphasized), you know. Ifhe wanted his son by himself, he could do 

anything to get him. 'Cause I was just like, really I couldn't do nothing. But... 

Peggy and Angela also spoke of being safe in the hospital. Peggy asked her 

physician to keep her extra days after her last child was born, and because he was aware 

of the abuse at home, he did. Angela felt safe at the hospital, and acknowledged that even 
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though her partner was incarcerated in a forensic mental hospital, she worried about her 

newborn girl's safety when she had to go home, because the hospital was "pretty close." 

Memories of what her partner had done in an attempt to make her miscarry the baby 

intensified these worries. 

Subtheme: Beyond the baby blues. Seven of the participants described periods of 

sorrow that extended beyond the normal period assigned to the well-known phenomenon 

of the "baby blues." While outside the time parameters originally set for this study, this 

subtheme emerged too strongly to be ignored. Some of the women named what had 

happened, calling it postpartum depression while others described the attributes of that 

disorder without naming it. Two of the women acknowledged that suicidal thoughts 

accompanied the sadness. 

Peggy described feeling like no one cared and periods where she "cried and cried 

and cried and cried and cried" after the birth of her last child. Both Katrina and Angie 

described being able to do little else than cry and sleep. Angie shared that she cried for 

"months" after each birth, but never told anyone about it. Christina, too, experienced 

prolonged sadness after each birth. 

Danika found it hard to get out of bed. She would take her newborn, her toddler, 

and her preschool step-daughter and put them all on the couch with her not only to be 

able to keep an eye on them, but to be able to keep cockroaches in the house off of them. 

Danika also developed migraine headaches and began to have disturbing thoughts: 

But I had got real, real depressed. I mean, at first, I wouldn't get up, I would just 

lay in the bed, I couldn't see straight. Um, I started getting bad thoughts, but it 
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was never toward my kids. I was wanting to do something to him. I'd just plan. 

Cause I knew he would come down. He came down and ate every day .... she 

[husband's girlfriend with whom he was living] didn't cook! 

Fortunately, her depression and headaches were noticed by a sister, who somehow 

arranged for a home health agency to make visits. Eventually, with the help of a 

prescribed antidepressant, the migraines and depression improved and Danika never 

acted upon her thoughts. 

Two of the participants described becoming suicidal. Lakisha was depressed after 

both births, and from ages 15 to 17 received help from a school counselor. After the birth 

of her second child, these services were not available. The only persons she had to "talk" 

to were her dead grandmother and great-aunt, with both of whom she had been very 

close. Suicidal thoughts occurred after both births. Tapping her legs with her fists in a 

rhythmic manner, Lakisha spoke softly, 

Uh, I was very suicidal. I didn't want my daughter anymore .... That's when 

I had to have counseling, I had to have counseling for two years. 

Postpartum ... I mean I would leave my son there with him and just go [last 

two words slightly emphasized]. And my baby needed me [louder] you know, 

breastmilk, I was trying to breastfeed him, and he needed me at the time, I just 

gave up on him. Uh, and I would just leave. I would drive and just want to run off 

the road or just hit somebody .... ! didn't have anybody (really drew out last word). 

Because didn't nobody want to come around me because of him ... .I would go to 

the cemetery and, and talk. "I don't want you to go with me because you don't 
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make me feel comfortable (like she's talking to husband). You make me feel like I 

need to be there." And he was like, "Well, I'll put you there! You know, if that's 

what you want, I'll put you there." 

Shera also shared her story of feeling suicidal after returning home to her abusive 

partner. Shera came close to attempting suicide, but her child's presence in the car 

stopped her. As she talked about that experience, she was introspective, but open, about 

her experience. Sighing frequently, she responded to a question about how long her 

depression lasted: 

Yeah, I think it lasted until, until after [ said child's name] was one. 

Because that was, at that point, when [ child's name] was one, I was having panic 

attacks really, really bad. Um, and I just decided one day as I was driving home 

from [named city] to um, to [named city] and I was on the [named a river],just 

about to cross over the river bridge and I just thought to myself how easy it would 

be just to drive the car off the bridge. And, uh, fortunately I had my one year old 

in the back seat, right there in the rear view mirror. And I looked up at him, he 

just smiled at me, and I, uh uh, couldn't do it. Can't do it, not, not to him. I said, 

"Maybe I don't deserve to live, but that little boy back there deserves every 

[ emphasized word] chance. Every chance, to have the most wonderful life." 

Theme: Shutting the Violence Out 

In a seeming paradox to the stories told in the theme The Violence Intrudes, other 

participants talked of Shutting the Violence Out of labor, birth, and the postpartum 

period. As the participants told their stories, it was obvious that the abuse they had 
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endured was never far from their minds. For most, these thoughts intruded as they strove 

to labor and give birth, then recover from the process. Others, however, shut out 

thoughts of violence and were able to focus on the task at hand: becoming a new mother. 

Subtheme: Labor unaffected The participants used a variety of methods to shut 

out the violence and make it through the labor and birthing process. Some women 

consciously used positive thoughts about the outcome of labor, while others used sleep or 

medication to forget about what was happening in their lives. For some, this resulted in a 

perceived decrease in the pain of labor. For others, even though the pain was intense, the 

labor was perceived in a positive way. Whatever "method" was used, the results were the 

same, a sense of achievement and empowerment. As Lakisha succinctly put it, 

When I was in labor, I wasn't thinking about nothing but labor. That's what I was 

thinking about, um, even though he was right there beside me, you know, in my 

face, while I was having my son. Uh, it didn't bother me. It didn't bother me about 

what he had done because I wasn't thinking about that, I was thinking about my 

gift, and that's what I was proud of. 

Christina and Peggy used avoidance techniques to block out the violence and cope 

with labor. Christina recalled: "But really, the whole time I was just, you know, trying to 

find things to be goofy about and laugh and everything so I wouldn't really have to deal 

with it or anything." Peggy, on the other hand, chose sleep as a way of coping. She was 

non-medicated her first labor, but willed herself to sleep and spoke of her "really, really 

easy labor." Both women viewed this as choosing their own way of coping and felt that 

their bodies responded positively to these choices. 
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Subtheme: Postpartum hope. While many of the participants shared stories of 

postpartum worries, four of the participants found this to be a period of hope: hope that 

the new baby would improve the relationship and hope that the partner would once again 

become the man she had fallen in love with before the abuse started. The joy of having a 

new child played a large part in the experience of hope for a better future. Katrina 

expressed hope for a better future once her child was born: 

I wanted to believe that with her there, it would, it would be better. It would be 

different. And at first it was. You know what I mean? He tried to be a good father 

to her, but he got back on the drugs and ... Yeah. There's still that hope, even to 

this day, but I know that it's never gonna happen, never. He's not the man that I 

fell in love with, or the man that I thought I fell in love with. 

Even small, simple things brought a sense of hope for a future as a family. Diane 

expressively recalled, 

Yeah, you know, when you're dressing the baby, you know, you're getting him 

out of the hospital tee shirt and into their little clothes, and getting ready to take 

them home, and then you know, you start to think, there's always that hope, 'Well, 

things are gonna be better now' . 

Getting to know the new baby and learning to be a mother increased the sense of 

hope and delayed any sense of worry. Angela smiled as she recalled, 

Uh, ( 4 second pause). I don't guess at first I really did [worry] because I was so 

into her, my first child and she was such a cute little girl, and ... So I don't guess I 

really thought about it. 
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Even though the abuse resumed after she returned home, Angela regained a sense of hope 

after the birth of her last child. When asked if her first experience influenced how she 

felt, she replied emphatically, "No, it, with having my kids and everything, I didn't really 

worry about that stuff because I was like so into them and what they were doing and all 

and everything." 

All of the women whose words inspired this subtheme had their hopes dashed, 

often within weeks ofreturning home. None of them, however, expressed sorrow at 

having had these hopes. At the same time, the sadness that accompanies dashed hopes 

was often evident in their voices. 

Pattern: Issues of Control 

It was not surprising that issues of control arose in the participants' stories of 

labor, birth, and postpartum. All but two of the participants spoke specifically about 

partners' efforts to be in control during the time spent in the relationship. Trish and 

Danika spoke of being forced to give up career goals and quit college. Shera, Peggy, and 

Angela spoke about extreme financial control and being denied basic needs such as food 

and a place to live. Many of the women worked while the partner stayed home or worked 

only sporadically. Most spoke of being isolated from friends and family and physically 

kept from being with others by partners who drove them everywhere and took the car 

keys to prohibit the woman from seeing others. Nine of the women shared incidents of 

the partner using the children as a means of keeping them tied to an abusive relationship. 

Issues of control did not cease with labor, birth, or in the postpartum period. The theme, 

Control: Taken Away, emerged as participants described intrapartum and postpartum 
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incidences of once again not being in control of their own lives. The subthemes, He Was 

In Charge and Not Just Him, followed naturally as the participants differentiated between 

control taken by partners and control taken by others including health care professionals. 

Then, in what were perhaps the most surprising findings of this study, all of the 

women began to tell of experiences of having the strength to take back some control. The 

theme: Control: Talcing It Back is made up of these experiences. For ten of the women, 

this was done by feeding their babies by their method of choice. Nine of these women 

breastfed despite mixed messages, sabotage by the partner, and in one instance, violence 

that occurred during a feeding. The tenth participant bottle fed over her husband's 

objections. These stories are all a part of the subtheme, Feeding My Baby. Lastly, 

extending beyond the original parameters of this study, is the subtheme: Protecting the 

Children. Eight of the participants shared stories of sending their children away, some 

permanently, to protect them from violence. Of the remaining three, one wanted to send 

her children away, but was not allowed to by her partner, one left the partner with the 

children when the abuse worsened, and the other simply had no place to send them. None 

of the women spoke of how the confidence to take control back came about. But whether 

it was the empowerment of the birth process, or the strength of feelings developed for the 

new child, each woman who did so put herself at greater risk for the betterment of her 

child. 

Theme: Control: Taken Away 

The participants spoke of experiences of having control taken away during labor, 

birth, and the early postpartum period. For some, it was just a continuation oflife before 

190 



labor. For others, control was taken away by an unexpected source, health care providers 

and nurses. In all instances, the women were made to feel that they did not know best 

what they needed and that they were clearly not in charge of decision making. Diane, 

describing her labor, and speaking of both her husband and those caring for her, wiped 

away tears and said, 

... one thing I never felt was, I never felt like I was the one that was in control of 

anything that was going on. Um, I always felt like, you know, decisions were 

being made by someone else and that I was just a participant that was supposed to 

go along with the plan. 

Subtheme: He was in charge. Stories of the partner yet again seizing control 

began as early as the trip to the hospital for labor. Cheryl recalled going into labor with 

her first child, and her partner's response to a request to be taken to the hospital: 

I started having contractions at the house and my husband, uh, didn't believe me 

that I was having contractions. He thought that I just didn't want him to go to his 

buddy's house and drink. He was already drunk and drank some more. But, um, I 

couldn't hardly walk to the car (laughed) and so, um, we went out there and then 

he drove around for about an hour, cussing me, fighting, thinking that I needed to 

go out with his friends, you know, and just see if the contractions get worse. Well, 

uh, then he finally took me to the hospital. [ where she was admitted in active 

labor] 

Lakisha, in a chilling tale, described what happened after she was sent home from 

the hospital with false labor. She had been told during discharge instructions that she 
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might try walking or intercourse to improve her contraction pattern. What happened next 

was both comic and frightening to Lakisha because it reinforced the power her partner 

claimed to have over her: 

We went home, and we - sexual intercourse - and I started hurting during 

the (laughed) intercourse and he's "Are you OK, are you OK?" and I said "No, I'm 

hurting really bad, I need to go to the hospital." He said "We're gonna have a 

baby?"(said in frantic voice). I said, "I don't know." I said, "I'm hurting" so he 

said "Hold on, let me see, let me see." I said, "Let you see what?" I'm crying. [her 

partner said] "Hold on, I want to see. Open your legs." He (made a motion with 

her hand) He did an exam. And he said, "Uh, Kisha, Kisha, you are two 

centimeters." I said, "Unh! You do not know." He said, "Come on, come on, two 

centimeters." 

So we got dressed and we got to the hospital. (laughed) We got to the 

labor room and the man told me, he said, uh, "What brought you in today?" I said, 

"I'm hurting, I'm having contractions, we were having sexual intercourse, like my 

doctor said, and it just, pains just started rushing me." And he was like, " Well, let 

me see, let me see what's going on." I said, "OK." So he got all dressed up and 

everything, doing what he was supposed to do, and he went in and he said, 

"You're two centimeters." 

That scared me because this man [her husband] knows me too well. To 

know, this is his first child, he's don't know nothing about a woman ... And I said, 

"Well, my husband said I was two centimeters." He said, "Well, you are." 
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(laughed) And so he [husband] was all happy about that, you know. And um, so 

the doctor left and he said, "I told you, I told you I know you, I told you I know 

you." I said, "That's cool" (laughed). "Calm down. Good," I said "but that scares 

me." I said, "I don't, I don't want nobody to know me that well because you know 

what to do to capture me." 

The behavior of Lakisha's partner further exemplified this theme as the labor progressed. 

She recalled, with a hint of anger in her voice, 

He was very controlling. He, this was gonna be his first child, too. My second. So 

he figured he has to do everything, he has to run everything. Oh yes! (loud). He 

controlled everything. I'm not gonna say he didn't. He controlled everything. He 

told the doctors what to do and when to do it and they would still ask me, but he 

was like "What'd I tell you?" You know, and I'm like, "Can I talk?" But it wasn't, 

it wasn't nothing there, I just shut up. 

Katrina's partner also exerted control during labor and immediately after the birth. 

She shared the experience of being tired and hungry and wanting food both in labor and 

after the birth. In the period after birth, when she could have eaten, her husband chose to 

exert control in a particularly mean way: 

Well, like, I, you know, I'd ask for something to eat or something to drink and he, 

"No, you can't have this, all you can have is ice chips." And, cause I was starving 

afterwards, I was like, "Go get me McDonald's!" and they, he wouldn't, he 

wouldn't do it. He, he went and got McDonald's and all of his family came in and 

ate McDonald's in front of me and he wouldn't give me any. 
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Peggy and Danika, who both had babies that required stays in the neonatal 

intensive care units in tertiary centers, told stories of partners so jealous and controlling 

that the new mothers were rarely "allowed" to visit their ill newborns. Even when they 

did visit, the partner found a way to sabotage what time the woman had with her baby. 

Peggy talked about her experience with her second son, born prematurely at 26 weeks by 

emergency cesarean delivery, 

Uh, now he was in the hospital for three months, in [named the hospital], and uh, I 

didn't get, I couldn't go and see him because uh, my husband wouldn't take me, in 

fact, I got to go see him about four times and that's all. And during this time, the 

one time I went up there to see him, they wanted me to stay and transition mama 

and baby to a room, because he was on an apnea monitor and everything, to make 

sure that I could take care of him. And of course, then I'm still the dumb mom, 

you know, have to do all these machines and everything, well, during the time 

that I am uh, up there with my son, my husband gets busted on the job because 

they had a warrant for his arrest for selling drugs to an undercover agent. 

So ... have to talk to the pediatrician there and you know, I think "I have to take 

this baby home, I have no way to support it if my husband's in jail." So I put the 

baby back in the nursery and I go and try to get my husband out of jail. 

When Danika's son had to be transferred for multiple problems at birth, both her 

partner and his mother exerted control and she was only allowed to see him once. She 

spoke quietly as she recounted, 
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So then, they eventually had to ship him over to [ named adjoining state with large 

perinatal center]? Um hum. For about 2 1/2 months. Um, he didn't want me to go 

[see the baby]. Uh uh. His mom thought it was ridiculous. But his sister and her 

fiance at the time took me. And I got to hold him, cause I hadn't really got to hold 

him or anything. But with him, he did not understand. He had a fit. Huh uh. I 

didn't get to go back and see him until we went to pick him up. 

Subtheme: Not just him. Control was taken away from some of the participants by 

people other than the abusive partner. Of all the examples, Diane seemed to be the most 

distressed by this. Her births, in the late 1970's and early 1980's, took place in a city

county hospital with both private physicians and residents who served the county's 

Medicaid program. Contextually, these births took place at the time when women were 

asserting themselves more to have the kind of births they desired. Diane, however, felt 

she was not given those options: 

Yes. OK, then to add injury to insult, they drag students in there. You got twelve 

people looking up your butt ... "Oh, you don't mind do you?" Um, "well yeah, I 

do, but, you know, apparently it doesn't make any difference." Uh, they really 

didn't give me a chance [to protest]. I mean, you're already up in the stirrups. 

"Hope you don't mind, but you know this is a teaching process so we have to have 

the students in here." And you're going 'uh uh', and and nobody seems to listen, 

nobody's listening to, you're just like, it's like YOU'RE NOT THERE. It, it's like 

they're concentrated on the birth process itself, and you're just an inconsequential 
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part of it. You happen to be the person who is, who is giving birth to this child, 

but whatever you want is not considered, 

Peggy also had control taken away from her during her first birth. She had 

planned to have no medication because she was afraid of being sedated and of what could 

happen. Even though she willed herself to sleep through most of labor, she knew she 

could wake up at a moment's notice. However, as she got closer to delivery, against her 

objection, she was given IV sedation. She recalled why it mattered so much to her: 

Because I hadn't, I was in LaLa Land, I had no control and knowing that my 

husband didn't want this baby to begin with, I was really freaked out that if I went 

to sleep, that I wouldn't, that my baby would be gone. My baby would be gone. 

Right. Not have a baby 'cause you read these stories about people who have 

babies and "their baby died", quote unquote. They stole the baby, you know, and I 

had this worry about, you know, he didn't want this child. That... it would be 

gone. 

For a few of the women, having control taken away proved to be a form of 

advocacy. However, initially the participants were not entirely appreciative of having 

decision-making taken away from them. Christina recalled wanting her abusive partner to 

be with her on the postpartum unit, and of a nurse preventing this from happening even 

though other women's partners could stay: 

Yeah, let's see .... like with my first baby I had one nurse and she was just mean 

and she told um, no, yeah, and she told my second child's daddy [ who was already 

her intimate partner at that time] that um, he couldn't be in there, he couldn't 
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spend the night or whatever and all this, that he had to be gone by a certain time. 

And then I would have had to been in there by myself and I didn't want to be by 

myself. This was after I had the baby, like when I had, I had to stay you know, 

several nights and like she had told him that he couldn't stay the night that he had 

to leave at a certain time and ... 

Danika's nurse never asked her if she was in an abusive relationship. However, 

based on her assessment of an interaction between Danika and her partner, the nurse 

chose to ban Danika's partner from labor and delivery during the second child's labor. 

Danika's story does not reveal that the nurse asked her if she agreed with this decision, or 

if she had any thoughts about it at all. While done to protect Danika during labor, one 

untoward result was that Danika ended up laboring and giving birth with her partner's 

mother present, not her partner: 

When he got off of work he came up there and I just have to be blunt with 

what he said, he said. He said, uh, He said, "You stupid bitch, why did you come 

to the hospital? You need to get your, tell them to release you and sign yourself 

out and let's go home." And I wouldn't. I said "Why? You don't live there." I said, 

"What do want me to do, have the baby on the floor?" He said, "I don't care where 

you have this baby. We need to leave here. I don't have anywhere for the other 

kids to be and you need to COME ON!" (All said in a mean voice). 

Uh huh. So, since I wouldn't check myself out of the hospital, he just took 

my babies to her. And the nurse, she heard him. And I started having contractions 

like back to back to back. They were getting stronger, stronger, stronger. She 
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came in and she said, "Sir," she didn't even know he was my husband "we're 

trying to stop her contractions, not start them." And she said, "I don't know what 

you're doing, but you need to leave." And so, she wouldn't even let him come the 

whole time I was in labor and delivery. She would NOT let him come in. She'd 

tell him that the doctors didn't want me having company at that time, so he'd call 

me over the phone. And usually if he called me over the phone and she answered, 

she wouldn't give me the phone (little laugh). She says, "I just don't like him." 

Everybody noticed it, I think ... 

Theme: Control: Taking It Back 

Early in the study, this theme began to emerge, and continued to do so as each 

new participant was interviewed. No participant ever said, "I took control back" or 

"Here's where I got my strength." What they didn't say spoke volumes, however. The 

participants got gleams in their eyes and assumed self-assured postures. Pride was 

evident in their voices and strength seemed to come from within the participants. All but 

two women breastfed at least one child, and of this group, the children not breastfed were 

preterm and ill. One of the two remaining women still used feeding as a way of taking 

back control because she choose to bottle feed when her partner wanted her to breastfeed. 

Another "deed" with equally long-ranging and sometimes tragic outcomes was the choice 

all but three of the women made to send their children away for the children's safety. 

Christina had no one to send them to because her own mother had young children and 

was in an abusive relationship herself. Cheryl left with her children after the abuse 
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worsened to the point where it was being perpetrated with her holding the children and it 

was obvious it would not end. Danika could never send her children away because, 

He'd never let me. He wouldn't even let them go spend the night...the kids were 

my prison. Cause he would never let the kids go anywhere because he knew I 

could go somewhere if I didn't have any kids. I had to keep that responsibility. I 

had to keep the kids. Um, when we first got married, I didn't have any kids, so he 

took his daughter out of daycare, her little day care, so I would be ... there. And he 

programmed her to tell every move I made. 

Whatever the way of taking back control, and whatever the outcome, tliere was an 

underlying tone of determination in the women's voices as they described what they did. 

Until we talked about it in the interviews, most of the women did not even see their 

actions as a way of taking back some control. Once realized, the participants' body 

language demonstrated a sense of pride, and their voices often held a sense of awe mixed 

with disbelief and pride. 

Subtheme: Feeding my baby. Only Christina spoke of not feeding her baby as she 

wished because her partner told her not too. She offered no explanation other than he 

didn't want her to. Her children were born when she was between the ages of 14 and 18, 

and she was struggling to have a place to live. All of the other women breastfed at least 

one of their babies, despite mixed messages of support/nonsupport and outright sabotage 

by the abusive partner. These women, who were able to feed their infants in the way that 

they chose to, spoke with pride when they described this. While many of them did not get 
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to breastfeed as long as they wanted, just the act of choosing made it an empowering time 

in their lives. 

Danika, Peggy, and Trish breastfed for varied periods of time despite direct 

opposition from their partners. Pride was obvious in each of these women's voices as they 

shared how they overcame the opposition, if only for a while. Danika was very terse as 

she said, 

No, 'cause he had a problem with me a breastfeeding [named daughter], but I did 

it anyway. He went on and on about it, but I was like "You don't have anything do 

with this baby so I'm gonna do what I want." You know. 

Peggy was very animated as she described finally being able to breastfeed a child 

after two experiences of being unable to. It was clear that the experience of breastfeeding 

was very meaningful to her, and had long-lasting implications. She reflected, 

My frrst child, my husband wouldn't hear of it. He told me I was NOT (strongly 

emphasized) going to breastfeed. That was like an awful thing to do. With my 

second (cleared throat), with my second child, back then, your baby in ICU they 

fed it high calorie formula, you didn't give them breast milk. So [ used third child's 

name] is the one that I breastfed, and I'm closer to him. I just said I was gonna 

breastfeed. And I breast fed him (sentence emphasized). Uh, uh I didn't breastfeed 

him but like 4 or 5 weeks. I breast fed him (sentence emphasized) and that was a 

very, a very unique experience. I liked it. I liked breastfeeding. It's kind of a 

bonding thing ... 
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Instances of actions designed to sabotage breastfeeding caused stress and 

physiologic changes that made breastfeeding a challenge. Trish described what her 

husband would do to make the baby not want to breastfeed, which resulted in breast 

engorgement and pain for Trish: 

And you know, and with him [son], actually both of them, you know, he'd feed 

them a bottle, like if I, when I had [ named daughter] we lived in an apartment in 

[named town near large metroplex in state], and I had to go downstairs to wash 

clothes. You know, they wouldn't let you have washer and dryer in the apartment. 

Well, he would watch her while I was changing them over or whatever, and they 

give you free samples from the hospital. It never failed that he would give her a 

bottle or whatever. 

The stress of trying to breastfeed against opposition directly influenced when 

three of the participants stopped breastfeeding. Trish's voice was wistful as she told of her 

experience with her second child, whom she wished to nurse at least as long as she had 

nursed her first child, 

Um, breastfed. I breastfed [named daughter] for 7 1/2 months and him 3 1/2. 

Course I thought I was gonna go to school earlier than what I - I thought I was 

going in June and ended up going in August. Well, uh, not necessarily (rather 

soft). He uh, with him [son] he wanted me to quit, you know, so I could get a job, 

and as a matter of fact that's why I did, because he [ soon to be ex husband] was 

forcing so much on me that I wasn't actually. I was under so much stress I wasn't 

producing milk. 
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Shera was able to nurse for only a few weeks, then her husband forced them to 

move from the place she had decorated as a "home" for the baby. At the same time, her 

partner became increasingly abusive. Shera attributed a decrease in her milk supply to the 

stress that accompanied her husband's actions. Resumption of abuse at two weeks 

postpartum also put a halt to breastfeeding for Katrina. At three weeks of age, the infant 

became dehydrated and after a visit to the emergency room, Katrina felt forced to send 

her baby to her mother's house. She spoke with longing for the three weeks that she had, 

I breastfed her for the first 3 weeks. But, when he started abusing me again, I, I 

gave her to my mom, I didn't want her around that. .. He started again and I 

think ... 'cause I'd tell him "no", you know, I wanted to feed her and that would 

make him mad and he, he'd hit me or he, you know, he'd make me, he'd say things 

and make me cry, and you know, I didn't want to feed her, I just, I just wanted to 

go curl up in a ball and, just die. So, and he knew that, he knew what to say to 

make me, you know, where I'd just give her to him and say, "Here, you know, 

since I'm such a bad mother then you do it. You see if you can't do it." 

Both Diane and Lakisha received a mixed message: breastfeed-don't breastfeed. 

When asked how she fed her babies, Diane paused a moment, answered the question, and 

then role-played a conversation between her and her husband that exemplified the 

concept of a mixed message: 

I breast fed for a little while. Um, well now keep in mind that at first, he was, he 

paid lip service to the breast-feeding. "Well yes, that's best for the baby, that's, 

you go, you do that." um, but then there was actual jealousy. And it's like "How 
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can you be jealous? This is not a sexual thing?" It [how he responded] would 

depend on what day of the week it was: "Well why aren't you breastfeeding?" 

"Well, you don't like me to." "Well, yeah but you got to." But then, "Well, I don't 

want to see you do it." 

Lakisha, who nursed both of her children, described the mixed messages given to 

her by one of her partners when she was trying to decide whether to continue nursing or 

not: 

He was trying to get me to breastfeed longer. Uh, at that point in time. And then it 

was like, "He don't need that, he can drink milk." Nutramagin is what he had to be 

on and I'm like, "That is very expensive." And so, it was like, "No, we can get on 

WIC, we can do this, we can do that." Yeah. That's how it always was, he would 

confuse me. One minute "we gonna do this" and the next minute, "No, we're not, 

I'm gonna do it" or something like that, you know. He would always change his 

mind; he didn't know what he wanted. 

Angie and Cheryl actually had partners who wanted them to breastfeed. Angie, 

who had experienced physical abuse during a breastfeeding in her first pregnancy, chose 

not to breastfeed, which was an act of taking control. Cheryl was the only participant who 

had a partner who supported breastfeeding without mixed messages or sabotage. 

Subtheme: Protecting the children. Eight of the participants described times in 

their relationships when they separated themselves from their children in order to protect 

them from witnessing the violence or to keep them from becoming injured accidentally 

during a battering episode. Four of the participants were only separated from their 
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children for frequent, but short periods of times, like overnight or for a weekend. After 

the abusive episodes subsided, the children were returned home. The other four endured 

separations from their children for a much longer period of time, and in two cases, 

permanently. 

Trish told many stories of abusive incidents, or as she called them, "real bad 

fights" in which she'd have to call her grandmother, who lived nearby, to come and get 

the children and keep them for short periods. Lakisha chose not to expand on her simple 

statement: "Yes, I would send them off, you know, to my mother's." But the statement 

was telling in itself: it must have taken a lot to send them there because earlier in the 

interview Lakisha had said of her parents, 

And my mom come and begged me to come back home, she begged me and 

begged me 'cause they were trying to get my daughter from me. The whole time. 

And they wanted her from the day she was born. So I had to fight them for my 

daughter. 

Shera sent her son to her mother's house many states away when she had a dream 

so frightening that she felt she had no other choice. The fear she experienced was evident 

as she told a story that caused "goose bumps" to rise on my arms: 

I had a dream one night that I came home from work and found my little boy and 

my mother dead in my apartment, and that somebody was behind me. I first 

perceived that somebody was behind me and I got scared. I had my brother come 

and pick up [ said son's name] and Mom and take them back to [Mom's home 
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state]. So here I am, alone in an apartment in [named city in another state]. A 

thousand miles away from my family, and I don't have anybody. 

This proved to be a wise decision because shortly after that Shera came home 

from work one night and her husband was there waiting to attack her with a knife. 

Angela, too, intuitively sent her children away before she was kidnapped and brutally 

attacked by her husband in an attempt to make her miscarry. Actual threats helped lead to 

this decision. Angela remembered, 

No, my kids were not with me at the time of the incident. When he got real 

abusive, I called their father and told him to come pick up the kids. So, I mean, 

cause he did say, you know, that he would kill us all. Threatened, he never 

threatened them, but he threatened me that if I left that he would kill us all. So I 

figure it was best that, you know, he [non-abusive ex-husband/dad of2 kids] 

come and pick up the children. 

These four women were able to keep their children with them most of the time. 

When the children were sent away, they were reunited when the mother felt it was safe. 

For Lakisha and Trish, this occurred when the abusive episodes were over. Shera and 

Angela were reunited with their children after the arrests of their abusive partners. 

The other four women came to such a desperate place that reunification did not 

occur nearly so rapidly. Diane felt she had to leave her children with their father to keep 

them from witnessing any more abuse or worse. She was visibly shaken when she told 

the story of leaving her children behind, and what happened after that: 
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And, uh, so all I can remember that day was I tried to figure out how to get 

out with the kids and couldn't because he had told me he'd kill me if I ever tried to 

take the kids. It finally came to a point that I just had to; I just had to go. I had to; 

I had to leave my kids. That was hard, very very hard. Uh huh. Went to work and 

just didn't go back ... 

I didn't see my kids again until they were almost grown. I tried visiting 

with them, I tried exercising visitation. Um, I had, it came to actually a basic 

decision .. .if you're dead you won't be any good to them. So what's best for them? 

So I tried exercising the visitation, but it, it was just, it was, there was, I'd get beat 

up. I'd get shot at. There were several times long after that, he'd catch me out 

somewhere, uh, I'd get a beating. 

Angie was still waiting to be reunited with her children. She gave them to her 

parents because after a severe beating she could not provide for their basic needs. When 

she talked about this Angie was more expressive than she had been in the entire 

interview. She leaned forward in her seat and spoke slowly, as if to help me understand. 

She shared, 

I lost my job. I was an assistant manager at [named a restaurant], making good 

money. But I was on crutches for like 2 months. And so, I didn't really know 

where I was gonna make money at, so, I felt it was best they stay with my parents. 

They could be fed, they could be dressed. 

When the tape ended, Angie told me that after this occurred, she began a 

relationship with a man in another city. Eventually they moved up to the same area where 
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her children were living with their grandparents. Angie was left by this new partner at an 

empty apartment with no food, transportation, or phone for several days. When she got to 

her parents' home [ did not indicate how she got there], the grandparents decided that the 

children would be better off staying with them and sued for custody. Angie was in the 

midst of a custody battle when we spoke. 

Peggy and Katrina both gave their children to a relative to keep them safe, and 

both of those children died. Peggy's husband did not want her first child. Although the 

experience she recalled had occurred many years before, Peggy spoke as if it had 

happened yesterday. She said, 

Um, and then after we went home, it was on and off, I would move out, he would 

abuse me, I'd move you know, move out, move back in, um, and then it got the 

point so bad in the relationship that I was willing to give up my child - to a family 

member, and it wasn't long after that that the child had died in a car wreck. 

Katrina lost her child too. During the demographic intake, the interview, and after 

as we talked about her child, Katrina cried. The hurt was still so raw that it was 

sometimes hard to hear. Many times we just sat in silence. Eventually, she spoke of the 

incident that sent her child away: 

But, when he started abusing me again, I, I gave her to my mom, I didn't want her 

around that. And I told him exactly what I thought of him, how sorry of a person 

he was and, I gave, I packed my stuff, packed her stuff and went to my mom's for 

three weeks, and he called and, you know, wanted me to come home, wanted to 

work things out. He wanted to be a dad and a father, and, I wanted to give him a 
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chance to be one, but I didn't want to put her back in that situation, so I left her 

with my mom and I went back and, things hadn't changed, things never would 

(last two words emphasized) change. And, uh, I, we were gonna go back and get 

her, but the weekend in November, and she, she died November 8th in 1999 

[SIDS]. 

Pattern: If I Could Tell Nurses 

This is the only pattern that was actively sought. Not knowing what themes would 

emerge, each woman was asked specifically to tell me what they would like perinatal 

nurses to know or do that would improve care for women who have experienced IPV. 

Originally, this was not part of the study. It came from a comment made by Diane, the 

first participant interviewed, prior to her interview, and was incorporated into each 

interview in the study. When asked to tell the stories of their births and postpartum, many 

of the participants talked about their nurses: none, however would have "given advice" to 

nurses had they not been asked directly. Many of the women looked delighted at the 

chance to tell nurses how to care for women, a few looked perplexed as if they'd never 

thought they could do this. 

Three themes emerged from the data. Ask Me Even Ifl May Not Tell spoke to the 

need for nurses to ask about abuse. The second theme: Give Me Information became 

apparent as the participants spoke again and again about the need for two main types of 

information. Lastly, the theme: Be With Me Respectfully spoke to the need to have the 

nurse not only be with a woman, but to treat her with respect and dignity. Woven through 

each theme was the context of being a woman who was experiencing IPV. When 
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considered within the complete texts, it is apparent that these "hints for nurses" were 

drawn by the women from their own experiences and had meaning for them. As a whole, 

the themes reflect a way to meet the needs greater than those of any individual. After 

each interview ended, and I was thanking the participant yet again, the majority of the 

women simply said, "I hope this helps someone else." 

Theme: Ask Me Even If I May Not Tell 

While some of the women said they might not have divulged that they were being 

abused, all of them said they wanted to be asked. The participants remembered being 

asked directly about abuse in only two of the 25 pregnancies/22 births. Two of the 

participants thought that "maybe" there was a spot on an admission form they filled out. 

One of the women who was asked recalled that this assessment occurred in the presence 

of her partner and his grandmother! Three of the participants believed that that the nurses 

"knew" in at least one pregnancy after they observed partner behaviors. These women 

were not asked about abuse, however. Five of the women acknowledged that they 

probably would not have told the nurse, if asked, at least not the first time. Lakisha and 

Christina feared partner arrest and Child Protective Services (CPS) involvement, 

respectively. Angie reflected that she might not have told even if asked because she was a 

"very private person." Cheryl at first said she wouldn't have divulged abuse because it 

"wasn't too bad." As we spoke, she laughed when acknowledging that perhaps she 

minimized the abuse and said she learned that from her husband, who had recently called 

her and said: "Baby, I don't know why you're leaving me, I didn't do nothing, I just choke 

you every now and then and throw you down." She then reflected that "maybe" she 
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would have told a nurse if asked specifically about forms of abuse. The rest expressed 

that they wished someone had asked. 

The participants recommended that nurses not rely on physical signs of abuse. 

Katrina spoke of why she did not share her abuse with the nurses and went on to give 

specific advice on when to ask: 

No [the nurses didn't know], because, I mean, there was no signs, because you 

know, he kept the abuse where it would be covered up real well, where I could 

cover it up. And I was too scared to say anything or to show anything. I mean as 

far as everybody knew we were the happiest, you know, loving family there was, 

so, no, no one had a clue. 

Katrina's recommendation best exemplified how nurses can ask if abuse is present: 

Just to be more observant and you know, ask when the husband's not around if 

everything's OK. Not when he's standing over your shoulder. Because, they did, 

you know, one of the nurses did ask, "Is there anything I can get you? Is 

everything OK? Are you gonna be safe at home?" with him right there. And of 

course I'm not gonna say anything with him right there. Yeah, yes. It was always, 

if, you know, butjust,just ask when the father, when they're by themselves, not 

when there's people around them. Even if you have to make everybody leave the 

room, just say "Oh, I gotta do this check-up, everybody's gotta leave the room." 

Because they did ask, but when he was right there, and, and of course they're not 

gonna say anything with their husbands or their husband's grandmother's leaning 

over them. Just get everybody out of the room and then talk to her. 
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Diane also recommended not asking in front of the partner. She also thought that 

nurses should ask again later if a woman "hum-haws" around when answering. Shera 

hclicved all women should have prescreening and that it should be "something that 

happens with every woman that walks in the door." 

Theme: (iive Me Information 

The need for information from nurses was heard throughout the interviews. Not 

surprisingly, the participants wanted information about options for women experiencing 

I PY. Diane suggested that this infixmation he approached in labor, and then followed up 

on later when the woman was not concentrating on getting through labor. She stressed the 

importance of follow-up after the birth. Shera, too, expressed the need for appropriate 

follow-up based on a negative experience she during her pregnancy. Shera shared a 

conversation with a nurse that ended in no options at all: 

"Shera, I know you don't have to tell me this, hut um, what's going on?" You 

know, "Is something wrong?" It was one of the nurses up on the floor. And, she 

said, "There's something wrong with you. There's something really seriously 

wrong with you, because your blood pressure is spiking, and it's really high and 

we need to be concerned about this because it's not good for the baby. What's 

going on that's causing you this kind of stress?" And I told her, that my husband 

was very, very, he was just, literally giving me hell. And, I said, "Home life is hell 

right now." And she said, "You need to chill. Something needs to change or 

you're gonna have a sick, sick baby." And then I said, "Well, you know, (small 

laugh) what am I supposed to do?" 
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The participants were adamant that the information include options for getting out 

and staying safe and that this information could make a difference in how long a woman 

remained in an abusive relationship. It was clear that nurses must not assume that every 

woman knows about what is available. In a soft yet resolute voice, Cheryl expressed, 

One thing is to make it very well known that there is somebody out there that can 

help you. I was shocked whenever I found ... whenever I left him I was scared, I 

just, you know, like jumping off a cliff blindfolded. I had no idea there was so 

much help, but I was just saying, "You know what, I don't care what happens, I'm 

not living like this." There arc so many programs and so much help out there that 

if I would have known, I might have been more apt to leave sooner. J\nd then it 

also would have given me more peace of mind. Cause you know, I was terrified ... 

Shera echoed this, and stressed the importance of this type of information and the 

hope it would have given her: 

To have known that I didn't have to go through that. (this sentence said slowly) 

To have known at that point in my life that there was a way out. That I didn't have 

to have a husband. J\nd I didn't have to be in that kind of situation to make it. 

That I could make it on my own and that there were people out there that could 

help me and my son have a safe and secure life. Without me having to stay in that 

environment. 

The other type of information requested by the women was more generic and 

stressed the importance of information sharing about nursing care during labor and birth. 
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Nurses who did share this type of information were remembered positively. Exhaling a 

big sigh, Diane tied information-giving to respect as she recalled, 

Um, respect my need for some dignity through a very undignified process. 

Um, even if it seems like a miniscule amount of dignity to you, it may mean a 

whole lot to me. It may be something as simple as [ as if talking directly to a 

nurse] "Explain to me what you're going to do before you do it. I understand there 

are things that we have to do, that just are very undignified, um, but if you just let 

me know before hand, then we can get through this together." 

For a very young mother, the need for care information was paramount. 

Assumptions of knowledge about care of self and baby were not always well founded. 

Christina remembered her first birth at age 14 and gave an example of information she 

needed, but had to ask for: 

Yeah, because being young, urn, I didn't know about a lot of things, like the 

stitches. My mom, urn, I asked them "Do I need to come back and have the 

stitches removed or anything?" and they was like "No, they dissolve" and stuff 

like that and I really was scared because I didn't really know what I was supposed 

do except I had had, you know, experience with my little brother. But like at first, 

I wasn't wanning the bottles up, I was giving them to her cold and then she had 

like lots of gas. And I had watched the movie, but they don't go over like stuff that 

I guess they'd expect you to know, like warm the bottles. 
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Theme: Be With Me Respectfully 

The participants stressed the importance of being both respected and comforted 

by nurses during the perinatal period. A part of that respect was being treated as an equal 

and being able to make decisions. Diane was both poetic and clear as she described this: 

Maybe it being from a supportive position rather than an adversarial position, I 

mean we're not at war at each other here, we're trying to get a baby into the world. 

Um, so I think just maybe respecting her needs for some dignity, maybe 

respecting her needs to just be recognized [emphasis on recognized] as an integral 

part of this. It's not like she's inconsequential, I mean, [laughed] HELLO, she's 

spent the last nine months growing this child, right? 

Peggy, as a nurse, put this into her practice every day. She smiled as she 

explained how she gave control and decision making over to the woman in labor: 

And, um, let them realize that this is their experience ( emphasized "their 

experience") and if they don't want nobody in there, I'll be the bad person ... 

It's their choice, not his. He says, if he, uh, I say, uh, "Well now, it's her decision. 

She's the one that's having the baby. You know, if she don't want you in here, 

while I do the vag exams, then you're not in here." And you can see a lot of times, 

uh, a woman when you check her, she wants everybody out. 

Just the act of sitting with a woman can make a profound difference. Christina 

made a care recommendation based on her experiences in labor. She laughed as she said, 

I think maybe they should just have more nurses or something so they can sit in 

there with the person if they're by theirself or anything. Cause usually, you know, 
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with the nurses there you feel more comfortable, like anything goes wrong they're 

right there, you don't gotta ring a bell for them to come and wait for them and all 

that. 

Danika tied the presence of a nurse with the possibility of an abused woman 

sharing her story and beginning the process of becoming safe. She spoke in a very 

straightforward manner as she acknowledged that while the nurse is not responsible for 

what a woman chooses to do, a nurse could make a difference: 

There's nothing that you can really do. All you can do is be a friend. Try ... to be a 

friend. Or you know, comment on the weather, comment on her shirt or housecoat 

or whatever she has on or something. Try to break it, to where she will talk to 

you. Because a lot of women that's abused want to talk! They just don't. And I 

think the reason they don't is because they're like, "Oh my God, nobody cares 

anyway!" That's the first thought that comes to mind, "Nobody cares anyway, so 

why am I telling them all my problems?" You know, but if you just, comment, 

like the first couple of just comment on something and say "How are you doing 

this morning?" (said in an upbeat voice) and give a big smile, she'll get to where 

she wants to talk, you know, and then eventually she'll start talking. So .. if she's 

tired of it, but if she's just too totally scared of him, there's nothing you can do. 

Just make her stay there as pleasant as possible. You know, if they're not, if you're 

not ready ... 
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Pattern: Through a Feminist Lens 

Because this study was in part guided by both a feminist framework on IPV and 

feminist methodologies, it was necessary to include looking at the texts through a 

feminist lens as part of thematic analysis. Two strong themes emerged. The first: That's 

the Way I Heard It Should Be, was born of stories of blame placing and relationship 

fixing. The second: Betrayed, was made of experiences of being betrayed on both 

personal and societal levels. 

Theme: That's the Way I Always Heard It Should Be 

As the participants shared their stories, they often talked of how they thought of 

themselves and their role in the abusive relationship. It was also clear that they believed, 

at least for a while, that if they just tried a little harder they could "fix" whatever was 

wrong and that it was their responsibility to do so. Whether in a short or long-term 

relationship, giving up this fantasy was difficult. 

Lakisha, who had two abusive partners, spoke in some detail about her life with 

her husband, the father of her youngest child. Mild anger filled her voice as she 

recounted, 

And then I met up with him, and my husband, and he's the same way. He was the 

same way and then he, he would hit me and then for another week he'd promise 

he'd never do it again, and he'd do it again, and he'd do it again, and I'm like, 

"When is it gonna stop? What is wrong? What am I doing?" You know, I'm 

thinking it's me. I always put the blame on me. Every relationship, I put the blame 

on me, if they have a problem or anything, I, "OK, I'll take the blame." 
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A bit later into the interview, she continued, 

... 'cause I, I promise you I think, I thought, "Forever and ever. I'm gonna be with 

this man forever and he's gonna beat me forever. I can't leave him 'cause I love 

him. I married him, I made vows." That's what kept me in my marriage because 

everyone: "Kisha, you made vows, you made vows, you made vows to the Lord. 

You didn't make vows to him, you gotta keep them vows, whatever he puts you 

through." Come on now! 

Making the marriage work for the children drove Peggy to return to her abusive 

husband. She quietly castigated herself, 

So, fool, kindhearted sweet Peggy, you know, for my kids, you know, we're 

gonna make this marriage work. So I took him back and then we went and 

answered, he went to court, you know, the judge told him he had to go to 

counseling and everything. Well, that didn't last very long. 

A view of the inviolate nature of marriage was also a part of Shera's life. She 

shared, "So, I mean, I figured I was just out there in this alone and I've married this guy, 

and dog-gone-it, marriage is forever and ... " 

Cheryl reflected that had she known what help was available she might have left 

the relationship much earlier, but continued, "But, then on the other hand, um, I had to 

stay with him as long as I did to be sure that I did all I could, you know." 

Theme: Betrayed 

Betrayal of the participants occurred on multiple levels. For some, the betrayer 

was a family member or friend and for others it was her partner's parents: grandparents of 
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her children. Participants also felt betrayed by the legal system that was supposed to 

protect them. 

Family betrayal occurred when Angela went into labor, causing her to be alone 

until the last thirty minutes or so of her labor, when her mother finally decided to come 

be with her. Quietly she remembered, 

Well, I went in to get induced and, I was, you know I was having a lot of 

problems with all my family and all that cause my mother, and all my sisters, 

none of them were, of course, happy I was having a baby by him [ the man who 

tried to cause her to miscarry]. 

Trish was deeply hurt by her father when he chose to continue to drink with and 

support her abusive ex-husband. The hurt was exacerbated when her father helped her 

husband in ways he would never help her or her children. This had occurred in the past 

and continued into the present. Trish noted, 

But, supposedly, you know, they didn't like him, this and that, and now they're -

he lives in house free rent from my dad. And my dad never would let me do that. 

He wouldn't even let me stay in his house for a couple nights with my kids. You 

have to know my dad. It's a long ... he had always picked friends over family. 

Always ( emphasized). It doesn't matter if you're his wife, your child, and 

anything; it's the same thing. Isn't it amazing how you get mixed up like that? 

For Lakisha, a mother-in-law who had previously been a help to her betrayed her 

when at first she didn't believe her son was abusive and then later as she urged her to just 
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live with the violence and offered her own life as an explanation. Lakisha recalled a 

disturbing conversation: 

Um, and his mom, she helped me out a little bit, but she, she got me when she told 

me, uh, "Kisha, his dad did the same thing to me. And, he's gonna do it until he 

get it out of his system." So I said, "So what you want me to do? Stay in this?" 

She said, "Well I did." She said, "I left his dad maybe two times and I got out and 

got my own place, but he came back. He came to get me and I left with him. I had 

my daughters and he had his son." And she said, "He just, he's a good person, you 

just have to deal with it. His daddy was like that. He has Indian" [speaking of 

ethnic heritage]. 

Shera's betrayal came from multiple sources, a "good" friend, her mother, and the 

judicial system. She was teary eyed as she spoke first of an episode when a friend who 

had come to help her late in pregnancy turned on her: 

And this person would come to me and say "What's wrong with you Shera? I 

mean why are you treating this man so bad?" And I'm like thinking, "Oh my 

gosh" you know, "I can't even have somebody in my house (emphasized word 

slightly) without..." I mean, he's sitting there telling them all the horrible stuff that 

I'm just a bad wife, that you know, I got pregnant and he didn't want me to, and all 

of this and I'm like, this is a person I brought in to help me and they're coming and 

I mean, laying all this extra guilt upon me. Uh, I'm sitting here doing the best I 

can, all this time I'm nesting ( strong emphasis on word) ... and now I've got this 

person coming in and saying, you know, "You're just, you're a bad wife" I mean, 
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"How can you expect yourself to be a good mother if you can't even take care of 

your husband?" 

Shera also expressed that after all she'd gone through, her mother failed to 

believe, and in a way, protect her. She shared, 

In fact, my mom still thinks he walks on water. Uh ... She knows enough [about 

the abuse] because, when [ said son's name] was two and three, I mean, he would 

blacken my eyes, and so, you know, she seen me walk around with a black eye, 

but, and she saw what hap .. , what he did the last time and, and knows. But I mean, 

I think, she's ... I don't know if it's naivete, or, I don't know. But even now, when 

he was making calls, um and harassing me and threatening me, she said she 

wouldn't tell him that I wasn't there. Yeah, so I had to come bring my son and 

come to a safehouse because, I mean, he's making threats, he's making harassing 

phone calls and there's nothing (emphasized) I can do to stop him. Because I 

mean, I'm upset and really powerless right now ( almost shouting last three 

words). And my mother will not tell him that I'm not here, so that he'll stop 

calling and leave me alone. So I mean I'm like really angry at my mom. Because, 

I mean, I feel like if she would have just said, "look [husband's name] she's not 

here" then I would have been able to, I mean, probably stay home, actually. 

Shera was clearly angry as she described betrayal by the justice system. Her voice 

occasionally wavered as she recalled, 

Yes, and they didn't even get anything for ... he got 6 months for it. Six months! 

(anger in voice) And that night he raped me, he had me on the bathroom floor, in 
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a pool of se .. not semen, but um, pee. He had peed on me. I mean, just anything he 

could do to humiliate me. Anything! And I mean, he had knocked out my tooth 

then, which I still have yet to get completely fixed because I can't afford to. But I 

mean, just all of that and on top of all of that, to have him, leave a trail of blood 

all over my house. When he had knocked out my tooth, I had cut his hand. So, 

um, my tooth actually cut into his fist, and he was bleeding, so he's leaving blood 

everywhere, all over my house. I had to come in and clean it up, because you can't 

turn over an apartment in two months with blood all over the floor. So I scrubbed 

on knees for hours to get rid of all of that. But I mean, finally I was able to get a, 

he was so drunk that he just laid down on the floor and pretty much passed out 

and I was able to get the knife away from him after about three hours, and then I 

went on ahead and went to the hospital and .... 

Trish, too, was betrayed by the police who were supposedly coming to her aid 

after a severe abuse event. She spoke in a strong voice and occasionally laughed 

ironically as she told the story leading up to HER arrest: 

He, he jumped ( emphasized word) up off the couch and grabbed my arm and 

started spitting on me and telling me I was no good and just, you know, anything 

horrible he basically said it. And, then, my cousin took my little girl into her room 

and turned on the stereo. Yeah, so my little girl couldn't hear. Well she [cousin] 

couldn't hear me either. Which was kind of a problem. Um, he, while he was 

spitting on me I kind of pushed him away, and he picked me up by my throat and 

slammed me against my daughter's door entry. And had me by my hair and my 
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throat picked up off the ground. And just, the way he had my mouth I couldn't 

scream and he finally readjusted and I got my cousin's attention. Well, she ran 

next door, called the cops, and they, [named an officer from town she was living 

in at time] actually was one of the cops that came out there and another couple of 

officers came. And they let him go back inside, he said he'd wait on them in the 

house. Well when they got back in there, we met them outside, as we're walking 

down the driveway I watched him put a pair of wire cutters in his back pocket. 

OK. Now, he tells the cops that he, you know, was gonna go wait for them inside 

while they're talking to me and I did have red marks on my neck and you know, it 

was obvious that there was, either I had, [named a policeman] said on his report, I 

didn't find this out until [named the other officer] told me, uh, that it, he couldn't 

tell if it was natural blemishes or, uh, choke marks. So, therefore, when they went 

inside to talk to him, I was next door with my little girl and my neighbors, and 

they came and told me that they had to arrest me. Of course I get hysterical 

because I knew for one he was drunk and for two I knew he'd run off with her 

(little girl). And he did. But they said that he had a, he was bleeding from his 

mouth, I believe. His mouth or forehead. He hit himself. And I went to jail 

instead. That was about 8:00 o'clock they finally, I think I got out about 1 :00 or 

2:00. 

Based on past experiences, Angie also believed that she could not count on law 

enforcement for help. The fear of betrayal was evident in the story she told: 
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Uh, he would hit me, and shove me around and everything. One time he had uh, I 

told him, "The next time you touch me in an abusive way ( dog is barking loudly 

and she laughs at this) um, I, I'm calling the police." So, I went to try to call, I was 

gonna go try to call the police, and his mama lived across the yard. One the way 

over there he bloodies his own nose (laughed loudly). That way I would go to jail, 

too. So I didn't call the police, you know, I didn't know if I should, you know, he 

did that and I'm gonna go to jail, so ... 

At the end of the relationship this scenario of betrayal was played out in reality. Angie 

recalled, 

When he put me in front, put me on crutches though, in front of my kids, I went to 

the police then, but we just had one city marshal, it was a small town. Me and him 

liked to tied up so I went over there 3 or 4 times to press charges on him but he 

talked me out of it all three times [the marshal]. I don't know why. 

Diane, whose births occurred at a time when police were not trained in IPV, still 

felt betrayed, but for a different reason. She believed that race played a part in her 

experience: 

Oh, you know, this is way back when. When law enforcement's attitude was a lot 

different, but it was like, uh, they were willing to take, honest, they were willing 

to take a police report about the beating until they found out who he was. "What 

the hell were you doing with him anyway?" 

When asked if this was because her husband was a Black man and she was Caucasian, 

she replied, "You're darn right it was! Uh huh." 
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When a woman finally acknowledges that abuse occurs, a sort of betrayal may 

result if this acknowledgement is not taken with respect and dealt with appropriately. 

This happened to Danika and Shera. Danika had obvious bruises that were ignored by her 

physician, and she also recalled her nurse's response: 

And then all of a sudden, they'd hear us arguing or hear him yelling at me about 

something, or using a stem voice like, "I told you ... duh, duh, duh" ( said in a low and 

deep, rather menacing voice), you know, talking through his teeth. And they would notice 

that, then they would notice when they walked in the room it got real quiet. Where 

usually I would be calm, just trying to hold back the tears, she called him, she said, "He's 

abusive to her." She could just tell it, and when she came in one day, I had an IV here 

( showed me), but I had a bruise here ( showed me) and the other part of his fingers 

bruised me over here (showed me). Where he had grabbed my arm. And by my IV being 

right there he had cut it off. And it made my arm swell up. It made the bruises more 

noticeable. And she [the nurse] noticed it. She said, "That's just it." She said, "I don't see 

why you won't leave him." 

Summary of Chapter 5 

This chapter first described the group demographics of the participants. Then each 

participant was described in detail within the limits of confidentiality to set the context 

for the interpretation that would follow. The texts were then interpreted using van 

Manen's thematic analysis resulting in patterns, themes, and subthemes. Exemplars were 

taken from the texts to add depth to the interpretation. 
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CHAPTER VI 

Conclusions, Discussion, and Recommendations 

Overview 

This study was undertaken to find the meaning embedded in the experience of 

labor, birth, and the immediate postpartum period for women who have experienced 

intimate partner violence (IPV) in the perinatal period. By opening myself to patterns, 

themes, and subthemes that would emerge from the stories [text] shared by the 

participants, I sought meaning in order to off er both personal and societal options that 

could improve the lives of women who experienced perinatal IPV. I also sought to 

develop actions to improve nursing education, practice, and research. 

Eleven women participated in loosely structured face-to-face interviews, leading 

to stories of 25 pregnancies that occurred within the context of IPV. The texts were 

interpreted guided by the philosophies of hermeneutic phenomenology, particularly those 

espoused by Gadamer (1960/1989; 1976) and van Manen's (1990) six research activities. 

A feminist lens was applied to the texts throughout the interpretive process. From the 

texts, four patterns were identified: Making It Through, Issues of Control, If I Could Tell 

Nurses, and Through a Feminist Lens. Themes and subthemes were organized under 

these patterns. In this chapter, I discuss the implications of these patterns, themes, and 

subthemes and connect these findings with the theoretical framework discussed in 
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Chapter 1 and the literature reviewed in Chapter 2. I also relate the findings to literature 

reviewed post-analysis. Demographic information (Appendix B) also served as a source 

of data that is compared with the current literature. The relationships between the 

findings of this study and my pre-study assumptions about IPV, birth, hermeneutic 

phenomenology, and feminist research are also discussed. Lastly, recommendations for 

nursing practice, education, research, and activism are made. 

Reaching Conclusions 

In order to generate text that would reveal the meaning of labor, birth, and the 

immediate postpartum period for the participants, the choice of guiding philosophical and 

theoretical frameworks, which in tum formed the methodological basis for the study, was 

critical. It was important to me that the frameworks were compatible with nursing and 

my personal philosophy and would minimize, if not eliminate, potential harm to the 

participants. In order to do this, I chose to conduct the study using frameworks that were 

both philosophical and methodological in nature: hermeneutic phenomenology and 

feminist theory. I had hoped that these two frameworks would blend to strengthen the 

study by allowing me to go far beyond the taken-for-granted and I was not disappointed. 

Phenomenological inquiry has been proven appropriate for nursing research 

because it allows the nurse to better understand everyday practice and social and political 

contexts relevant to both patients and nurses. (Van der Zalm & Bergum, 2000). When 

nurses know what meanings people attach to disruptive life events they are better able to 

provide sensitive care (Lawler, 1998). Interpretive phenomenology was consistent with 

holistic nursing practice as the experiences of participants are viewed in context rather 
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than as isolated variables. Meaning is not formed in bits and pieces, rather emerges from 

the transaction between the individual and the situation (Benner, 1985). 

Interpretive phenomenology also allowed me to seek out voices that might not 

otherwise be heard, and to honor the words and meanings those voices put forth. Aligned 

closely with this was the feminist and phenomenological belief that the person (woman, 

in this case) who experienced the phenomenon should be considered an expert and 

therefore should be viewed as a co-researcher. According to van Manen (2003) human 

understandings come out of the dark, and without these co-researcher's, it would have 

been impossible to go into the dark in the first place. 

A feminist research stance of assuming a "power-with" rather than "power-over" 

(Chinn, 1999) relationship with the participants encouraged the openness that is an 

inherent part of the hermeneutic phenomenology. This open stance, along with very 

loosely structure questions, encouraged the participants to guide the interview. This 

served to generate text that was unrehearsed and thus closer to the lived experience 

(Benner, 1994). While the stories were certainly influenced by the context and history of 

the individual's horizon, as Gadamer (1960/1989) espoused, direct first-person narratives 

gave a closer view of everyday understandings (Benner, 1994) within that context. The 

open stance also encouraged the participants to speak honestly and to ask questions and 

seek validation of their own interpretations of the experience. It also allowed me the 

privilege of "giving back" as a nurse and a woman, which was discussed in Chapter 4. 

All of this generated a seemingly overwhelming amount of text from which 

meaning could emerge. The amount of time spent dwelling with the data was not kept in 
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clock hours, I only know it eventually consumed me, as I hoped and expected that it 

would. As the patterns, themes, and subthemes emerged, it was necessary to reconsider 

my own prejudices and their effects on the interpretation. What resulted was the fusion of 

my horizons and those of the participants who created and ultimately owned the texts. 

Hence, I was able to off er an interpretation of the text that explicates the meaning of 

labor, birth, and the immediate postpartum period for women who have experienced 

perinatal IPV. I remain constantly reminded, however, and urge any reader to be aware 

that "full or final descriptions are unattainable" (van Manen, 1990, p. 18). 

Discussion of Findings: Significance and Relation to What is Known and Not Known 

The findings of this study are significant to women who experience intimate 

partner violence in pregnancy, to nurses, and to society. Many of the findings support or 

extend what was already known about IPV and about the labor and birth experience. 

More importantly, this study offers findings that are not found in the literature, and in 

some instances refute what was assumed and often taught in nursing. All of the patterns, 

themes, and subthemes interwove to form a sense of sadness and strength around the 

experience of labor, birth, the immediate postpartum period, and even beyond. 

Demographic Information 

Even the simple act of collecting demographic information specific to violence 

and birth (Appendix B) provided important contextual information about experiences of 

the participants. The participants' ages at the time of birth ranged from 14 to 32. Five 

occurred when the participants were between 16 and 19 and fourteen between the ages of 

20 and 24. In a review of rates of intimate partner violence against females by Rennison 
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(2001) those age ranges comprised the highest rates per 1000 (15.4; 15.7 respectively) 

from 1993-1999. 

All but one of the participants experienced some form of abuse prior to becoming 

pregnant, which is consistent with the literature (Helton, 1985; Helton, Mcfarlane, & 

Anderson, 1987; Mcfarlane, 1996a, 1996b; Muhajarine & D'Arcy, 1999; Parker et al., 

1993; Renker, 1999). In all but two births, the abuse continued in the postpartum period. 

This, too, is consistent with the literature, particularly studies by Gessner & Perham

Hester (1998) and Campbell et al.(1998). 

When the four broad categories of abuse - emotional, economic, physical, and 

sexual- were explored as demographics, seven of the participants revealed that they had 

experienced each type of abuse during at least one, and in most cases, all of their 

pregnancies. All participants reported emotional abuse regardless of age at the time of 

pregnancy, contrary to a study by Parker, Mcfarlane, et al. (1993) in which a greater 

percentage of adults indicated emotional abuse than did teenagers. In the interviews, 

participants described multiple episodes of what Shumway et al. (1999) labeled "severe 

physical abuse" (bitten, kicked, hit with fist, threatened and/or attacked with a weapon). 

These episodes of severe abuse were equally common in pregnancies occurring during 

adolescence or adulthood. This runs contrary to a study by Covington et al. (2001 ), in 

which severe physical violence was reported in twice as many cases by teenagers than by 

adults. 

Only two of the participants experienced no form of economic abuse. The most 

common form of economic abuse was withholding of money to meet daily living needs. 
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However, four of the participants indicated the opposite: they were "forced" to work if 

they wanted money to live on, while the partner either didn't work or drifted from job to 

job. For all of those women, the partner demanded the money earned, then gave the 

participant some (but often not enough) and kept the rest for "drugs" or "booze". None of 

the studies reviewed in Chapter 2 explored economic abuse, which impacts and is 

impacted by society in terms of poverty and jobs for women who are in or are 

considering leaving violent relationships. 

Eight of the women reported some form of sexual abuse in pregnancy. These 

ranged from partner affairs and thus the risk of contracting a STD to being raped in a 

variety of ways. In most instances, the literature reviewed placed physical and sexual 

abuse in one category although many of the studies reviewed used the Abuse Assessment 

Screen [ AAS], developed by the Nursing Research Consortium on Violence and Abuse 

(Soeken, Mcfarlane, Parker, & Lominack, 1998), which specifically asks about sexual . 

abuse. Consequently, I believe that based on both the tool used (or not used) and the form 

of reporting, the incidence of sexual abuse has been underreported. This was validated in 

a recent doctoral dissertation by Weaver (2001) in which the theme "Me Tarzan - You 

Jane" recounted multiple participants' stories about sexual abuse by an intimate partner 

because it was his right. 

Complications of pregnancy and birth were also elicited during demographic 

information collections because they too were part of the context of the experience. 

Preterm labor complicated 6 pregnancies. This finding supported the literature reviewed. 

In multiple studies (Kearney, Haggerty, Munro, and Watkins, 2003; Huth-Bocks, 
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Levendosky, & Bogat, 2002; Shwnway et al., 1999) women who experienced abuse were 

significantly more likely to experience uterine irritability and/or preterm labor. Five of 

the infants were born at less than 3 7 weeks gestation. This too has been found in the 

literature. In a population of teenage women, those who reported severe abuse were 

significantly more likely to deliver preterm than those reporting no or "other abuse" 

(Covington, et al., 2000). Jagoe et al. (2000) found that regardless of age, a woman who 

is abused is twice as likely to deliver prematurely than a woman who is not abused. 

It has been hypothesized that the release of catacholamines and resultant decrease 

in uterine blood flow caused by maternal stress serves as a physiologic basis for uterine 

irritability (Simpson & Creehan, 2001). All of the research on stress that was reviewed 

showed significantly more stress in pregnant women who were abused than in those who 

were not (Curry, 1998; Curry & Harvey, 1998; Muhajarine & D'Arcy, 1999). The women 

in my study who experienced preterm labor and/or birth all spoke of how stressful their 

lives were and without prompting, shared the belief that stress contributed to the early 

contractions. 

The most controversial of findings in the research literature concerning outcomes 

of abuse was the relationship between violence during pregnancy and newborn low birth 

weight (LBW). The literature review revealed an equal number of studies citing a 

significant relationship between abuse and LBW as those citing no significance. While 

three of the preterm infants in my study met the criteria for LBW, the other two preterm 

infants and all of the term infants were either appropriate or large for gestational age. 

This supports the findings in the literature that posit that abuse and LBW do not have a 
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relationship, especially when gestation is controlled for (Covington et al., 2001; Grimstad 

et al., 1999; Jagoe et al., 2000; Kearney et al., 2003; Shumway et al., 1999). 

Six pregnancies (24%) were complicated by preeclampsia. This seemed high, 

considering that the national rate is 6% to 8% of all pregnancies (Leicht & Harvey, 1999; 

Preeclampsia Foundation, 2003). Only one study was found that revealed an incidence of 

preeclampsia anywhere near that in my study. Kearney et al. (2003), in a study of 2000 

pregnant women, found that women who were abused were twice as likely to develop 

preeclampsia than women who were not abused (CI: 1.14, 3.47; p<0.05). 

In prior studies concerning abuse and ethnicity, Black and White women 

experienced IPV both in and out of pregnancy at approximately the same rate. Hispanic 

women also reported abuse, but at a lower rate. (McFarlane, 1996a, 1996b; Rennison, 

2001). Demographic information from this study was quite different: over half (54%) of 

the women self-identified as Caucasian, and less than 10% as Black. There were no 

Hispanic participants and nine percent of the women were Native American. Three of the 

women (27%) were dual ethnicity. 

While much of the demographic data supported findings from past research, not 

all did. There are at least five probable explanations for the varied differences found in 

this study and the literature. The first is that due to the qualitative nature of the study, the 

demographic data are for only 25 pregnancies, an extremely small number in quantitative 

research. Conversely, it is highly likely that the qualitative, feminist nature of the study 

encouraged revelation of information beyond that which any form can elicit. The second 

is that none of the studies reviewed were specific as to whether the participants were 
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currently in or out of the abusive relationship. The women in my study had already 

reached the point where the violence escalated enough for them to have to leave to 

remain safe or alive. It is likely that this could account for the multiple types of violence 

endured. The third is that the context of time must be considered. Many of the articles 

reviewed were chosen because they showed the necessary path of research on intimate 

partner violence. Because violence in all forms, including sexual, are more openly 

discussed in the media, women talking about their experiences today may be much more 

comfortable in revealing what happened to them than women a decade ago. Fourth, in 

terms of ethnicity, two co-existing explanations exist. The use of convenience sampling 

meant that the first 11 participants who met the criteria for inclusion (Appendix A) were 

invited to join the study, which diminished the chances of achieving maximum variation. 

Secondly, and more probably, a much smaller percent of Hispanic than non-Hispanic 

women utilize the shelters from which the participants were recruited and many of them 

are non-English speaking (TG [women's shelter advocate], personal communication, 

November 15, 2003). Lastly, many of the reviewed studies recruited participants from 

hospital or government based clinics. Participants in this study received prenatal care not 

only from clinics, but also private physicians and nurse practitioners. 

Pattern: Making It Through 

As the participants told their stories of labor, birth, and the immediate postpartum 

period and as I dwelled with the text, a sense of "just there-ness" kept asserting itself. The 

labors and births were not spoken of as "the most wonderful adventure" or "the worst 

time of my life", as one often hears when talking with friends about birth. The women did 
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not use positive terms like satisfied, fulfilled, or wonderful, nor did they use terms like 

dissatisfied, unfulfilled, or horrible as they spoke of the experience. The only time true 

joy surfaced was when some of the participants spoke of seeing and holding the baby for 

the first time. Three of the participants even used the words "just get through it" to 

characterize the experience and one said, "got to survive it." 

The influence of context on lived experience, a principal facet of Gadamer's 

(1960/1989) philosophy was evident in the birth arena. Nursing textbooks discuss five 

processes of labor, or P's. These include the passageway (pelvic structures) passenger 

(fetus and placenta), powers (contractions), position of mother, and psychological 

response. The latter of these dealt in part with context including past birth experiences 

and preparation for labor (Piotrowski, 2004). A study done by VandeVusse (1999b) 

sought to expand the model of the essential processes of labor qualitatively using 

interviews with women in which they told stories of their labors and births. Thirteen 

processes were identified. The context surrounding labor and birth emerged in three 

external forces named "professional", "people" (including partner, family, friends), and 

"politic" (society), which were consistently seen by the participants as having both 

physiologic and psychological effects on labor and birth. 

It became more and more apparent that the context of violence during the 

pregnancy played a part in making what is touted by society as one of life's greatest 

adventures just another thing to make it through. The context of the participants' 

relationships with their partners and others was a constant undertone in the theme 

Needing Someone. The impact of context on the participants' abilities to focus on labor, 
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endure pain, and learn to mother the new baby was seen in the themes The Violence 

Intrudes and Shutting the Violence Out. 

Throughout this pattern, no "grouping" of subthemes occurred with individual 

women. A woman might have been left alone and felt the violence affected her labor yet 

had high hopes for the future. Another might have had partner support and felt the 

violence did not affect labor, yet spoke of fear and worry as well as severe postpartum 

depression. This again, I believe, was influenced by context: the types and length of 

abuse endured and by each individual woman's strength and coping abilities. No 

relationships, then, among the subthemes could be identified. 

Theme: Needing Someone 

In the birth experience literature, the need for support and care during labor and 

birth was found again and again. The presence of the partner was deemed a necessary 

part of a satisfactory birth experience (Callister et al., 2001; DiMatteo et al., 1993; 

Waldenstrom et al., 1996). Partner presence, enhanced the woman's sense of security 

(Halldorsdottir & Karlsdottir, 1996b) and was seen by women as the partner's way of 

showing concern, care, and valuing what the woman in labor was going through (Bondas

Salonen, 1998; Callister et al., 2001; Somers-Smith, 1999). Participants in the Bondas

Salonen study believed the presence of the partner was so different from the presence of 

staff or others that even when insulted by the partner, they preferred his presence to being 

without it. 

The need for others during labor and birth, particularly for support and care by the 

nurse, was also found in multiple studies (DiMatteo et al., 1993; Simkin, 1991, 1992; 
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Tumblin & Simkin, 2001; Windridge & Berryman, 1999). The early studies by Simkin 

also revealed that even after a decade or more, interactions with the nurse were retold in 

vivid detail, often word for word. This occurred with several of the participants in my 

study as they told of conversations with nurses in present tense and assumed a different 

voice for each person. 

Family support beyond that of the partner was seldom a variable or theme in the 

research literature. One qualitative study (Records & Rice, 2002), which was done with 

Hispanic women who were abused found that the theme "Social Context" played an 

important part in the birth experience. This theme used as exemplars stories of supportive 

and unsupportive family interactions. 

The research literature, then, leads to themes of an overall need not to be alone, 

but more importantly to the importance of partner presence. In many cultures and 

countries today, the presence of the partner during labor and birth is not just invited, it is 

expected. Internet sources reveal that 85-90% of births are attended by the woman's 

partner (Focus on the Family, 2004; Shapiro, 2004). A 2002 study by Declercq, Sakala, 

Corry, Applebaum, and Risher found that when 15 83 women were asked about sources 

of support (physical, emotional, and information) during labor, 92% identified that their 

partners provided support, 83% felt they received support from the nursing staff, and 

50% also received support from family or friends. 

It is at this point that the findings of my study vary significantly from the 

published literature. Partners were not present for the majority of the births. When they 

were present the support offered was only "pretend". Even though all the women had a 
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family member with them for at least a short while and all felt cared for by the nurses, it 

was not enough. 

Subtheme: Partner indifference. The lack of partner presence and its hurtful 

nature stood out in the participants' stories. Eight of the participants gave birth to at least 

one child where the partner was "not there for me." A pervading sense of loneliness and 

anger existed in these stories. For some of the women, the partner actually dropped them 

off at the hospital, or came only for the moment of birth itself, and then left. For others, 

the partner was in the room, but was drunk or under the influence of drugs, and slept 

through the labor. Two of the participants' husbands "took off' before the birth and were 

miles away. In two cases, the partner was in rehab or a state institution during the birth. 

Whatever the reason for lack of presence, the women again and again spoke of the 

emotional pain and anger that it caused. Even if they had not voiced that pain, their tones 

of voice and non-verbal communication made it quite clear. The experience of labor, 

birth, and the early postpartum had been lessened by yet another form of emotional abuse 

by the partner. 

Subtheme: Pretend support. For the five women whose husbands were the 

stereotypical "hovering" type of abuser (Parker, Bullock, Bohn, & Curry, 2004), the 

support they received was "pretend" in nature. When the nurses or providers were 

present, the partner was solicitous and appeared very caring. When left alone, the partner 

once again became abusive. This is not surprising: advocates of women who are abused 

often described how "charming" batterers can be to the outside world, and between 

abusive incidents, to the woman herself (Wilson, 1997). 
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Subtheme: Support of necessary others, but .... Parents, particularly mothers, and 

nurses were the most common source of secondary support for participants. When the 

participants talked about the support received from others it contained little detail, unlike 

the stories of partner absence or presence. While it was clear from the women's words 

that they appreciated the support of others and that they were highly complementary of 

the care they received from nurses, there was an unspoken "but" at the end of the many 

sentences. Considering the grief and anger expressed at the lack of partner participation, 

it is likely that the "but" could be completed with the words "I wanted/needed HIM 

there." 

Theme: The Violence Intrudes 

Ten of the participants in this study had labors, births, and early postpartum 

periods that were affected by the context of the abuses in their everyday lives. In the 

literature, only one study specifically examined labor and birth in the context of intimate 

partner violence (Records & Rice, 2002). In that study, the women spoke of severe and 

unrelenting pain, fear for health of the baby, fear of pain, fear of procedures, and a 

"hyperemotional response" that resulted in depression and panic. The women told of 

knowing they should be happy, but being unable to do so because of emotional isolation. 

All of these were attributed to lingering effects of abuse. 

These themes were both valid,ated and challenged by my study. Although the 

labors, births, and early postpartum experience were certainly affected by the context of 

abuse, the participants did not ever speak of the type of pain or fear that the participants 

in Records and Rice (2002) spoke of. The depression expressed by the participants in my 
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study did not manifest in the early period, like the "baby blues11
, rather, it extended into 

the early mothering period at home (postpartum depression) at a surprisingly high rate 

(64%). Only one of the seven participants who experienced postpartum depression 

acknowledged a history of depression prior to the birth. 

Subtheme: Labor affected. The context of abuse affected the participants in 

different ways. Some of the women shared that intrusive thoughts of abuse had enhanced 

pain responses, one found thoughts about the partner and memories of abuse more painful 

than labor contractions. These responses are consistent with research findings that life 

experiences, both positive and negative, can affect a woman's perception of physiologic 

and experiential aspects of labor and birth (Halldorsdottir & Karlsdottir, 1996b; 

Kitzinger, 1992; VandeVusse, 1999b). The perinatal period has been identified as a time 

in which traumatic memories can easily resurface, even when a birth goes well. If past 

abuses involved sexual abuse, routine caregiving processes in labor such as vaginal 

exams may trigger memories. If the woman is unable to block thoughts of past trauma, 

her ability to focus on the labor is compromised (Radosti, 1999). 

Subtheme: Postpartum worries. Emotionally, the postpartum period can be 

disconcerting. During the first 48 hours, the mother's dependency needs predominate. 

Anxiety, physical discomfort, and preoccupation with her new role are common in this 

normal time of adjustment. Society generally expects the new mother to be excited, but 

she may be fatigued or have baby blues which are transitory and related to normal 

physiologic and psychological changes (Edwards, 2004). 
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While most mothers (87 %) in a study by Borjesson, Paperin, and Lindell (2004) 

reported that they "felt well" when it was time to be released from the hospital, some 

expressed concern about breastfeeding and recovering from the birth itself. In a 

discussion of the postpartum period, Klaus (2001) identified postpartum concerns such as 

continuous responsibility for a newborn, ability to meet the baby's needs, and changes in 

the norm as common worries of new mothers. These are exacerbated by a myriad of 

articles and books that often set unrealistic expectations of the perfect postpartum and 

mothering experience. 

The participants in my study experienced worry at a much deeper and more 

fearful level. They worried less about meeting the needs of the baby and more about 

meeting the needs of the partner in order to avoid abusive episodes. The phrase "didn't 

want to go home because I knew what was coming" was echoed again and again. For 

many of the participants, the immediate postpartum period was one of stress and fear, not 

joy and celebration. 

Subtheme: Beyond the baby blues. The prevalence of postpartum depression 

(PPD) was significant in this study. Seven of the 11 participants told stories of prolonged 

sadness, depression, and in two cases suicidal ideology following one or more 

pregnancies. This lasted anywhere from a few months to "a couple of years." Only one of 

the participants saw a mental health provider and received medication and one other was 

counseled by a high school counselor. As discussed in Chapter 5, the stories of 

depression were not those of the "baby blues", which peak at about seven days 

postpartum and usually subside by the 10th day (Edwards, 2004). 
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This is far above cited prevalence rates of 10-15% (Beck, 1999) or those of up to 

30% (Driscoll, 2001). In a recent national survey of women's childbirth and postpartum 

experiences conducted by the Maternity Center Association (Declercq et al., 2002), 19% 

(N=1447) scored 13 or higher on the Edinburgh Postnatal Depression Scale. Of those 

women, 43% consulted a mental health professional. The women who were 19-24 

months postdelivery were as likely to have a score of 13 or higher on the EPDS as those 

women who delivered within the six months prior to taking the survey. 

The relationship of IPV and postpartum depression has been one of the newer 

areas of research in the area of IPV and a review of this literature was not a part of 

Chapter 2. A study examining the strength of association between various antenatal risk 

factors and adverse postpartum outcomes evaluated previous research articles using 

rating guidelines concerning the strength of the study that included study design (random 

controlled, prospective cohort, case controlled, systematic literature reviews). Fair 

association was shown between postpartum depression and current or past abuse of the 

mother by her partner. The association was deemed only fair due to the fact that many 

were done at a single hospital or clinic, which restricted generalizability, and that none 

were random, controlled studies. The researchers also felt the studies were difficult to 

compare because the diagnosis of depression was done at different times in the 

postpartum period across the studies (Wilson et al., 1996). A later study was specifically 

designed to determine if there was an association between a history of abuse as a child or 

adult and postpartum depression (Cohen et al., 2002). Two hundred women were 

recruited from six hospitals and then telephone interviewed at 8-1 O weeks postpartum. 
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Abuse was assessed using the Abuse Assessment Screen (AAS) or the Conflict Tactics 

Scale (CTS) and postpartum depression was defined as a score equal to or greater than 12 

( of a possible 30) on the Edinburgh Postnatal Depression Scale (EPDS). Eleven percent 

of the participants had a score of 12 or higher, which is consistent with the literature 

concerning postpartum depression rates. The researchers found that adult emotional 

abuse, but not physical or sexual abuse had a significant relationship (p=0.037) with 

postpartum depression. Poor social support was also found to contribute significantly to 

postpartum depression. It would have been interesting to know if any interaction effects 

existed between poor social support and IPV as it seems reasonable that they would. 

The multiple stories of postpartum depression, even to the point of suicidal 

ideation told by participants in my study serves to extend the findings reviewed in the 

literature. The rates were far above even the highest prevalence rates found. All of the 

women were survivors of emotional abuse by the partner, and many spoke of being 

isolated from friends and family. It is not surprising that postpartum depression was 

spoken of so often. 

Theme: Shutting the Violence Out 

Women who were victims of past abuses are not necessarily doomed to unhappy 

labors and birth by the context of their lives. Intrusive thoughts of prior violence can be 

set aside enough to achieve a sense of achievement and empowerment related to labor 

and birthing. While most of the literature about prior abuse deals with childhood sexual 

abuse, a few discuss the sequellae of adult partner abuse (Bohn & Holz, 1996; Radosti, 

1999). Radosti (1999) posited that women in labor could utilize survival skills learned in 

242 



response to past traumatizations in order to distance themselves from emotional or 

physical pain. Women may choose to use purposeful distraction techniques or 

medication. By doing so, the woman is able to create a sense of safety and the birth may 

be used to reframe the woman's perceptions of herself and her past. 

Subtheme: Labor unaffected. Only a few of the participants spoke of being able to 

focus and shut out the violence long enough to get through labor and delivery. Methods 

of purposeful distraction mimicked those described by Radosti (1999) including 

breathing techniques, focusing on the outcome of the labor (a new baby), or medication 

for comfort. Humor and sleep were also used as ways to shut out the violence. All of the 

participants viewed labor, its pain, and their bodies' responses as positive, even if the pain 

was severe. A few of the participants verbalized a sense of achievement and 

empowerment while the majority of the participants exhibited achievement and 

empowerment in their voice tones and body language. 

Subtheme: Postpartum hope. Immediately post-birth, many women express a 

feeling of relief, joy, and triumph. A woman may even feel a subtle yet wonderful change 

in their very self (Halldorsdottir & Karlsdottir, 1996b ). This can become a source of hope 

for many new mothers. Women in abusive relationships may see this as one more chance 

to make the relationship work, and feel hope for the future of their family. Evidence of 

hope was present in my study. The joy of having a new baby overshadowed even the 

memory of being abused after a previous pregnancy. This is consistent with the birth 

literature and with what is considered general knowledge about the impact of having a 
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new baby for any woman. It is also consistent with what advocates of women who are 

abused see every day: hope lingers. 

Pattern: Issues of Control 

Issues of control and decision-making were prominent in the literature reviewed 

for this study. They centered around two major themes. Women wanted control and input 

into decision-making when they were laboring and giving birth. Both personal and 

situational controls were important. This did not, however, deprive the care provider of 

decision-making power. Rather, the women wanted input into the decision or to have the 

option to choose to give decision-making power to the provider. These themes were 

present in both quantitative and qualitative studies (Hall & Holloway, 1998; 

Halldorsdottir & Karlsdottir, 1996b; Simkin, 1991, 1992; VandeVusse, 1999a; 

Waldenstrom et al., 1996). The other common theme was that having control and input 

into decision-making was a significant part of satisfaction with labor and birth. Even 

births with "positive" outcomes were seen as less than satisfactory if women felt they had 

diminished control (Green et al., 1990; Ryding et al., 2000; Simkin, 1991, 1992; 

Waldenstrom et al., 1996). 

Stories of actually feeling that they had some control of their labors and birth 

were rare for the participants in my study. They never said, "I wanted control", although 

the need for some control was evident as they spoke in terms of having control taken 

away by partners and care-providers. Both anger and resignation echoed throughout these 

stories. Two distinct themes of taking back control emerged, although the participants did 

not recognize that they had indeed taken control. Not until I spoke of what they had done 
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as part of the dialogical interview did the participants seem to understand the strength and 

courage it took to feed their children as they wished and to send their children away for 

safety. I cannot say unequivocally that taking control in these circumstances helped 

empower the women to leave the abusive relationship, but I believe that it could have 

been one of many factors that made leaving possible. A final study, reviewed post

analysis, found that when a woman lost the right to control what was being done to her in 

labor, anger resulted that was triggered by feelings of powerlessness, injustice, and 

irresponsible behaviors by other who do not fulfill their obligations. This anger may 

continue unresolved and vivid in memory for years (Mozingo, Davis, Thomas, & 

Droppleman, 2002). 

Theme: Control: Taken Away 

Intimate partner violence, in any form, is about power and control. By instilling 

fear and diminishing the self of the woman, the partner maintains and strengthens that 

control (Wilson, 1997). Stories about abusive behaviors told by the participants in this 

study validate what is found in the feminist literature about IPV. The violence occurred 

not as isolated instances, but rather as a pattern that escalated in frequency and severity 

over time. The only reciprocity was done in self-defense when the participant's life was in 

danger. It is not surprising, then, that many of the partners continued controlling 

behaviors even during labor, birth, and the early postpartum period. What is also not 

surprising, based on the power structure inherent in health care, is that control was also 

taken from the participants in some instances by the very people who should have been 

advocates for the women: the nurses. 
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Subtheme: He was in charge. This subtheme varies greatly from the general birth 

literature. No studies reviewed discussed partner power imbalances and their effects on 

labor, birth, and the early postpartum period. In my study, the participants spoke of 

partner control that centered on the partner's assumption that he knew the woman's body 

better than she knew it herself. This in itself was frightening and demeaning to the 

participants. As is found in the IPV literature (Parker et al., 2004), the partners often 

spoke for the women and answered questions directed at the women by care providers. 

Eventually, as one participant put it, "I just shut up." The partners sought to control 

aspects of the birth experience that varied from medication need to what foods the 

women could or couldn't have after birth. In the most heartbreaking stories of control, the 

partner's pattern of control included keeping the new mothers from seeing sick neonates 

who had been transferred to tertiary center neonatal intensive care units. 

Subtheme: Not just him. The participants' stories of control being taken away by 

care providers are consistent with the literature. In studies by DiMatteo et al. (1993 ), 

Esposito (1999), and V ande Vusse (1999a) participants told stories of having a sense of 

loss of control and of the inability to negotiate decisions with providers. Decisions were 

made for, not by, many of the participants in those studies. 

The participants who felt decision-making and control were taken away by 

providers said essentially the same thing. Students were brought into births without the 

mother's permission, pain medication that sedated was given when the. participant 

specifically asked not to have it, and no women spoke of having input on any plan of care 

during labor, birth, or postpartum. Even when power was wielded as a form of advocacy 
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to keep verbally abusive partners out of the participant's labor room; the women were not 

asked what they wanted. This can be looked at in two ways. From a nurse's point of view, 

the patient was protected from emotional abuse and added stress during labor. From the 

point of view of a woman whose life is controlled constantly by a partner, this advocacy 

could be seen as yet another instance of someone thinking she was a helpless battered 

woman. Ideally, the care provider would remain an advocate, but would do so with input 

from the laboring woman as long as workplace safety was not compromised. 

Theme: Control: Taking It Back 

It was apparent from many of the studies reviewed that birth can be seen as an 

empowering experience. Women in these studies revealed that giving birth had the 

potential to increase self esteem and confidence and to lead to choices to exert control 

and be an active decision-maker (Callister et al., 2001; Halldorsdottir & Karlsdottir, 

1996a; Lutz, 2001; Simkin, 1991, 1992; Zadoroznyj, 1999). The participants in my study 

did not validate this in words. No one said, "having my baby gave me strength .... " 

However, the participants' stories revealed two subthemes that can be interpreted as 

specific incidences of taking control back for the sake of the child, often at the mother's 

expense. 

Subtheme: Feeding my baby. Jealousy of the infant has been found to be one 

factor that may contribute to the initiation and/or increase of IPV in pregnancy (Campbell 

et al., 1998; Parker et al., 2004). The need to control all aspects of the woman's life is an 

accepted theory for partner violence. By extension, since the woman and her breasts are 

considered by the partner to be his "property", it follows that the infant may also be 
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considered "property" by the partner. Both of these theories, as well as the intimacy that 

develops in the exclusive relationship between mother and infant during breastfeeding led 

Bullock, Libbus, and Sable (2001) to undertake a study on IPV and women's feeding 

decisions. At the time the study was done, and even today, the prevailing theory in 

nursing is that women who are abused are less likely to breastfeed because, for any 

number of reasons, their partners do not want them to. Results of the study revealed that 

as many breastfeeding vouchers [food coupons] were given to women who reported 

abuse as were given to those who were not abused. This directly challenged past beliefs. 

The participants in my study also challenged the prevailing theories and thus 

extended the results found by Bullock et al. (2001 ). Only one of the eleven participants 

did not control how she fed her newborns because she acquiesced to her partner's wishes. 

The other ten breastfed at least one infant, despite mixed messages of support, outright 

sabotage by the abusive partner, and continuing abuse by the partner. Some of the 

participants expressed that they chose to breastfeed because they knew it was better for 

the baby while others gave no reason other than they wanted to do it. Pride was evident as 

the women spoke of their experiences, even if breastfeeding did not continue as long as 

the woman desired. 

Subtheme: Protecting the children. One cited reason for leaving a battering 

relationship is that a woman will leave when she fears for the safety of her children 

(Davis & Srnivasan, 1995). This decision is usually not an all or nothing decision, rather 

it is a process of leaving-staying that unfolds over time and whose culmination is based 

on a myriad of factors (Heath, 2001; Humphries, 1998; Lerner & Kennedy, 2000; 
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Landenburger, 1998b; Weaver, 2001). Landenburger's (1998a) theory of The Process of 

Entrapment In and Recovery From Abusive Relationship, which consists of four 

nonlinear phases, posits that in the Enduring Phase the woman is still committed to and 

invested in the relationship but is beginning to feel "sucked dry" (p. 65) by the 

relationship. At this point she feels she cannot leave but will not survive if she does not 

leave. Even as she enters the Disengaging Phase, the emerging self that has the strength 

to leave is negated, and she may consider herself better off dead than alive and in the 

relationship. At this point she begins to seek help from people who will support her, not 

blame her for the relationship. 

None of the literature, however, discussed the decisions that a woman who is 

abused makes in relation to her children when she is caught in the staying-leaving cycle. 

The participants in my study offered stories of choices made to protect children that had 

sad and sometimes tragic outcomes. In some instances, children were sent to relatives' 

homes as the violence escalated, sometimes before the incident if the mother "had a 

feeling it was coming" or if necessary, as the violence began. The women in these 

instances were at a point in the stay-leave cycle that they were still trying to salvage the 

relationship: they wanted the battering, not the relationship, to end. As threats of killing 

the woman and/or the children began, participants took more desperate measures. 

Women who were worried about the physical safety of the children gave them to relatives 

for long periods of time, and in three cases the children and mothers were never reunited. 

One participant, whose partner never abused the children, left the relationship and her 

children because the alternative was being killed or killing her abusive partner. 
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Reunification took years. Three of the participants spoke of wanting to send their children 

to safety, but of having no one to send them to. They did the best they could and tried to 

keep the children out of harm's way within the home. All of these participants had to 

make the terrible choice of being physically separated from the children in order to 

protect them. Much like the story of the two mothers in the Bible, the "real" mother chose 

to give up the child rather than have him injured or killed. While the participants voiced 

sorrow at being separated from their children, a feeling of pride at being able to protect 

their children in some way was also evident. 

Pattern: If I Could Tell Nurses 

The themes that comprised this pattern were drawn from advice for perinatal 

nurses solicited from the participants. When the study was originally conceived, this was 

not a part of it. A statement by the first participant, Diane, reminded me that women who 

were abused in the perinatal period could tell nurses directly what could be done to 

improve the birth experience. What emerged were not only ideas to improve the birth 

experience, but also things nurses could do that would help women make the decision to 

leave the abusive partner. 

Theme: Ask Me Even If I May Not Tell 

In the course of25 pregnancies, the participants recalled being asked in only two 

incidences about IPV. Five of the participants said they might not have directly told a 

nurse the first time they were asked about abuse, but that they still wanted to be asked. 

Reasons given for non-disclosure included fear of partner arrest, fear of having the 

children taken away, embarrassment, and minimization of the abuse. In one instance 
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where the woman was asked, the partner and his grandmother were present. Some of the 

participants disclosed that they thought the care provider knew because the woman 

"hinted at it" or bruises were obvious, yet they were not directly asked. Had direct 

questions about abuse been asked, more than once, all but one of the participants believed 

they would have disclosed at least a portion of the abuse. 

This is consistent with experiences iterated in studies of abuse disclosure and 

identification (Gerbert, Abercrombie, Caspers, Love, & Bronstone, 1999, Yam, 2000). 

The participants in a qualitative study by Weaver (2001) specifically discussed wanting 

to be asked, even if they were unsure about disclosure. They felt that in many instances, 

abuse was either ignored or the way of asking about it was unrealistic and inhibited 

disclosure. 

Theme: Give Me Information 

The participants in my study were very clear about their informational needs. 

They craved information about options for women experiencing IPV, and went as far as 

to say had they had the information, getting out of the relationship would most likely 

have occurred sooner. The context of time did not play a part in this theme - participants 

who had delivered in the year prior to the interview were as likely to have voiced this 

need as participants who delivered early in the partner violence movement. Many felt that 

nurses assumed that all women knew about what was available, and perhaps that was 

why they were given no information. The participants were also clear that all women, 

whether they had disclosed abuse or not, should receive this information. One participant 
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offered that while information giving could begin in the labor area, it should be followed 

up later when the woman was not concentrating on getting through labor. 

This theme strengthens what is found in the literature. Participants in Weaver's 

(2001) study knew about shelters and support groups, but needed information about 

victim advocacy, legal options, and batterer intervention programs. Any resource 

information was welcomed. In a study of the importance of shelters as resources, many of 

the women shared that they did not even know about local shelters and in order to take 

action and leave, someone else had to tell them shelters even existed in the area or take 

them there (Davis & Srnivasan, 1995). 

As with one of my participants, assessment and informational intervention on the 

postpartum unit as well as in the prenatal period were recommended by Bullock (1998). 

She made a strong point that active labor might not be the best time to assess and offer 

education if abuse is divulged. The postpartum nurse, as she assesses the mother and 

infant's physical readiness to be discharged can also assess whether the woman and child 

will be safe when they go home. If abuse is divulged or even hinted at, the nurse is in a 

unique position to offer safety planning and other options to the mother. 

The participants in my study also sought another type of information. Information 

sharing about nursing care and procedures during labor and birth was looked upon 

positively by the participants. Because only one of the participants attended prenatal 

classes, many of the participants acknowledged that teaching by the nurses was what 

helped them "make it through" labor and birth. While some participants reflected that 
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they could have used more information, all were complementary of the time the nurses 

spent in information giving. 

The need for care information echoed results of both quantitative and qualitative 

research. Both satisfaction with birth and the sense of security during the birth process 

were increased when women were kept informed and the need to know what was going 

on was met (Green et al., 1990; Halldorsdottir & Karlsdottir 1996b). When the role of the 

nurse was explored by Tumblin and Simkin (2001), participants rated information and 

instruction giving highly, secondary only to support. Because advice and information is 

an element of the concept of labor support (Davies & Hodnett, 2002), it makes sense that 

the woman who receives information will feel more supported by her nurse than the 

woman who does not. In an observational study of nurses providing intrapartum care, 

informational support (giving) was the second highest type of supportive care given to 

patients, second to emotional support (Miltner, 2002). In an earlier study by Miltner 

(2000) designed to identify labor support actions by nurses from the nurses' viewpoints, 

information giving activities were found in one-third of the 14 actions most highly rated 

as supportive care. However, when the same group of nurses was asked to select up to 

three goals of intrapartum nursing care, attending to the informational needs of the 

mother was number seven with only 12.1 % of the participants choosing that goal. When 

information is withheld or determined to be less than accurate, women may feel 

powerless and out of control, lose trust in their nurses, and later experience deep anger at 

both the nurse and the situation of birth (Mozingo et al., 2002). 
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Theme: Be With Me Respectfully 

Overall the participants in this study were pleased with the care they received 

from nurses. That care had enough of an impact on the participants that many participants 

chose to include it in their hints for perinatal nurses. The participants wanted a nurse who 

would physically be present at the bedside, who would treat the woman with respect and 

dignity, and who would truly listen to them. This has the potential to do more than help a 

woman get through labor: if a trusting relationship develops, the woman who has 

experienced IPV may be encouraged to move one step closer to revealing the abuse and 

making choices to protect herself and her children. 

This extends commonly found themes in the birth literature. Support, both 

physical and emotional, has been highlighted in multiple research studies. Two studies 

reviewed for Chapter 2 specifically spoke to the need for nurses and care providers to 

display both genuine concern respect for the woman in the course of care (Esposito, 

1999; Halldorsdottir& Karlsdottir, 1996a). In a review and synthesis of the qualitative 

literature on women's perceptions of professional labor support, Bowers (2002) noted that 

the demonstration of caring, the provision of emotional support, and advocacy were 

important during labor. Constant presence, when accompanied by a positive, 

understanding, and considerate attitude set the tone for the development of confidence 

and protection of self-esteem during labor. 

Outcomes for women who had extra labor support included decreased use of 

interventions such as oxytocin administration, decreased need for forceps or cesarean 

section, decreased need for pain medication, and improved breastfeeding experiences 
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(Hodnett, 1996; Hodnett, Gates, Hofmeyr, & Sakala, 2003; Sauls, 2002). Sauls' review of 

the literature on the effects of labor support also revealed that women who had 1 : 1 labor 

support [ nurse, midwife, doula, lay labor companion] were more likely to have positive 

attitudes about motherhood, develop successful family relationships, and have positive 

development as women. Unfortunately, many other studies have found that supportive 

care activities, which include physical [ separate from technical interventions] and 

emotional support are only a small proportion of the care provided by labor nurses (Gale, 

Fothergill-Bourbonnais, & Chamberlin, 2001; Sauls; Tumblin & Simkin, 2001). 

While the qualitative studies in particular alluded to or discussed respect 

specifically (Esposito, 1999; Hall & Holloway, 1998; Halldorsdottir & Karlsdottir, 

1996a; V ande Vusse, 1999a) one of the older studies on birth satisfaction described the 

effect of being treated respectfully most eloquently: 

The way a woman is treated by the professionals on whom she depends 

may largely determine how she feels about the experience for the rest of 

her life. A woman in labor is highly vulnerable. Her most private body parts 

are exposed; she is in pain; she sweats, trembles, moans, and cries out while 

among strangers; she is in a strange environment. If she is treated without 

respect, if her efforts to maintain dignity and control are rebuffed, or if she is 

taken advantage of, the negative impact is permanent. If she is nurtured, 

treated with kindness and respect, and feels like a participant, the positive 

impact is permanent (Simkin, 1991b, p. 210). 
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Pattern: Through a Feminist Lens 

When the text was considered within the context of the feminist perspective on 

IPV, the stories of the participants were a good fit for the philosophy advanced in the 

framework. First, the dimensions discussed by Bograd (1988) were found across the 

participants' stories of living with IPV. The acts of violence described were part of a 

pattern of power and control that were deeply gendered. The participants described being 

treated as if "he owned me." As put forward by Johnson (1995), these acts of "patriarchal 

violence" escalated in frequency and severity over time, and the participants did not 

reciprocate except in self-defense. 

Episodes of betrayal by friends, family, and the justice system strengthened the 

idea that the socio historical concept of the family as a social institution has led to the 

acceptance of violence against women (Bograd, 1988). What was "normal" and "right" 

were shaped by the dominant [ e.g. white Anglo heterosexual male] view of the world. 

When participants began to think that perhaps this wasn't how life should be, they were 

often told by friends and family that "that's how it is for women" or "his daddy was like 

that" as if family traditions of violence were an acceptable reason for its perpetuation. 

Incidences of dual arrest or of being discouraged by the justice system also perpetuated 

the acceptance of violence. Gender stratification in economics led many of the 

participants to believe they could not care for their children alone. This resulted in 

continued self-blame for the abuse and entrapment in the relationship. These beliefs are 

all consistent with the feminist view of IPV discussed by Do bash and Do bash (1988) as 

well as Hirschman (1996). 

256 



The participants in my study said little to advance the theory that oppression of 

women arises simultaneously from multiple experiences of sexism, racism, economics, 

ageism, and heterosexism and that it is part of complex, multidimensional system in 

society (Bograd, 1999; Varcoe, 1996; Yllo, 1993). It is possible that the nature and topic 

of the study, centering on the context of perinatal IPV, might have led the participants to 

discuss IPV in the more traditional or gendered context. I never asked if the participants 

thought other forms of oppression might interact with patriarchy and have an impact on 

the violence. Many ofmy participants were women of color, many were poor, and many 

were young. I do wonder if the responses by the healthcare and justice systems were 

influenced by some of those variables. 

Theme: That's The Way I Always Heard It Should Be 

This theme emerged as the participants told story after story of staying in the 

abusive relationship because they believed if they tried hard enough, the 

marriage/relationship could be fixed. By assuming that the woman herself was the one to 

fix the problem, the participants were knowingly or unknowingly placing the blame for 

the problem on themselves. The sanctity placed on marriage vows played a part in this, as 

did the belief that marriages should be held together for the sake of the children. 

Interestingly, while a few of the participants did disclose the abuse to a pastor or elder at 

their church, none recounted being told that it was their responsibility to make the 

marriage work. 

The common belief that women who are abused must have done something to 

provoke the abuse, and thus can fix whatever is wrong is a common myth that is simply 
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another form of victim blaming. Through continuous acts of emotional, economic, 

physical, and sexual abuse, the batterer wears at the woman's self-esteem and she will 

increasingly accept that she is, in fact, to blame and the myth becomes her reality. 

(Wilson, 1997). This blame and responsibility extends to fixing a faltering marriage. In a 

qualitative study by Weaver (2001), the theme "To Have and To Hold" exemplified the 

belief by the participants that "marriage was a sacred vow that could not be broken, even 

if your husband beat you" (p. 292). 

The literature recounts that women have been told by their faith leaders that if 

they pray harder or more, keep the commandments, accept the teachings of the Bible, or 

bring their abusive partner to church all will be well within the relationship. They have 

been told that marriage is sacred and the woman must do whatever is needed to hold the 

marriage together. Women have been led to believe that if they are true to the faith, they 

must accept their husbands as the head of the household and when she learns to obey 

him, the violence will cease. Concerted community efforts in communities across the 

United States has educated clergy about IPV and has led to change that challenges 

patriarchal aspects of religion and supports women who disclose abuse to their faith 

leaders (TG [women's shelter advocate], personal communication, March 2003; Wilson, 

1997). No participant in my study spoke to this. While several did say they prayed about 

the abuse, none spoke of disclosing the abuse to faith leaders or of being advised by 

them. It is possible this might have arisen if probes about faith were used during the 

interview. It is also possible that the isolation so many of the participants spoke of 

included isolation from organized religion. 
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Theme: Betrayed. 

Stories told by participants portrayed betrayal on many levels, all of it grounded 

in the gendered nature of intimate partner violence. Betrayal by family members occurred 

as parents either shunned the woman who had been abused because they blamed her for 

the abuse or openly sided with the batterer and continued to support him. Other forms of 

betrayal included not being believed by family members when abuse was reported, 

ignoring obvious signs of abuse, or telling the woman that her husband was a "good 

person" as if that excused the abuse. Women were betrayed by friends, who accused them 

of being "a bad wife" and of "not taking care of your husband", telling the women that 

the husband was not at fault. 

The justice system also betrayed the participants. Some of the participants were 

arrested and the partner was not after the partner harmed himself before the police 

arrived, even though the woman had obvious injuries. Others were victims of dual arrest. 

In other instances, law enforcement officers tried to talk the woman out of pressing 

charges. Women spoke of plea bargains where the abuser got off with probation or a 

minimal sentence for egregious acts against her. In one instance, a participant felt law 

enforcement might have protected her, but failed to do so after they found out her partner 

was a Black man [ she was White]. At that point, she was blamed for the abuse because 

she was "with him". 

Lastly, and most disheartening to me, society in the form of healthcare 

professionals betrayed some of the participants. Stories were told of going to care 

appointments with obvious bruises that were never asked about. In a few instances, when 
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the hospital staff overheard abusive incidences, the participants were chided for not 

leaving the abuser or being told to "chill out" and be less anxious because if the woman 

didn't she would have a "sick, sick baby". In all of these instances, the blame was shifted 

from the abuser to the woman, and she was made to feel responsible for what had 

happened and what might happen to her. 

Reports of similar incidents were found in the literature. The theme "Defend, 

Protect, and Serve" portrayed instances where participants in the study reported not one 

positive response from police. Instances of dual arrest also occurred (Weaver, 2001). This 

can be particularly burdensome for women. The woman is more likely to have less 

money or access to money and will be less likely to be able to post bail. Because she has 

more often than not been isolated from her family by the batterer, that resource is not an 

option either. Lack of funds also makes hiring a lawyer more difficult. If the batterer is 

released and the woman is not, the batterer has time to bully witnesses or to destroy 

evidence as well as take the children and place them with his family. This move often 

forces women to plead guilty and go back to the batterer just to keep her children (Zorza, 

1999). 

Researcher Assumptions 

All but one of my assumptions concerning intimate partner violence were 

supported, and in some cases extended by this study. The stories of the participants 

served as a terrible reminder that no one deserves to be abused, and that abuse does 

certainly lead to high-risk situations and an increase in perinatal and neonatal morbidity. 

Deeply gendered issues of power and control sat at the root of violence against 
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participants. These issues were committed in individual measures and reinforced 

societally. Only one assumption was barely touched upon. Few women discussed the 

effects of the abuse on their overall health, perhaps because that was not where the broad 

interview questions led them. Perinatal health issues were the focus of the stories instead. 

A new assumption was added after dwelling with the text. It is one that I had felt as an 

advocate, but had not thought to put into words. Women who are abused by an intimate 

in the perinatal period have a source of hidden strength that they are able to tap into to 

make decisions for the best of their children. Whether it is to breastfeed against the odds 

or to lose their children for a while or forever, something gives them the strength to do 

this. 

While I am still committed to my assumptions about labor and birth, not all were 

supported by this study. Certainly, the stories told strengthened my belief that the context 

of a woman's life can affect her birth, both positively and negatively. The participants did 

want information as they were cared for in labor and on postpartum, and often intimated 

that they wanted to be cared for in ways they themselves felt were best for them. 

However, few openly commented that care was given in a way that made them feel their 

needs were ignored. They simply asked for presence and respect by the nurse. None of 

the participants spoke of birth as a source of either trauma or healing. I continue to 

believe that something about the birth process played a part in the strength the women 

tapped into in order to take some control back in their lives; I just do not know what that 

"something" was. 
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My assumptions about feminist research were all strengthened and made more 

resolute. The participants' stories were replete with instances of gendered inequality and 

emphasized the vulnerability of this population as research participants. However, the 

very nature of feminist methodology allowed me to maximize participant strengths and to 

minimize harm within the study. The guiding premise that this research should benefit 

those researched continued throughout the interviews and the writing of this text as did 

my ever-increasing recognition of the awesome ethical and political aspects of research 

with women who have experienced IPV. 

All of my assumptions about hermeneutic phenomenology were strengthened; 

especially the belief that research is context dependent. Until I began to truly live within 

the fusion of horizons I did not realize the extent to which this was true. No parts of the 

participants' and my lived histories, lived presents, and hoped for futures were 

inconsequential in the research process or product. Using bracketing as a means to 

suspend yet be ever-mindful of presuppositions and prejudices allowed me to remain 

open to the participants' stories and to the meanings deep within them. The open nature of 

the interviews allowed me to learn from my participants as co-researchers and in all but 

one interview, I did not feel power inequities existed. One new assumption arose: I 

believe hermeneutic phenomenology is perhaps the most appropriate philosophical stance 

to take when exploring a phenomenon. It allows the researcher to hear both the terrible 

and the great, and to honor the words of the participants in a way few other research 

stances can. 

262 



Strengths of the Study 

The strengths of this study lie in both the qualitative and feminist philosophies 

that guided the study. These philosophies and their resultant methodologies allowed me 

to examine multiple realities of the phenomenon using the words of the women who 

experienced those realities. The very nature of the interview process encouraged great 

depth and detail that might not be found using other techniques. Most importantly, this 

study gave the participants the opportunity to tell their stories, have their lives validated, 

and begin to see their true strengths. 

Limitations of the Study 

The limited geographic area for participant recruitment was the primary limitation 

of the study. Because of this, none of the participants were Hispanic or Asian, which 

would have enhanced the study even more. The themes arising from the interpretation of 

the texts are only one possible interpretation. Another might hear and read the texts and 

find other themes. Thus caution must be exercised when attempting to transfer findings. 

It is the responsibility of the reader to come to his or her own understanding of the 

phenomenon studied and then decide upon applicability to practice. 

Recommendations 

Just as the philosophies that guided the study wove together, and the patterns, 

themes and subthemes interplayed within the hermeneutic circle, so did the 

recommendations. At times, it was difficult to know where to place recommendations: 

practice, research, education, or society? Many could fit in more than one category. 

However for simplicity, recommendations have been divided under topic headings. As 
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with text interpretation, the readers of this study might chose to put a recommendation 

under a different heading, which is expected and welcomed. 

Recommendations for Nursing Research 

The results of this study invite both qualitative and quantitative studies related to 

pregnancy and intimate partner violence and to IPV in general. Overall, there is a need 

for more research on the topic of this particular study, as up to this point it has rarely 

been explored. Other topic areas for research brought forth by this study include the ever

challenging area of assessing for IPV, breastfeeding, and postpartum depression. 

I recommend that this study be extended through interviews with women who 

have experienced IPV in the perinatal period who have not yet left the relationship. The 

context of being "in" rather than "out" of the abusive relationship could certainly change 

the tone of the stories. Following Landenburger's (1998b) theory, many of the women in 

my study were just exiting the Disengaging Phase and were beginning the Recovering 

Phase. The primary focus was still survival. They had remnants of feelings of loyalty to 

the abuser, but the self was beginning to re-emerge strongly. It is hypothesized that 

women living in and leaving suffer many losses: at times her very self, connection with 

family and friends, the relationship that was not always abusive, economic stability, trust 

in her partner, the justice system, and society in general to name a few. A grief response, 

just as if someone had died, can occur in response to the losses. By the time a woman is 

disengaging and then beginning the recovering phase, it is not uncommon for her to feel 

both pain and anger as well as idealization of the spouse, just as if he had died. Women 

in the earlier phases of Binding and Enduring are at earlier phases of the grief process, 
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including bargaining and despair. (Campbell, Torres, McKenna, Sheridan, & 

Landenburger, 2004). Interviewing women who are still living in an abusive relationship 

would involve a context that might be very different for the experience of labor, birth, 

and the postpartum period, and the resultant stories would give us a view of the 

experience that is both similar and different. 

Along similar lines, also dealing with the context of the experience, I recommend 

that this study be done with specific ethnic groups, as Records and Rice (2002) did in 

their study of the birth experiences of Hispanic women. By looking at the phenomenon 

through the context of culture as well as violence, knowledge could be gained that would 

make nursing interventions both woman-centered and culturally appropriate. In addition, 

the participants are likely to share subtle nuances that would allow nurses and researchers 

to develop/adapt assessment tools that encourage disclosure even more and to design 

interventions that will be accepted both in a personal sense and culturally, thus not 

forcing the woman to chose between self and culture. 

I recommend research within nursing that explores the "standards" that society 

sets for women in the perinatal period and as they learn to mother. The influence of 

societal standards, such as how the media portrays labor and birth and how a woman 

"should" act, form the context of how a woman judges herself. Self-esteem and self

confidence in her ability to give birth can be affected, as Vande Vusse (1999b) found in 

her study of the forces of labor. In addition, power and control by physicians, midwives, 

and perinatal nurses are societally affected and certainly have an impact on a woman's 

experience of birth, as many studies have shown. The questions to research, then, are how 
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are these "standards" set? Are they evidence based on prior research? Or are they based in 

patriarchy defined by many sources including rigid gender roles, religious beliefs, or 

political agendas? Even when based on prior research, one must consider the context of 

that research and whose voices were heard, the women experiencing the phenomenon or 

the dominant culture. 

I recommend yet another "screening for abuse" study. Studies, many of which are 

cited in this dissertation, led to the development of screening tools and to guidelines for 

both the method and frequency of screening. Yet many women are never asked about 

abuse. Rather than seek, as some studies have, the reasons nurses don't assess for IPV, I 

recommend that nursing seek to find out what does foster appropriate screening for IPV. 

Researchers could work to discover factors that contribute to universal screening in any 

setting where abuse assessment is appropriate. Qualitative interviews or focus groups 

could be used to elicit factors that nurses feel positively affect screening practices. 

Agencies could be surveyed for factor identification as well. A study of this sort could 

reveal both personal and structural factors that contribute to screening. Statistical factor 

analysis as well as thematic analysis have the potential to aid in the development of 

protocols that could be put into place to assure screening is done, and done appropriately. 

I recommend further studies on breastfeeding by women who have experienced 

IPV in the perinatal period. This includes both quantitative studies concerning the 

incidence of making the choice to breastfeed and exploring length of the breastfeeding 

experience. Phenomenological studies specific to the experience of breastfeeding for 

women who are living with IPV could reveal themes to increase nursing's knowledge 
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base about breastfeeding and violence. Focused interviews [individual or group] could 

reveal which factors aided in successful breastfeeding and which sabotaged it. Studies 

could also be designed to begin to explore the effect of breastfeeding on the stay-leave 

decision that all women who are abused must make. 

I recommend further studies concerning postpartum depression and IPV. The 

methodological aspects of studies in this area can be overwhelming. A large, multi-center 

study could be designed. The sample could be stratified to insure inclusion of different 

ethnic and socioeconomic groups as well as women who receive private or government 

clinic care. I envision the participants being screened for IPV and for prenatal depression 

as well as for risk factors for postpartum depression, such as the Postpartum Depression 

Predictors Inventory [PDPI} (Beck, 1999). The women could be recontacted in the 

postpartum period and assessed via the Edinburgh Postnatal Depression Scale (Cox, 

Holden, & Sagovsky, 1987), a widely used tool. Because multiple other factors have been 

implicated in postpartum depression, including but not limited to depression in previous 

postpartum periods, use of drugs and alcohol, family history of depression, labor and 

birth complications, and maternal fatigue, demographic variables would be quite detailed. 

Some of these factors are addressed by Beck's PDPI, but other are not. In addition, 

participants will probably need to be assessed for fatigue during data collection in the 

postpartum period. With so many variables to consider, a large N will be imperative for 

the results to have statistical power, so a multi-center trial seems a necessity. 

I recommend that multi-disciplinary, multiethnic research teams be developed and 

that survivors of IPV be a part of those teams. A team of this sort would have the ability 

267 



to study the multiple facets of IPV through a variety of "lenses", thus increasing the depth 

and richness of understanding of the phenomenon. A collaborative research model guided 

the development of the Simmons Domestic Violence Research Group ( Gilfus, 1999), a 

mutlidisciplinary, multiethnic group. The model stresses the importance of being 

survivor-informed and foster collaboration between academic and community based 

organizations. While this model was developed within a graduate school of social work, 

it is certainly applicable for nurse researchers. 

Recommendations for Nursing Education 

It is the responsibility of nursing education to prepare graduates to assess clients 

for intimate partner violence and to intervene when a positive response is obtained. While 

students may develop a foundation about the phenomenon of IPV in core curriculum 

courses such as sociology or psychology, this knowledge must be extended into the realm 

of nursing. The American Association of Colleges of Nursing [ AACN] (2002) has 

identified specific minimum content as well as competencies that can be written into the 

curriculum and used in program evaluation. These guidelines include acknowledgement 

of the problem, practicing self-reflection, learning assessment and intervention 

techniques, considering ethical, legal issues, and societal issues, and the development of 

prevention options. 

I recommend that all schools of nursing follow recommendations by the AACN 

(2002) and develop content within the curriculum that focuses on intimate partner 

violence across the lifespan and across settings. While content can be concentrate in one 

specific course, I believe that integration across the curriculum would allow students to 
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assimilate the information into their belief systems in a non-threatening manner. This can 

be painful, particularly if the student has experienced IPV in some form. Intimate partner 

violence education can begin in the assessment course and in early courses in which 

communication is taught. Each of the clinical specialties offers opportunity to explore 

different aspects of IPV, for example IPV in pregnancy during the maternal/family 

course, the effect on children in pediatrics, and long-term health effects in medical

surgical nursing. Mental health courses could stress treatment modalities, including drug 

and alcohol abuse treatment as well as explore the relationship between postpartum 

depression and IPV. Community health courses could examine IPV in immigrant and 

rural populations and a leadership course is the ideal place to discuss IPV as it affects the 

workplace. 

Students should be encouraged to use this knowledge in clinical settings. 

Collaborative teaching with Social Work and Criminal Justice faculty could lead to a 

wider variety of clinical settings for students from all of the disciplines. Graduate 

students in these areas can also participate at a higher clinical level as well as developing 

a research path. Nurse practitioner and midwifery students have a unique opportunity to 

guide practice and to off er their unique skills in traditional clinical sites and those less 

traditional such as safehouses. Partnerships developed between schools of nursing and 

women's shelters will benefit students, shelter personnel, and the women and their 

children (AACN, 2002; Campbell, 1999; Ryan & King, 1998; Weaver, 2001). 

Many students, both undergraduate and graduate, who have a particular interest in 

IPV should also be offered a two to three hour elective or independent study course to 
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explore the phenomenon n:iore thoroughly through learning activities, conferences, work 

with research faculty, or work with clinical experts (Ryan & King, 1998). One such 

graduate course, offered at Texas Woman's University in Houston, Texas, offers students 

the opportunity to not only learn with IPV researchers, but to explore the phenomenon 

through the "eyes" of the women who live with it daily. Students have field trips to the 

District Attorney's office and participate in protective order intake interviews, attend 

hearings with clients, work with law enforcement in the IPV task force, and visit a 

batterer's intervention clinic as well as participate in crisis call intervention. Students are 

not driven to these places; they are given directions and must find them themselves, just 

as women who are abused must do. Keeping a reflective journal led students deeper into 

the experience and was phenomenological in itself as students gained a deeper 

understanding of women's experiences. 

I recommend that students interested in working with women who experience IPV 

be encouraged to volunteer as part of their education. Volunteer activities are diverse. 

Students could undertake training as advocates for women who experience sexual assault 

or as advocates for women who experience IPV. Students may volunteer at safehouses to 

work with clients and their children or may choose to volunteer for fundraising efforts for 

women's' shelters. Whatever activity the student chooses, credit toward clinical hours can 

be given. 

I recommend that nursing faculty evaluate their own teaching philosophies and 

methods and consider adopting a perspective that Norton (1998) labels as feminist, but 

which could also be considered emancipatory in nature. This perspective enables all 
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students to understand the life of women and the inequity that exists for all people due to 

oppression. I believe this could be extended beyond gender to oppression related to race, 

socioeconomic status, and sexual orientation. The purpose of such a perspective is to end 

polarizations that dehumanize everyone. 

Students are encouraged to develop intellectual growth, activism, and 

empowerment in nursing. In order for this to occur, faculty must promote a democratic 

environment in which students use consensus for decisions about the course. In order to 

do this some control must be relinquished to the students. By doing so, traditional 

perceived barriers as well as power inequities between students and teachers are 

relinquished or minimized. This encourages students to develop autonomy, 

independence, and assertiveness. As students become actively engaged in the course they 

are then willing to accept responsibility for contributing to discussions and participating 

in consensus building. A sense of openness develops that encourages students to share 

life experiences, engage in introspection, and support peers and to relate to faculty as 

colleagues, not authority figures (Norton, 1998). 

Recommendations for Nursing Practice 

The patterns and themes that emerged from the words of the participants lead to 

many implications for nursing practice. The participants were very clear that assessment 

for IPV by nursing is paramount. In a socially responsible world, this would be done 

voluntarily as one way to change societal misogynistic practices and proclaim loudly that 

intimate partner violence is unacceptable and punishable. However, this change has been 

slow in coming. In 2004, the Joint Commission on Accreditation of Healthcare 
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Organizations [JCAHO} instituted new standards for hospitals that mandates actions 

concerning IPV. Standard PC.3 .10 is comprehensive and covers assessment (including 

appropriate tools), staff education, referral, state statute information, and documentation 

of IPV (Family Violence Prevention Fund [FVPF], 2004b]. The rationale for this 

standard is concise and clear: 

Victims of abuse or neglect may come to a hospital in a variety of ways. 

The patient may be unable or reluctant to speak of the abuse, and it may not be 

obvious to the casual observer. Staff needs to be able to identify abuse and neglect 

as well as the extent and circumstances of the abuse or neglect to give the patient 

appropriate care. 

Criteria for identifying and assessing victims of abuse or neglect should be 

used throughout the organization. The assessment of the patient must be 

conducted within the context of the requirements of the law to preserve 

evidentiary materials and support future legal actions (Joint Commission on 

Accreditation of Healthcare Organizations [JCAHO], 2004, p. 11). 

The primary resource used to help hospitals comply with this standard is the Family 

Violence Prevention Fund's [FVPF] (2002) guidelines, a comprehensive document 

available both online and in hard copy. In order for nurses to comply with these 

guidelines ongoing education about IPV, including tools for screening, is imperative. 

The words of the participants also lead to other recommendations for practice. 

Issues of labor support, breastfeeding support, and postpartum depression must also be 

addressed in practice. Recommendations in these areas as well as IPV screening 
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recommendations may be used by nurses in all areas of practice, not just inpatient 

services. They are meant for nurses in any venue that cares for antepartum, intrapartum, 

or postpartum women. 

I recommend that all pregnant women be screened for IPV every time a 

healthcare provider sees them. This includes not only their obstetrician or midwife, but 

also the child's provider, and nurses at any other clinic the woman might use including 

WIC and Planned Parenthood. Universal screening for all women has been recommended 

in the literature, and studies have shown that women, both abused and not abused, 

support such screening (Bullock, 1998; Campbell, 1998; Draucker, 2002; Walton-Moss 

& Campbell, 2002). Bullock also proposes that active labor may not be the best time to 

assess for IPV, unless she comes in immediately after a beating and direct questioning 

about violence is indicated. Rather, she recommends waiting until the woman is on the 

postpartum unit. During physical assessment and teaching for discharge, the woman can 

be assessed for IPV and appropriate interventions taken. If the partner is reluctant to 

leave, the nurse can cite hospital policy related to privacy during assessments. 

I recommend that hospitals and clinics adopt the use of tested and reliable 

assessment and intervention tools. The use of specific tools encourages equitable and 

consistent assessment of all women. The Abuse Assessment Screen, developed by the 

Nursing Research Consortium on Violence and Abuse is a three-question tool which 

includes body mapping. It has been used in multiple studies, is reliable, and may be 

reproduced for use (Soeken et al., 1998). The Danger Assessment tool, a 19-question 

form aids in risk of homicide and encourages women to both evaluate frequency and 
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severity of injury as well as answer "yes" or "no" to specific forms of violence. The nurse 

or advocate then helps the client understand risk specific to the client's situation 

(Campbell et al., 2004). Also available to nurses is a 15-item safety assessment that 

determines a woman's use of safety behaviors. The use of this tool is also interventionist 

as it encourages the woman to implement more safety behaviors (Mcfarlane et al., 1998). 

Nurses might also choose to implement a multi-disciplinary clinical pathway 

designed to insure continuity of care over time and providers. This pathway includes 

assessment and intervention options at the initial visit, follow-up visits, and over the 

course of multiple visits. Physical, psychological, and social assessment and treatment 

plans are included in the pathway as is the effect of violence on the woman's children. All 

three tools discussed above are utilized at the initial visit as is a substance abuse screen 

(Dienemann, Campbell, Wiederhorn, Laughon, & Jordan, 2002). 

I recommend that when IPV is disclosed, nurses be prepared to intervene 

immediately and on a long-term basis. The first intervention upon disclosure is to assess 

for immediate safety and then to evaluate future safety and risk. If danger is determined, 

the woman can be directed to community resources. If the woman chooses to return 

home, nurses should then assist the woman in making a safety plan (Walton-Moss & 

Campbell, 2002). The use of safety planning as an intervention, with follow-up in person 

or by telephone, has been found to significantly increase safety behaviors and decrease 

incidences of abuse (Mcfarlane et al., 1998; Mcfarlane et al., 2000; Mcfarlane, 

Malecha, et al., 2002; Parker et al., 1999). The importance of a thorough nursing physical 
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assessment and documentation of all findings should not be minimized, nor should the 

importance of follow-up. 

I recommend that the practice area be evaluated for resource issues that would 

make assessing and intervening with women who have experienced IPV difficult. This 

could include nurse-patient ratios as well as availability of written resources for patients. 

The current nursing shortage is a very real resource issue. I venture that a solution to this 

is for healthcare agencies to form collaborations with advocates in the domestic violence 

arena. With such collaboration, when a woman discloses abuse the nursing intervention 

includes notifying the advocate on call to come and speak with the woman about her 

options. This does not mean that nurses do not have to be aware of options, rather, the 

woman now has two people who care about her safety, one of whom does not have any 

other responsibility in the healthcare agency but to be with the woman as her advocate. A 

secondary outcome of such collaboration would be that nurses and advocates learn from 

one another. 

I recommend that nurses in practice intervene in a way that allows the patient to 

make choices based on what she (the patient) knows is best for herself and her children. 

The importance of regaining one's own power and escaping control was evident in this 

study, and some of the participants experienced being controlled by nurses. Assumption 

of the role of advocate and educator for women who disclose IPV aids the woman in 

making choices and the respect she is given may eventually aid in her ability to make 

changes and leave the relationship (Nelms, 1999; Shea, Mahoney, & Lacey, 1997). 
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I recommend that educational offerings about IPV be a part of new employee 

education and yearly competency education. A necessary part of these offerings is time 

for reflection and discussion of the nurses' experiences with and attitudes about IPV. It 

has been hypothesized that many nurses are reluctant to assess for violence because IPV 

has had a role in their lives, either directly or indirectly or because IPV is a sensitive issue 

that the nurse feels incapable of dealing with effectively (Bullock, 1998; Shea et al., 

1997, Weaver, 2001). The educational offering may also include information about the 

seriousness of the problem for individual women and society, the dynamics of violence, 

assessment techniques, tools for assessment, intervention options, documentation, follow

up, and resources for nurses and patients. Adequate time for interaction and discussion 

are vital to a successful program (Nelms, 1999; Ryan & King, 1998, Schroeder & Weber, 

1998, Shea et al., 1997). 

I recommend that nurses consider that not all women who are abused will have a 

partner who hovers in labor. The participants painted a very different picture as they 

spoke of partners who were absent either physically or emotionally. When partner 

absence occurs, nursing support is even more crucial to having an intrapartum experience 

that instills power and confidence in a woman. To this end, I recommend that intrapartum 

nurses reflect on their understanding of labor support and compare it to findings in the 

literature that have studied labor support from both the point of view of the nurse and that 

of the patient. 

I recommend that findi?gs from the literature be used in inservice offerings about 

and open discussion of labor support. Practicing nurses and management should dialog 
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about factors that influence labor support both negatively and positively. These include 

staffing issues, the physical environment of the unit, teamwork among the staff, staff 

attitudes, and management support (Davies & Hodnett, 2002; Gale et al., 2001). It would 

be useful, and feasible on low census days, to provide mentorship for nurses who are 

inexperienced with labor support by pairing them with experienced nurses. Ongoing 

evaluation of labor support would provide feedback as to what is working effectively and 

what changes might be made. 

I recommend that nurses make every effort to support mothers who choose to 

breastfeed. Breastfeeding has been found to contribute to the health and well being of 

mothers and infants. The World Health Organization [WHO], which promotes exclusive 

breastfeeding for the first six months of life with continued breastfeeding up to age two, 

stresses that mothers need active support to establish and sustain breastfeeding. The 

development of the Baby Friendly Hospital Initiative in 1992 included a 40-hour course 

for healthcare workers in order to support mothers and help them overcome obstacles to 

breastfeeding (World Health Organization [WHO], 2004). When education about 

breastfeeding and a commitment by the institution to support breastfeeding are combined, 

mothers and babies benefit. While further research is needed to determine how successful 

breastfeeding experiences affect the lives of women who experience IPV, talcing action 

now to support breastfeeding mothers is vital. 

I recommend that all women be screened for the pervasive problem of postpartum 

depression and that interventions be offered to women who are at risk. Based on previous 

studies, and the stories of the participants in my study, women who experience IPV may 

277 



be at particular risk. Since many women do not disclose abuse, all women must be 

screened. Women deemed at risk through the use of prenatal screening can be offered 

interventions and education that include forming/strengthening support systems and 

planning for help at home to decrease fatigue. Follow-up to assess for depression in the 

postpartum period is imperative for these women (Beck, 1999; Vieira, 2003). Women 

who experience IPV in pregnancy are often isolated from support systems, so this may be 

challenging. However, it is a challenge that nurses are capable of meeting. It is equally 

imperative that care providers and nurses who come in contact with postpartum women 

screen for depression in the post-delivery period because just as all women who are at 

risk do not become depressed, women who are not identified as at-risk persons may 

develop postpartum depression. Education of nurses in practice regarding the 

phenomenon of postpartum depression as well as collaborative efforts with other 

disciplines will strengthen nurses' abilities to assess for postpartum depression and 

intervene and refer appropriately. 

Recommendations for Activism 

The possibilities for activism to work toward ending violence against women in 

the future and to improve the lives of women who are abused are endless. They range 

from community efforts to changing law and policy. Opportunities abound for both the 

individual nurse and for nursing as a profession: at 2.5 million registered nurses, nursing 

has the largest number of health care professionals in the United States (Peterson, 2001). 

There is power in numbers, especially when that power is put into action by voting and 

lobbying. I believe that as nurses embrace activism and fight oppression in the form of 
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violence against women, they may also begin to end oppression encountered in their 

professional lives. 

I recommend that nurses form alliances within the community to take a stand 

against intimate partner violence. This alliance may be made up of, but is not limited to 

health care professionals, legislators, judges, law enforcement, advocates/women's shelter 

staff, survivors of IPV, educators, social workers, clergy, mental health providers and 

counselors, prosecutors, attorneys, corrections officials, researchers, and other concerned 

community members. Some coalitions even invite rehabilitated offenders of violence to 

participate. Several models of coalitions, which may also be called task forces, can be 

found in the literature and on the Internet. Wilson ( 1997) discussed the creation of a 

community response to violence against women and several purposes of such a coalition, 

stressing a united approach and common vision is imperative for success. Obviously, 

time will be spent in early meetings of the coalition for this very purpose. 

The benefits of such an alliance are many. The response to IPV is better 

coordination among health care agencies, law enforcement, the judiciary, and community 

services. This will help alleviate stressors for women who need services and the transition 

between those services will be smoother as each entity understands and promotes the role 

of others. A cross-disciplinary approach allows each discipline to utilize its strengths and 

avoid duplication of services (Draucker, 2002; Erez, 2002; Wilson, 1997). 

This can only be done when each discipline educates the other about their services 

and roles in working with women who experience IPV. In one graduate class I gained a 

valuable experience by spending time in my own community walking in the steps of a 
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woman who was abused. Only by sitting down with shelter directors and advocates, the 

emergency room staff, the police, the district attorney, and outreach counselors was I able 

to begin to understand what a woman who is abused faces. From a nursing viewpoint, I 

gained valuable advice and deeper understanding when I asked each of the non-nursing 

entities "What can I as a nurse do to make your job easier as you work with abused 

women?". 

The community in which I practiced did have a Domestic Violence Coalition, 

made up of many of the professions listed above. In order to educate the community and 

other professionals, grants were applied for and received, and using these grants and 

money raised in the community, a multi-disciplinary educational offering was provided. 

Participants were encouraged to attend offerings outside of their own area of expertise 

and many did so. 

I recommend this type of educational offering as only one means of educating the 

community. Posters and flyers placed in places to which the whole community has 

access, such as grocery stores and banks let the community learn more about IPV and 

what the community is doing to make any form of IPV unacceptable and punishable. 

Educational offerings in schools would serve two purposes; helping students realize that 

IPV is not the norm in relationships and not acceptable and offering options where 

students can go if their own family is affected by IPV. 

I recommend that nurses also work for change beyond the community. First, I 

recommend that all nurses make their voices heard by voting. This is necessary if nurses 

are to change the structure of society to empower women economically, educationally, 
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and politically. On state and national levels it is important to know how elected officials 

voted on issues relevant to IPV, including those relevant to the rights of all women. 

Individual state Internet web sites contain information on how state officials vote on laws 

and policies. Groups such as the League of Women Voters can also supply this 

information as well as information concerning the platforms of candidates for local, state, 

and national offices. The American Nurses' Association (ANA) website has a 

government affairs link [Candidate Endorsement Process] that enables ANA members 

and nonmembers to learn about the issues, track legislation, and see each individual 

senator's and representative's "vote scorecard". In addition, candidates for higher level 

offices, including the presidency of the United States, contain the candidates ideas of the 

issues, including women's issues and healthcare (American Nurse's Association, 2004). 

By utilizing these and other resources, nurses can be activists by working to elect those 

persons who are advocates for women who experience IPV and advocates for women's 

rights overall. 

I recommend that nurses choose one or more issues in the area of IPV to 

concentrate lobbying and support efforts. One such issue is any welfare reform that 

would jeopardize a woman financially and leave her no option but to return to her abuser. 

Lack of affordable childcare compounds economic difficulties. By legislating for gender 

equality in the work sector and for funding for skill training for women that enables them 

to adequately support their children, poverty is fought at the societal level as well as for 

each individual woman (Campbell, 1998; Campbell et al., 2004). 
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Another issue is that of male dominance and violence portrayed in the media and 

in children's books. Violence against women that is glorified in any format leads to the 

acceptance of that violence as the norm. Nurses can fight pornography that endorses the 

humiliation and domination of women as well as physical and sexual violence without 

threatening the issues of freedom of speech and openness toward sex which characterizes 

erotic media in which mutuality and reciprocity are the norm (Campbell et al., 2004). 

Nurses can work with teachers and parents to promote positive gender roles and 

nonviolent relationships. Learning modules, public service announcements and 

downloadable literature to teach nonviolence to young boys and men are available as part 

of the Family Violence Prevention Fund's campaign "Coaching Boys into Men" (FVPF, 

2004a). 

Yet another issue for activism is constant surveillance of the measures included in 

the Violence Against Women Act of2000 (V AWA). The act encompasses a great deal, 

including, but certainly not limited to, funding for education and research, funding for 

shelters and transitional housing, dating violence, and policies pertinent to immigrant 

women and those who are victims of trafficking (Violence Against Women Office 

[VAWO], n.d.). Increased funding for education includes education for police officers 

and judges. By continuing to educate the justice system about the dynamics and outcomes 

of IPV, problems within the system such as dual arrest and mutual orders of protection 

can be eradicated (Martin, 1997). The changes in policies related to immigrant women 

have increased non-resident women's ability to leave their abuser and seek legal status in 

order to provide for themselves and their children. A unique group of women and 
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children, those trafficked into the United States for sex or subjugation through 

involuntary servitude present a unique challenge. Due to their illegal status, they are often 

afraid to seek help when they are abused and terrorized. While the Trafficking Victims 

Protection Act [TVPA] was enacted in 2000 in an attempt to address the issues of 

trafficking of humans, there is still much to be done to insure safety for trafficked women 

and children, particularly in the areas of immigration status and punishment of 

perpetrators (C. Bishop, 2003). These vital acts to protect women are not without 

opponents, however. Each time the VA WA is brought forward in Congress for 

reauthorization, the risk exists of cuts in funding and changes in policy based on the 

prevailing political winds. Only through political advocacy can this act be continued and 

strengthened. 

Summary of Chapter 6 

This chapter discussed the findings of the study as they related to the literature. In 

some instances, the patterns, themes, and subthemes reflected findings in the literature 

and often strengthened those findings. In other cases, findings from the research were 

challenged by the words of the participants. In a few instances, the patterns, themes, and 

subthemes revealed information that was found rarely, if at all, in the literature. 

Conclusions drawn from this study led to recommendations for nursing research, 

education and practice that are designed to improve the lives of women who experience 

IPV in the perinatal period. Recommendations for social activism were offered to 

encourage nurses to look beyond the personal into the political. 
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Recruitment Flyer 

'f:"/,IJVI/V,tr/l/l/,IT/l/,IT/l/,I/V,,,,,/.l/.l/.ll'/l/411'/.l/l/l/.l/l/l/l/l/l/l/l'/l/l/~'/l/,#/l/l/l/l/l/l/l/#/#/.l/l/l'/l/,l/!Vl/l/l/l/,#/,#/l/l/l/,IT/l/l/l/l/l/l/,IT/l/l/,#/Al'/l/,lr/l/,IT/,IT/l/#/,IIW1'q 

I Did You Experience Any Form I 
I ~ 

LlcW,,,,,,,,_,,,~!~,!!~!!_~-~E!!!K,-~!~i!!,~!!,£II __ ,_,,,J 
If so, you are invited to participate in a research study 
done by a graduate nursing student at Texas Woman's 
University. The purpose of this study is to describe the 
experiences of labor, birth, and postpartum from the 
viewpoint of women who have experienced partner 
violence. 

To participate you should: 
• be 18 years or older or 
• be married if under 18 
• have experienced any form (physical, emotional, 

financial, sexual) of partner violence during pregnancy 

Participation is voluntary and confidential and consists of 
an interview that will last I - 2 hours. 

If you are interested, please call Sara Bishop, RN 
collect at 936-699-2421 to discuss the study 

and set up an interview 
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Demographic Sheet 

Please answer the following questions so I can know more about you. 

Your age: 

Ages of your children: 

Birth weight of each child: 

If you had any complications during your pregnancies or births, please list them here: 

Type(s) of abuse your partner used during your pregnancy (check as many as apply): 

Pregnancy# 2 3 4 5 

Emotional □ D □ D □ 

Economic □ D □ □ □ 

Physical 0 D □ □ □ 

Sexual □ D □ D □ 

When during the pregnancy the abuse( s) occur? (please check all that apply): 

Pregnancy# 2 3 4 

Before pregnancy □ □ □ D 

First 3 months D D □ D 

Middle 3 months □ D □ □ 

Last 3 months □ D D D 

After the birth D D D D 

Thank you for sharing this information with me. 
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Schedule of Interview Questions/Statements 

While interviews are considered open-ended and exploratory, the following questions 
will guide each interview. 

1. Talk about what it was like for you when you were in labor and giving birth to your 
child(ren). 

2. Tell me about what it was like for you while you were in the hospital after the birth of 
your baby. 

3. Is there anything else you would like to add that you feel would help nurses take 
better care of women who have experienced intimate partner violence? 

If the following do not come out in the women's stories, I may ask in an open-ended 
fashion: 

4. Did your experiences of abuse affect your responses to pain in labor and/or your 
choices about how to cope with that pain? If so, in what way? 

5. What sources of support did you have during labor and birth? 

6. Did your experiences of abuse influence the choices you made about feeding your 
baby? 

7. To what extent did your experiences of abuse affect your recovery from birth? 

8. Did the nurses on L&D or Postpartum ask you about abuse? 
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Participant Safety Plan 

Please call me at 465-04 73 if you have any questions about our appointment. If I am not 

at home when you call, please leave a message with your name, number, and times when 

it is safe to return your call. 

When I call you back, I'll say I am a nurse calling about your "labor and birth follow-up". 

We will meet wherever you and I agree is a safe place. Some places you can think of now 

include: 

What plan do you have to keep from being followed? 

Our interviews will last only as long as you feel it is safe to be away. Let's try to find a 

time where we have 1-2 hours so I can really hear your birth story. 

We will leave the meeting place separately for both our safeties. If at anytime you feel 

unsafe at the meeting please let me know. 
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TEXAS WOMAN'S UNIVERSITY 
SUBJECT CONSENT TOP ARTICIP ATE IN RESEARCH 

Title: The Lived Experience of Labor, Birth, and the Immediate Postpartum Period for 
Women Who Have Experienced Intimate Partner Violence 

Investigator: Ms. Sara Bishop, RNC, MSHP ............................ . 
Advisor: Tommie Nelms, Ph.D ....................................... . 

You are being asked to participate in a research study for Ms. Bishop's dissertation at Texas 
Woman's University. The purpose of this study is to gather and interpret stories oflabor, birth, and 
the immediate postpartum period from women who have experienced intimate partner violence. 
Knowledge gained from this study will be used to guide the development of nursing interventions 
that are sensitive to the experiences of women who experience intimate partner violence. 
Participation involves approximately 1 - 2 hours for an interview, and if necessary, a follow-up 
phone call at a later time to clarify things you may have said. The interview will be done face-to
face at a private place agreed upon by you and the researcher. If you need to bring your child 
with you and if your child is old enough to repeat what is heard, a baby sitter will be provided at 
no charge to you. If you agree, the interview will be audiotaped in order to capture your exact 
words and thoughts. If you do not want to be audiotaped, the researcher will take notes during the 
interview. 

The study involves the risk of loss of confidentiality. Confidentiality will be protected to the 
extent that is allowed by law. If you choose to reveal information related to the abuse of minor 
children, the researcher is required by law to report the abuse. Only the researcher will have 
access to the audiotapes. You will be asked to provide a "made-up" name that will be used to 
code the audiotapes, the typed transcriptions of the tapes, the final report, and any publications or 
presentations about the study. If you accidentally say your name or any other individual's during 
the interview, the name will not be included in the transcription. No information that you share 
that could link you or your family to the study will be included in any publication or presentation. 
The audiotapes and transcripts will be stored in a locked filing cabinet at the researcher's home 
for a maximum of five years (no later than March 8, 2007). At that time the audiotapes will be 
pulled from the cases and cut up, the cases will be broken, and the transcripts will be shredded. 

Other possible risks include loss of privacy, embarrassment, and discomfort or emotional upset 
due to the sensitive nature of the information that will be shared. You are free to withhold any 
information that you consider too private or embarrassing. If you become uncomfortable or upset 
during the interview, you can ask to stop the interview at anytime. If you choose to, we will start 
again when you feel less upset. If you do not want to continue the interview at all, that is your 
choice. If you feel you need to talk with a domestic violence counselor, please let the researcher 
know and she will contact one of the women's shelter counselors immediately. Those services 
are free of charge. You will also be given a toll free number for the National Domestic Violence 
Hotline in case you would like to talk to a counselor later. 

Participant's Initials 
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The direct benefits to you include a summary of the results if you wish to have a copy mailed to 
you and compensation for your time (a $10.00 gift certificate). It is also possible that you may 
benefit from participation in the study through affirmation of your experiences, a decreased sense 
of isolation, and by knowing that your stories may improve the care of other women who 
experience partner violence as they are cared for during labor, birth, and the postpartum period. 

The researchers will try to prevent any problem that could happen because of this research. You 
should let the researchers know at once if.there is a problem and they will help you. However, 
TWU does not provide medical services or financial assistance for injuries that might happen to 
you because you are taking part in this research. 

If you have any questions about the research study you should ask the researchers: their phone 
numbers are at the top of this form. If you have questions about your rights as a participant in 
this research or the way this study has been conducted, you may contact Ms. Tracy Lindsay in the 
Office of Research & Grants Administration at 940-898-3377 or e-mail IRB@TWU.EDU 

Participation in this study is completely voluntary and you may withdraw at any time without 
penalty. You will be given a copy of this dated and signed consent form to keep. 

Signature of Participant Date 

The above consent form was read, discussed, and signed in my presence. In my opinion, the 
person signing this consent form did so freely and with full knowledge of its contents. 

Signature of Investigator Date 

-------------------------------------------------------
□ 

□ 

Check here if you would like to receive a summary of the results of this study and 
list below the name and address to which this summary should be sent. 

Check here if your do not wish to receive a summary of the results of the study. 
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TEXAS WOMAN'S 
UNIVERSITY 

March 29, 2002 

Ms. Sara Bishop 

Dear Ms. Bishop: 

INSTITt.rrIONAL REVIEW BOARD 
P.O. Box 425619 

Denton, TX 76204-5619 
Phone: (940) 898-3375 

Fax: (940} 898-3416 
e-mail: IRB@twu.edu. 

Social Security # · 

Re: The Lived Experience of Labor, Birth, and the Immediate Postpartum Period for Women Who 
Have Experienced Intimate Partner Violence 

The above referenced study has been reviewed by a committee of the Institutional Review Board (IRB) 
and appears to meet our requirements in regard to protection of individuals' rights. 

If applicable, agency approval letters obtained should be submitted to the IRB upon receipt prior to any 
data collection at that agency. A copy of your newly approved consent form has been stamped as 
approved by the IRB and is attached, along with a copy of the annuaVfinal report. Please use this 
consent form which has the most recent approval date stamp when obtaining consent from your 
participants. The signed consent forms and final report are to be filed with the Institutional Review 
Board at the completion of the study. 

This approval is valid one year from the date of this letter. Furthermore, according to HHS regulations, 
another review by the IRB is required if your project changes. If you have any questions, please feel free 
to call the Institutional Review Board at the phone number listed above. 

enc. 

cc Dr. Carolyn Gunning, College of Nursing 

Dr. Tommie Nelms, College of Nursing 
Graduate School 
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Dr. Gail Davis, Chair 
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