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Breaking the Cycle of Violence:
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Summary

Daomestic viodence fas ondy been
recognised as a medical proflem since
1985 in the USA, bur survevs, as well
ax a perusal of arricles in medical
Jeviirrrals i Soweh Africa reveal @ total
lack of medical concern: women
Dattering 15 not vet recognised a5 a
medical issue in our cownty! IFGPs
ey frear te phvsical infurics, it
enabes the vicoim o go back ro the
destructive environment thus
refnforcing the cvcle of viodence, The
Gl is ideally sitared ro notice the
st signs of domestic violence and
reeds fo get imvolved - or fo refer o
arrather member of the healch seam.
Referring to a survey wihere 66
wornen wore positvedy identified as
being batrered by their male partners,
the G never meationed tie cause
of the fnfures. This arnicle ivserares
thar domestic vinlence curs across aff
racial, colour and religious barriers
and emplasizes e the incidence m
R854 is 2o alarmingly figh, that alf
Gy shoold get involved; they showld
b rrafmed at undergraduace level o
handie inrerpersonal vinlence - it
should be incarporated into the core
currciiim for pndergeaduare
professionals, The rode of the GP
could either reinforce the oncle of
vioferice, or help o break it

S Afr Fam Pracr 1993; 14: 208-15
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Intraduction

Violence against women is a serious,
pervasive yet invisible problem thar
adversely affects women’s physical
and psychological health. At its most
basic, the definition of violence
against women includes any act of
force or coercion that jeopardizes the
life, body, or emotional integrity of
women in order to perpetuate or
service male power and conrrol.?
Included in this caregory would be
physical abuse, rape (including
marital rape), incest, sexual
harassment, female circumcision,
dowry murders, trafficking of women,
psvchological abuse and verbal
harassment. A more expansive
defininon would, however, move
bevond the above aces to include
forms of institutionalized sexism that
compromise the health, integrity and
dignity of women. Included here
would be neglect of the female child
with female infanticide ar the extreme
cnd of the continuum, lack of access
to safe contraception and abortion, as
well as sanctions imposed by
institutions such as the police, the
clergy and the medical system as a
mechanism of behaviour control
within a culture that perpetuanes
female subordination.

Even though violence against women
takes many forms, this paper will only
focus on physical violence, commaonly
referred to as woman battering. The
paper will largely be based on the
resgarch study done ar Alexandra
Health Chimic. However, a study
done at a health centre that serves a
population that is predominantly
black and poor does not mean that
woman battering is commaon in
cerrain racial and Sor class caregories,
Rather, it is a phenomenon that cuts
across racial, ethnic, class, religious
and political boundanes.
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Furthermore, the paper will detail the
impact of woman bartering on
waomen's health and raises questions
about the appropriate health care
FEROSCS,

Woman battering: the cycle of
violence

Woman bartering is a general rerm
used to deseribe violence thar a
hushand or a male companion inflicrs
an his wife or girlfriend. It mav also
refer to battering of one member of a
homosexual couple? Even though
the terms “abuse™ and “battering”
are often used interchangeably, their
definitions vary. Bartering generally
refiers to physical violence with or
without a weapon while abuse
encompasses other acts listed in the
earlier definition of violence.

Woman batrering is characrerized as a
vicious cvele. The theory of the cvele
of violence is based on a pattern of
experiences that Dr Lenore Walker

saw emerging as she interviewed

Woman battering cuts across
all racial, ethnic, religious, class
and political boundaries.

bartered women in USA. She found
thar bamered women are not
constantly being abused nor is the
abuse infhicred at random intervals,
Instead, the abuse emerged as a
pattern of a cycle consisting of three
phases.?

# The rension building phase
characeerized by verbal harassment,
threats of abuse and minor
incidents of battering,. Many
women in this phase, Lenore
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Walker reports, become compliant
or try to stay out of the abuser's
way, This is not becanse the
woman believes thar she should be
abused; rather, ivis beause she
believes that “her passivity™ will
prevent his anger from escalating,
During this period, the woman will

A culture which perpetuates
female subordinarion.

attempt to lead as normal a life as
possible. It is during this time that
she is likely to present 1o her
Family practitioner with somatic
symptoms characteristic of chronie
Stress.

Despite her efforts, however, the
rension will continue to build and
it often reaches a level ar which
the mext phase becomes inevitable.

# The acute battering phase is
characterized by a discharge of
rension often through phvsical
artacks, These attacks could be
triggered by minor incidents such
as the abuser having had a bad day
at work or the woman not having
dinner ready on time, Depending
on the extent of the injuries, this is
the tme when the woman may
seek medical help. This is also the
time when the police may be
called. Many of the women,
however, may be held captive and
not allowed our of the house,

# In the reconciliatory phase, the
abuser becomes apologeric and
often swears thar the violence will
not occur again, Both the abuser
and the woman may rationalize
what has happened, they may
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minimize the senousness of her
injuries. Ar this point, the man
genuinely believes thar he will
never hit her again and the woman
also wanes to think that the
beating will stop. Despite the hope
and belief that the abuser will
change, the cvcle may repear frself.

Incidence

The exrent of woman bartering in
South Africa remains unknown
becawse of a lack of accurate and
reliable stanistics. It is estimated that
I in & women are battered regularly
by their male partners.* Based on the
total number of adult women in this
country, this estimate translates to

129] o994 *

These scatistics are, however, an
underestimate because woman
barcering is a problem thar is hidden
in the privacy of the home and is
infrequently reported to the police.
Reasons for not reporting include
fear, shame, and feelings of guilt on

The abuser and the battered
woman may larer on ratonalize
and minimize the infuries.

the part of the woman. Furthermore,
the notion of the family as a sacred
and private domain contributes to
this underreporting. For these
reasons, woman batrering remains a
crime thar is pervasive bur hidden
from the public eve,

Impact on women's physical
health

In a stuey that was undertaken ar
Alexandra Health Clinic, 389 medical
records of women presenting at the
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Clinic with a history of assault during
Ocrober and November 1991 were
reviewed. The objectives of the study
were to determine the proportion of
women identified by health care
practitioners as having sustained
injuries caused by battering, to

Woman barttering is hidden in
the privacy of the home.

determine the nature, lecation and
extent of the injuries as well as to
evaluare the health care response to
bartered women,*

Seventy [ 18%) of the women had
multiple injuries ranging from two 1o
five sites, Sixey one ( 17%) women
sustained serious injurics that
required hospitalization. Major
reasons for hospitalization were
fracrures (skull, jaw, forearm,
srernum, ribs and nose), deep scalp
lacerations, facial lacerations and
penetrating chest injuries involving
the lungs. In general, the areas most
commaonly injured were the head,
face, breases, chest, abdomen and
reproductive organs. Twenty two
(6% of the women were pregnant
during the Gme of the assault, with
miost being kicked on their
abdomens. The means to afflict the
above injuries varied widely and
ranged from bare hands to weapons
such as knives, hammers, axes,
serewdrivers, bottles erc, The knifie
was used in the majority of the cases
and involved in the more serious
injurics.

Impact on women’s
psychological health

If one only looks for physical injury,
as was the case in the above study, a
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vast majority of battered women will
be overlooked. Studies done in other
countries have revealed that women
in abusive relationships tend o
develop long-term psychological or
saimatic svmptoms which are a resule
of living in a state of chronic fear and
stress. These reactions include,
amang others, headaches, chronic
fatigue, sleeping and eating disorders,
sexial dysfuncrions, menscrual
problems and other signs of moderate
or severe depression,” Gavlord
reported in his study that 1% out of
a sample of 100 abused women
reported chronic physical illness
related o stress. Half of the sample
had been diagnosed as clinically
depressed, 75% were taking
tranguillizers or antidepressants and
53% had attempted suwcide at heast
once.® In another study, it was found

One in six women in the RSA
are battered regulary by their
male partners (which means

1 291 694 women).

thar one out of four women in
abusive relationships artempted
suicide, one our of three abused
alcohol while one our of ten abused
drugs.” Too often, it is these
symptoms that are ereaved, leaving
the source of the problem ie violence,
unexplored.

Health care response

Bartered women often visit health
care institutions secking treatment tor
their injuries. Furthermore, between
episodes of violence, the women may
present to their family health
pracririoncrs with somaric symproms
mentioned above, Even though
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health workers are often the firse
point of contact for women who have
been batrered, studies have shown
that battering remains unrecognized
and is poordy detected in health care
settimgs, '™ -1

Barriers to identification

The Amernican Medical Association
has idenrified the following barricrs
1o accurate derection of batrered
wormnen:'

Patiene barriers

Abused women are often reluctant to
tell che truth abour how they gor
imjurcd. If they do seck medical
attention, they may be ashamed of
being beaten or may fear a retaliatory
beating from the partner. Very often,
the batterer accompanies the woman
and stays close at hand so that he
monitors whart she says, Telling the
truth may result in further abuse,
Oreher reasons for not mentioning
abuse include: feeling guilty or
blaming rhemselves for the violence;
others may have received implicit or
explicit messages that even if vou do
tell the health professionals, they will
do nothing about the sitwation.

Health practitioner barriers
@ lack of awareness of the extent and

means of identilication of the
problem.

# believing that violence against
women is not a health issue.

@ believing that violence and rape of
waomen by a male partner is
acceptable and allowed.

# blaming the woman and

wondering why she docs not leave
the bartering partner,
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# some of the health practitioners
may have personally experienced
the abuse. This may lead to a
repression of feelings and leave
them unable 1o face the pain and
the prevalence of abuse,

& mot knowing how to intervene.

# concern that addressing the cause
of the injury will take a lor of time,

Only since 1985 has domestic
violence been regarded as a
medical issue in the USA - and
not vet in the RSA!

Poor detection of battered women in
health care serrings is further
amplified by a number of myths,
beliefs and stereotypes surrounding
the problem of domestic violence,™
Social acceptance of these myths hide
and prevent any efforts aimed at
addressing violence in the lives of
women. The following are examples
of these myths:

Muth 1. Domestic viedence is a
jprivate family matter.

Mo act which can leave a
waoman permanently injured
physically and for
emorionally or result in her
death 15 a famaly matter.
Battering, rape and murder
are all crimimal acts
regardless of the relationship
berween the people
involved,

Myth 2: Domestic viofernce occurs
anly in fow income fmifes,
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o within certain racral or
et mrems

Domesrtic violence is a
prablem thar affeces all
segments of the socicry,
Beliel in this inherently
racist myth means believing
thar some racial or cultural
groups are by their nature,
perhaps even genetically,
MOre AgEnessive,
Professionals can then blame
the race, culture or income
group tor the violence and
not hold the dominant
patriarchal society
accountable.

Myrh 3: Barrering is cavsed by
aleodnodism; only druink men

It their partners,

Any man has a choice about
whether or not to be
viplent, to what extent, and
to whom. Many barterers
drink 1o excuse their
violence, Even alter
alechalism has been treated,
the battering may continue.
Some of the men who batter
their partners do not drink
at all.

Myrh 4: Women ask for or provoke

the viodence,

The abuser may feel
legitimate anger toward a
family member. However,
he chooses violence as a way
to cxpress this anger. By
believing in this myth,
professionals blame the
battered woman for her own
victimization and this
relieves the batterer of
responsibility for his violent
behaviour. The same
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professienals may not hald
the same views about
victimizaton resulting from
FACism.

Myth 5: Battered women enjoy the
battering. IfF they wanted b,
they would seck outside
help or leave the abuser.,

Bartered women are trapped
in abusive relationships
because of being
economically, religiously or
culturally constrained. Some
are trapped by concern
about the furure of the
children, continued hope
for change, low self-esteem
and lack of awareness of
their rights and oprions.

Several observers, however, consider
medicine to be on the brink of

reform. In the past few years, articles
on battering have begun to appear in
medical journals in countries such as

USA and UK. In the USA, domestic

“I do not have the time. I can
only treat the injuries™ (a GPs
words).

violence gained credibility as a
micdical issue in 1985 during the
tenure of Surgeon General Koop,
whao sponsored a workshop on
Violence and Public Healeh." One of
the recommendations of the
workshop was thar interpersonal
vinlence should be incorporated into
the core curriculum for
undergraduate and graduare healch
professionals. Further, they urged
that the certifying, licensing and State
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Board examinations should include
questions on interpersonal violence in
order to sensitize health professionals
1o this problem. Recently, the
American Medical Association has
produced diagnostic and treatment
guidelines on domestic violence.
These guidelines are intended to
familiarize health care pracritioners

Clinicians rarely asked their
injured patients any questions
indicaring suspicion of abuse
(Alex survey).

with the magnitude of the problem,
describe how to identify abuse
through routine screening as well as
provide information on appropriate
resources for referral.’™

Im contrast to the above, a perusal of
articles in medical journals in South
Afnica reveals a lack of research thar
raises woman batrering as a health
concern. Health workers require
education in recognising and treating
victims of battering. Such education
will help to break the cycle of
violence within the home as well as
promate accurate detection, effecrive
trearment and referral 1o other
services that can be of help.

The role of the health care
practitioner in breaking the
cvele of violence

Detection of woman bartering
by healeh workers

In the Alexandra study referred to
earlier, the notes indicated that the
clinicians rarely asked questions and /
or recorded informarion thar would
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indicate their awareness of the
women's risk of abuse. The term
abused woman was used once. Sixty
six | 17%) of the women were
positively identified to have been
assaulted by their male parners. In
308 (81%) of the records, neither the
cause of the injury nor the assailant
were recorded.

Any woman seen with a history of
injuries, and any woman who is not
injured but for whom exists reasons
o be suspicions, should be asked if
she is expericncing abuse in her life.
D¥irect or indirect questioning may be
used by the health care practitioner to
confirm hisher suspicions of
battering.”” However, asking “Are
vou an abused woman?™ or “Are you
a batered woman? ™ will rarely get an
affirmative response because no
porson wants to assume the label’s
negative stigma.

Exampies of direcr approaches to the
prabiem

# You seem to be fmghtened of your
partner, has he hurt you?

# Dhid someone hurt vou?

= Have there been times during vour
relatienship when you and your
partner have had physical fights?

# Are vou in a relationship with a
person who has hit vou?

An indirect approach may wse

statements like:

# | often see women in my practice
who come with injuries like yours.,
A lor of them are being lurt by
somenne they are close to. Do you
want to talk about what happened
to you!

# Many women in our society
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experience abuse from men in their
lives; is anything like rhis
happening to you?

Even if the health practitioner asks
directly or indirectly, some women
may deny being battered; some may
klame themselves for the violence,

IF a woman selt-identifies or discloses
the battering, the practitoner should
provide her with extra time whenever
possible. As indicated earlier, concern
that addressing the cause of the
injuries will take a lot of time has
been identified as one of the reasons
why health practitioners are reluctant
o ask. In a meeting with the
chmicians ar Alexandra Health Clinic,
one practitioner mentioned thar the
reasons they do not ask is “because
once you do ask the guestion, the
woman will tell vou about her life
history of abuse. We are under such
pressure, we often do not have time.
We are only concerned abour treating
the injuries.”™ In case the health
pracutioner is unable o provide the
woman with exera ume, an
appointment should be re-scheduled
for a later time or provision should be
miade for the woman to see someonc

The GP is ideally sitnated to
notice the first signs of
domestic violence,

professional such as a social worker or
patient counsellor. Even if the health
practitioner will eventually refer the
woman for counselling, he /she must
name the violence and acknowledge
it as serious and life-threarening. The
very acknowledgement thar domestic
vielence is going on is a powerful and
positive first step.
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Appropriate “treatment™ for
battered women

Im the Alexandra Healch Clinic study,
intervention was aimed primanly at
treating the physical injuries and
prescribing analgesics and Sor
antibiotics. In cases where the
assatlant was recorded to be a
wonman’s partner, there was neither
any follow-up or referrals, In the case
of repeated visits to the health centre,
there was no link in the medical
records between one injury to
another. While treatment of physical
injuries is crucial, it may also
CONSHtUTEe a sympromaric intervention
that does nothing to address the
ciluse nor prevent subsequent injury,
This is clearly illustrated by the
following personal account of a
bartered woman,

“A few weeks after getting married
my husband Joseph started to beat
me. The beatings got so bad 1
ended in hospital. From thar gme
the haspiral staff saw me more than
rite shopkeeper did, (emphasis
mineg) ... Even when [ was
pregnant, he beat me. With my
second pregnancy my baby stopped

Some women blame
themselves for the violence.

growing inside me. I thought 1 was
going te lose it. [ left Joseph a few
times but [ always went back to
him, I don’t know why ... T rreied
o kill mvaell many times. 1 drank
paraffin, took tablet overdoses,
tried to cut myself . .. Because of
the beatings, T am blind in one eve.
I have stab wounds all over my
body. My bowel is not working
propery. My face has been
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damaged and 1 pet headaches all
the time . .. | have left him now,
this time forever ... There are
many scars 1 will never be able o
et rid of bur I know Ul end up in
the mortuary it T go back to him
again.™

Similarly, treatment of battered
women with medication without
addressing the violence compounds
health problems in abused women
because it enables them o return to a
destructive environment thus
reinforcing and helping to maintain
the cycle. It also provides an
oppartunity for complications such as
drug dependency and suicide,™

Given that living in an abusive
relationship takes a rremendous toll
on a woman’s physical and
paychological well-being, healch care
pracritioners will inceract with an
abused woman at some point in the
cycle of violence. Using the cycle
theory, the health practitioner can
help her realize that the violence is
likely to occur again, often with
serious conscquences,” Furthermaore,
the practivicner can help the woman
explore options and alternatives open
ter her. The health practifioner’s
support and concern for her safery
may indicate to her that battering is
serions, unacceptable and thar she
can do something abourt the
SLUALION.

Documentation of clinical
findings

Routine screening should be carried
ot ar all enery poines of contact
between women and healeh care
practitioners, whether at a family
Pflft]cl:.‘ C]TI.I."FEI.' I'H_':r room
department, primary health care
centre, ante-natal or post-natal clinic,

peychiatric or family planning service,
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The family practitioner is especially
likely to see manifesrations of
domestic violence other than physical
injurics. While sympromatic
preatment is essential, viedence must
be identified, acknowledged and
documented.

Well documented and complete
records are essential to alert the
health care pracritioncrs once a
pattern of bartening ocours,
Furthermore, the information in the

The responsibility to initiate
changes lies with the battered
WOITAan.

patient’s records may be used in
future in the case of a legal action,
When the bruises and broken bones
have healed, this information is all the
evidence that remains. The American
Medical Association guidelines
recommends rhat records should

include:

# description of the abusive even,
using the patient™s own words
whenever possible e “My hushand
punched me with a fist™ is
preferable to *Patient has been
abused,”

# complete medical and relevant
social history.

# derailed description of injuries,
where applicable, the location and
nature of injuries should be
recorded on a body chart.

# resuls of all laboratory and other
diagnostic procedures,

# an opinion on whether the injuries
were adequately explained.
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Reterral

While most health practitioners
wolld not consider discharging a
patient with a life-threatening
condition, data from the Alexandra
Health Clinic study show thar
women with injurics thar did mot
require hospitalization were sent
home to their violent partiers,
Faferrals o the psychologists
followed trauma only when the
worman was also raped. Two women
with broken reeth were referred 1o
the dentist while 6 of the 22 pregnant
women were discharged and
requested to come back for ance-natal
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clinic. In this intance, the health canc
practitioner fails to realize thar
despire regular ante-natal check-ups,
the violence may result in obstetric
complications such as miscarriage or
foetal death.® Because violence is a
critical determinant of the perinatal
ourcome, its cradication should be a
goal of any safe motherhood
initiative.

Onee bartering has been dentified
and the injuries treated., referral
should be made to specially rrained
staff within the setting or 1o ourside
resoiirces, A shortage of communiry-
based services for bartered women in

this counery may however pose
problems for health care
practitioners. It is therefon: crucial
thar they should be part of, and
participate in a campaign o generate
these resournces.

Conclusion

It s very clear that health care
practitioners are best placed to
indentifi and trear victims af
bartering. A more responsive
intervention should involve routine
screening for abuse as well as
developing treatment plans and
formal protocols for dealing wich
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such patients. Often, knowledge and
acknowledgement of a history of
victimization provides a starting poine
from which to make an appropriate
assessment, intervention and referral.

Fimally, it is important for the health
practitioner v realize thar the
responsibility to initiate change lies
with the woman. The health
pracriticner can only present
intervention options and encourage

Handling interpersonal
violence needs to be
incorporated into the
curriculum of undergraduate
and graduate medical
professionals.

all steps towards safety, recovery and
prevention of further injuries.
Eliminating violence and fear for
most women is a lengthy process that
requires unconditional and
monjudgemental support as well as
patience on the par of the health
practitioners and other support
workers.
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