
Objective: This study of a public-hospital-based drop-in group for women
who were victims of domestic violence sought to determine whether the
group attracted clients from the target population of patients in the medical

system, to identify characteristics ofthe battered women attending the group,

and to examine whether the group shared the same characteristics as bat-

tered women who were evaluated in other contexts within the medical sys-

tem. Method,�: Fifty-nine clients attending a domestic violence group at an ur-

ban public hospital completed questionnaires on referral sources, demo-

graphic characteristics, needs, and satisfaction. Included for comparison

were clinical data on referral sources and demographic characteristics for
224 battered women evaluated by clinical social workers at the hospital and

affiliated clinics. Results: Referral patterns differed for the two groups: the

majority of the social work cases were referred from the emergency room,
and the majority of the referrals to the domestic violence group were from
outside agencies, informal sources, and the hospital’s inpatient units. A

greater proportion of women attending the group were white, divorced or
separated, and no longer living with their partners. Among the social work

cases, the women were more likely to be ethnic minorities, single, and still liv-

ing with their partners. Conclusions: The domestic violence group interven-
lion attracted a different subgroup of battered women than did the social
work intervention, which was likely due to differences in readiness to initiate

change and to cultural barriers to group participation. (Psychiatric Services
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ecognition of the prevalence of

domestic violence among mcd-

cal patients and the physical

and psychological consequences of

domestic violence has prompted a

growing interest in domestic violence

intervention in the medical commu-

nity (1-9). In 1992 the American

Medical Association published diag-

nostic and treatment guidelines for

domestic violence (10), and the Joint

Commission on Accreditation of

Healthcare Organizations established

requirements for hospital domestic

violence policies (1 1). In addition to

these efforts, some hospitals have de-

veloped specific programs ranging

from domestic violence task forces fo-

cused on educating hospital staff to

clinics providing evaluation and crisis

and ongoing intervention to clients

(12-is).

In this paper we describe a domes-

tic violence group established at the

Denver Health Medical Center, an

urban public hospital. The rationale

for a hospital-based domestic vio-

lence group is to provide patients

with increased access to domestic vi-

olence intervention . These educa-

tional and support groups for women

are a type of intervention frequently

offered by community domestic vio-

hence agencies, but such groups have

received little attention in the hitena-

tune (i6). We were interested in

learning whether the group attracted

clients from the target population of

patients in the medical system and

whether battered women who attend-

ed the group shared characteristics

with other group members and with

battered women who were evaluated

in other contexts within the medical

system. To address the last issue, we

compared the women attending the

group to battered women referred to

clinical social workers in the hospital

and affiliated clinics.

The domestic violence group
Discussions between representatives

of the clinical social work and psychi-

atry departments and the program di-

rector of Safe House for Battered

Women, Inc., in Denver resulted in

the formation of a drop-in group for

battered women at the Denver

Health Medical Center. The group

was led by a clinical social worker on

the hospital’s staffand one or two vol-

unteers from Safe House. It followed

a protocol developed by Safe House

for volunteer-led educational and

support groups. The group rotated

through specific topics every six

weeks, but women dropped in at any

time and attended as many or as few

sessions as they wished.

The topics included the nature of



Table I

Demographic characteristics of 59 women in a domestic violence group and 224

victims of domestic violence referred to clinical social workers for evaluation

Domestic Social

violence work

group cases

Characteristic N % N % X2 df p

Marital status 21 3 .001

Married 14 24 62 28
Single 19 32 124 55
Divorced 10 17 21 9

Separated 15 25 17 8

Missingdata 1 2 0 -

Living with partner 43 1 .001

Yes 11 19 151 67

No 46 78 73 33

Missingdata 2 3 0 -

Race 9.46 4 .001

American Indian 1 2 6 3

African American 3 5 46 21
Hispanic 17 29 94 42
\Vhite 34 58 73 33

Other 4 7 5 2

Employed .16 1 ns
Full or part time 17 29 73 33

Unemployed or homemaker 40 68 151 67

Missingdata
Education

2 3 0 -

Less than high school 11 19
High school graduate or gen-

eral equivalency diploma 23 39

Sonic college or two-year college 20 34

College or graduate school grad-
uate 5 9

Income’

$0-$9,999 30 51

$10,000-$19,999 7 12
$20,000-$29,999 10 17

$30,000 or more 5 9

Missing data 7 12

1 Data were not available for the social work cases.
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doniestic violence, barriers to leaving

abusive partners, the reasons batter-

ens batter, the effects of domestic vio-

hence on children, anger manage-

ment, and prevention. Group sessions

were scheduled for one hour a week.

Depending on the size and interests

ofthe group, the group leaders varied

the time devoted to the educational

topic and accompanying handouts

and to open discussion.

The group was free, open to the

public, and advertised by Safe House.

Advertising included flyers posted

throughout the hospital and clinics,

training sessions on domestic vio-

lence for medical personnel, and fly-

ens mailed to community agencies.

The domestic violence agency adver-

tised the group through its 24-hour

crisis line and community program

and shelter and in agency brochures.

In the hospital and clinics, the clinical

social workers routinely referred bat-

tered women to the group.

Methods

Data on the source of referrals to the

domestic violence group were ob-

tamed from a weekly log maintained

by the clinical social work group

leader from March 1995 to May 1996

(excluding five weeks during which

no data were collected). Seventy-six

women attended the domestic vio-

hence group during this period. All

other data on the domestic violence

group were obtained from written in-

take questionnaires completed dun-

ing the same time period. Sixty-two

women completed these question-

names at the end of their first group

session. Three questionnaires were

eliminated-one because it was in-

complete and two because the

women reported that they were ob-

serving the group and were not bat-

tered women. The most common rca-

son for not completing the question-

name was early departure from the

group session.

The questionnaires included demo-

graphic items and questions about

whether the group member was a pa-

tient within the medical system and

was referred to the group from by

medical personnel. Questions also

were asked about the respondent’s

level of satisfaction with the group;

the reasons for satisfaction or dissatis-

faction, followed by a list of possible

reasons; and the type ofassistance she

needed, followed by a list of potential

needs.

Included for comparison were data

on women who were victims of do-

mestic violence and who were re-

ferred for evaluation to clinical social

workers at the hospital and affiliated

medical clinics. Clinical social work-

ens filled out a standardized form on

all cases at the time each case was

closed. The form included questions

about demographic characteristics

and referral source. During the study

period, 224 women identified as do-

mestic violence victims constituted

the comparison sample. Those who

were younger than 17 were excluded

from the sample because 17 was the

lower age range of participants in the

domestic violence group, and chil-

dren under 17 may have witnessed

domestic violence instead of being

battened by a partner.

Domestic violence either was the

primary reason for referral to the chin-

ical social worker or was identified as

a problem during the social work

evaluation. The clinical social work-

ers were viewed within the medical

system as the primary resource for

domestic violence evaluations. The

hospital’s policy on victims of assault

specifically stated that in the emen-

gency room all cases should be ne-

ferred to a clinical social worker if one

was available. The availability of din-

ical social workers varied by service;

for example, a clinical social worker

covered 50 percent of the emergency

room shifts and iOO percent ofthe ob-
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stetrics-gynecology clinics at the hos-

pital. The sample did not include pa-

tients who refused the evaluation,

were counseled only by nurses or

physicians, or had bnefor phone con-

tacts in which a case was not opened.

Statistical analyses used the chi

square test for proportions and the t

test for comparison of mean differ-

ences.

Results

Table i shows the demographic pro-

file ofthe 59 women attending the do-

mestic violence group who comphet-

ed the questionnaire and the 224 so-

cial work cases. The group members

were more likely to be divorced or

separated and no longer living with a

partner, in contrast to the women

evaluated by social workers, who

were more likely to be single and liv-

ing with a partner. The percentage of

white women was higher in the do-

mestic violence group than among

the social work cases, who were more

often ethnic minorities. The percent-

age of African-American women at-

tending the domestic violence group

was much lower than among the so-

cial work cases. The percentages of

American Indian and Hispanic wom-

en attending the group were also low-

er than among the social work cases,

but the differences were not as large.

The mean±SD age of the women

in the group was 30.6±8.3 years,

compared with 32.8±11.4 years for

the women who were social work cas-

es. However, the difference did not

achieve statistical significance. The

upper age range of the social work

cases was 79 years, and the oldest

participant in the domestic violence

group was 51. No difference between

the two samples was found in em-

ployment.

As shown in Table 2, the largest

percentage of referrals to the domes-

tic violence group came from Safe

House and other domestic violence

agencies. Twenty-one of the referrals

to the domestic violence group (28

percent) were from personnel or

brochures at the hospital or medical

clinics, and the majority of these

medical referrals were from the inpa-

tient units. In contrast, the majority of

the social work cases were referred

from the emergency room.

Forty-three of the domestic vio-

hence group members (57 percent)

were self-referred through contacts

with domestic violence agency hot-

lines and victim advocates, flyers, and

friends. Less than halfofthe referrals

(N =30, or 40 percent) were made by

professionals such as nurses, social

workers, counselors, and lawyers. Al-

most all of the social work cases

(N =207, or 92 percent) were referred

by physicians, nurses, or other hospi-

tal stafl� only 5 percent (N i 1) were

self-referred.

The questionnaire asked whether

the woman attending the domestic vi-

olence group was a patient in the

medical system and whether she had

heard about the group at the hospital

or its affiliated programs. Forty-four

percent ofthe women (N=26) report-

ed that they were patients, and 23(39

percent) had heard about the group at

one of these sites. Of note, only 14 of

the women in the group (24 percent)

were both patients and had heard

about the group at one of the sites,

nine (i5 percent) had heard about the

group at one of the sites but were not

patients, and ii (19 percent) were pa-

tients but had heard about the group

from outside agencies or informal

sources such as friends.

Almost all of the 59 women who

completed the questionnaire (95 per-

cent) reported that they were mostly

or very satisfied with the group. The

reasons they endorsed most often for

being satisfied were that the group

leaders were supportive (N42, or 71

percent), they heard other women tell

their stories (N=39, or 66 percent),

and they learned about domestic vio-

hence (N=37, or 63 percent). Other

reasons for being satisfied were that

the other women in the group were

supportive (N 28, or 48 percent),

they got to tell their stories (N 26, or

44 percent), and they received refer-

rals for assistance (N20, or 34 per-

cent). Some women were dissatisfied

because the group didn�t solve their

problem (N = i, or 2 percent ) or they

didn�t want to talk about their prob-

hem (N2, or 3 percent); some didn’t

know why they were dissatisfied

(N=4, or 7 percent). None ofthe wom-

en indicated that they didn�t get to tell

their stories or that the group made

them feel worse.

Table 2

Referral sources of 76 women in a do-

mestic violence group and 224 victims

of domestic violence referred to clini-

cal social workers for evaluation

Group and referral source N %

Domestic violence group

Hospital inpatient unit 9 12
Outpatient medical clinic 2 3

Other medical referral 4 5
Hospital brochure or news-

letter 6 8

Domestic violence agency 30 40
Other community agency

or professional 12 16

Legal source (court, attor-
ney, or probation officer) 3 4

Friend, phone book, or
other source 7 9

Unkno�i 3 4
Social work cases

General medicine inpatient
unit 10 5

General surgery inpatient
unit 13 6

Obstetrics-gynecology in-

patient unit 27 12
Other inpatient unit 7 3

Emergencyroom 139 62
Adult medicine outpatient

clinic 11 5
Obstetrics-gynecology clinic 7 3

Other outpatient clinic 10 4

The women in the domestic vio-

hence group were also asked about

their current needs. They reported

needing support from other women

(N =26, or 46 percent) and counseling

(N=30, on 53 percent) more than any

other resources; items endorsed less

often were material needs such as

clothing, household items, and food

(N=6, or ii percent); housing (N

10, or i8 percent); transportation

(N = 12, or 2i percent); and financial

assistance (N = 16, or 28 percent).

Also endorsed less frequently than

support from other women and coun-

sehing were health care (N 6, or 11

percent), employment (N = i4, or 25

percent), education (N = 19, or 33 per-

cent), and legal assistance (Ni5, on

26 percent).

Discussion and conclusions
The first issues we addressed were

identifying the referral sources of

clients in the domestic violence group

and determining whether the group

attracted clients from the target pop-

ulation of patients in the medical sys-



PSYCHIATRIC SERWQ�S #{149}September 1997 Vol. 48 No. 9 1189

tem. Referrals to the domestic vio-

hence group were not primarily from

medical personnel; instead, the ma-

jonity of referrals came from outside

agencies and informal sources such as

brochures and word of mouth. The

referrals from medical personnel

were primarily from inpatient units,

whereas women who were social

work cases were most often referred

from the emergency room.

The emergency room referral poli-

cy explained the predominance of

emergency room cases referred to the

clinical social workers, but it did not

explain why medical referrals to the

domestic violence group came pri-

manly from inpatient services. The

group’s hospital location improved

patients’ access to the group; many of

the women referred to the group at-

tended while they were still inpa-

tients. We also reached many women

who were not patients but who had

heard about the group through our

agency. The hospital and clinics are a

fertile site for intervention efforts be-

cause of the constant stream not only

of patients but of friends and families

of patients and large numbers of fe-

male health cane employees.

We also sought to identify charac-

teristics of the women who attended

the group and to determine whether

and how they differed from the

women evaluated by the social work-

ens. The group members were more

likely to be divorced or separated

from a partner, and the social work

cases were more likely to be unman-

ned and living with a partner. This

difference in relationship status may

explain the difference in referral pat-

terns. Many group members were

separated from their partners and ac-

tively seeking change by contacting

domestic violence agencies or seek-

ing help through informal contacts.

In contrast, most women referred

for clinical social work evaluation

were still living with their partners

and either visited the emergency

room seeking medical treatment or

were hospitalized, often for obstetri-

cal cane. The women who saw the so-

cial workers may not have been as

motivated to seek assistance as the

women attending the group. Some

women who visit the emergency

room do not seek care on their own

accord but are brought in by ambu-

lance on sent by the police. In some

cases, the emergency room staff sus-

pect that domestic violence is the

cause of the injury, but the women

deny it.

There are many reasons why some

of these women may remain in an

abusive relationship and not he ready

to accept help. They may be con-

cerned with keeping the family to-

gether and may feel committed to the

relationship. They may be financially

dependent on their abusive partner

or fear retribution by the batterer. If

they have been acutely battened, they

may be experiencing emotions such

as denial on shock that interfere with

taking action (17-22).

The women attending the domestic

violence group may have had differ-

ent needs than the social work cases.

The women in the group reported

needing counseling and support from

other women more often than need-

ing material help or financial assis-

tance. In a study of i4i women leav-

ing a battened women’s shelter, the

percentages who needed assistance

with material goods (84 percent), fi-

nances (63 percent), and employment

(62 percent) were much higher than

among the women attending our

group (23). Although questions about

needs were not posed to the women

evaluated by the clinical social work-

ens, they may also have been in

greater need of shelter and financial

assistance than the women attending

the group, particularly the women

who were acutely battered and who

required treatment in the emergency

room.

The domestic violence group ap-

pears to attract battered women who

have begun the process of separating

from their relationship and have more

material resources. Different sub-

groups of battered women may exist

with different intervention needs

based on individual characteristics or

resources. Alternatively, the women

seen in the emergency room may be

in an earlier stage in their reaction to

the battering, while the women at-

tending the domestic violence group

are at a hater stage, when they are

more ready to initiate change and

seek help.

Another notable demographic dif-

ference is that the women who were

social work cases were more likely to

be from minority ethnic groups, while

those in the domestic violence group

were more likely to be white. Despite

the location of the group in an urban

public hospital setting, this particular

type of intervention appears to attract

a smaller percentage of minority par-

ticipants, compared with those re-

ferred for social work intervention.

Location of such groups in a facility

that serves ethnic minority popula-

lions, such as a public hospital, may

improve access for some minority

women, but other cultural barriers

may still limit the use of services.

For example, one factor contnibut-

ing to the lack of participation by

African-American women is the im-

portance ofconfidentiality in African-

American communities. In a focus

group we conducted to explore these

issues with African-American women

at the domestic violence shelter, the

women explained that “you don’t tell

your business at your table” and

“some business you should always

keep to yourself.” Family and commu-

nity may exert subtle on overt pres-

sure not to share these problems with

outsiders because of the history of

abuses by institutions such as the po-

lice. Instead, family problems are

kept private and addressed within the

family and community.

Furthermore, help-seeking behav-

ior may also be influenced by con-

cems that the revelation of violence

in African-American families will re-

inforce the negative stereotypes and

racism experienced by African-Amer-

ican communities (24). Another exam-

pIe of this phenomenon is found in

Wyatt’s research (25) on sexual as-

sauht, which found that more African-

American women than white women

did not disclose sexual assaults to any-

one until years after the assault.

Another factor that may have less-

ened the appeal ofthis intervention to

minority women is that the group

leaders did not have specific ties to

the minority communities, either

through being members ofor working

directly within these communities. In

addition, the group members did not

meet the group headers before attend-

ing because of the drop-in nature of

the intervention. Therefore, those at-
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tending the group for the first time

had no prior knowledge of or reha-

tionship with the group leaders. For

minority women the establishment of

a relationship before attending the

group may be particularly important

because of the barriers to interven-

lion described above (26).

Although we do not know if the

drop-in group resulted in decreasing

either the women’s exposure to phys-

ical abuse or their psychological dis-

tress, we did learn that almost all the

women who completed the question-

naires were satisfied with the group.

The women reported being most sat-

isfied with the support they obtained

from the group leaders. Listening to

other women tell their stories and re-

ceiving education about the nature of

domestic violence also were impor-

taut aspects of the group process.

Support from the group leaders and

listening to other women may de-

crease the isolation and stigma of do-

mestic violence, while knowledge of

batterer behavior and the nature and

consequences of domestic violence

may result in feelings of increased

control and improved self-esteem.

A pre- and posttest evaluation of

ten- to 12-week support groups for

battered women found improvements

in locus of control and self-esteem

and decreased exposure to physical

abuse (27); these groups differed in

design from our group because they

were closed instead of drop-in groups

and each session lasted two to three

hours. Because the study of those

support groups did not use a control

group, it is possible that the improve-

ments were related to the characteris-

tics of women who are motivated to

participate in a program.

The domestic violence intervention

described here is one type of inter-

vention that can be applied in a mcd-

ical setting, although many other in-

terventions can be incorporated into

medical care. They include staff edu-

cation through training sessions, pa-

tient education through distribution

ofbrochures, and the use of protocols

for domestic violence screening and

assessment. Community domestic vi-

olence agencies are a source of infor-

mation about domestic violence inter-

vention, and opportunities for cohhab-

oration need further exploration.

Medical professionals should be chal-

lenged to use their knowledge and re-

sources to develop innovative ideas

and expand on current efforts to in-

tervene among battened women. +
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