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Abstract:

          çWhy doesnût she leave?é is often the first question that health care providers ask when they

confronted with the issue of battered women. However, this question is beyond the fact in dealing with the

problem of intimate partner violence because leaving does not ensure a battered womanûs safety. In fact,

leaving may increase her chances of being assaulted. By literature review, three factors (i.e., cycle of

violence, learned helplessness, and inability to cope) can influence battered womenûs decision-making in

leaving their abusive relationship. Then a question of çHow can health care providers deal with battered

women without blaming them?é will be presented.
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A question beyond the fact in dealing with

the problem of intimate partner violence
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Introduction:

Societyûs tendency to blame victims of

intimate partner violence is reflected in the

acceptance of myths about battered women - that

they come primarily from abusive homes or drink

too much. Thus, one of the most crucial issues

surrounding the topic of intimate partner violence
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is the propensity of blaming the victim. For

instance, the first question people ask when they

confronted with the issue of battered women is

çwhy does she stay?; rather çwhy does he abuse

her?é.1 This criticism of battered women recurs  in

terms of blaming them for not çjust leavingé violent

perpetrators. That is, if a battered woman were

really afraid, she would simply leave. Also, some

have held that violent relationships affect only

certain types of women, for example, women who

drink too much, come from dysfunctional families,

or suffer from low self-esteem.2  By and large,

the blaming implicitly places emphasis on the

actions of the battered women, and seems

reluctant to place all the blame on the

perpetrators.

However, the issue of whether to stay in

or leave a violent relationship is far more common

than we realize. The question of what factors

cause this conflict among battered women needs

to be investigated. From literature review, I

propose that three factors - the cycle of violence,

learned helplessness, and the inability to cope -

are the main causes of conflict regarding battered

womenûs decision-making. Thus, the purposes

of this article are to examine and analyze all of

these factors and the extent to which health care

providers can intervene with battered women

without çblamingé them.

The Cycle of Violence

According to Walker3, a cycle of violence

consists of three phases. First, the tension building

phase is characterized by minor battering incidents

that include rising levels of verbal and

psychological abuse. The woman may rationalize

these small incidents and blame them on outside

factors such as job stress. As the tension rises,

the woman may try to reason with the man and

even agree with his false accusations. This phase

may last minutes to months. Second, the acute

battering incident phase is characterized by a

discharge of tension through the use of physical

violence. The violent episode may be triggered by

an argument, or by an external event. The battered

woman may leave, and when it stops, resort to

counter-violence, which may make the beating

worse. This phase may last as long as 24 hours.

The battered woman denies to herself the severity

of the damage and may not seek care for her

injuries for days. Finally, the honeymoon  phase

is characterized by the batterer repeatedly

apologizing, buying her gifts, and promising that

it will never happen again. In the early stages of

this phase, the woman may try to leave, but the

perpetrator will plead with her for one more chance.

Her belief in his ability to change is part of what

bonds the two together and sustains the

relationship.

Most battered women caught in this cycle

of violence, in fact, do not want to leave but rather

want the violence to stop.1 Unfortunately, it does

not stop easily. In attempting to break the cycle,

however, research has found that battered women

often do leave and return several times (an

average of six times) before making their departure

permanent.4 Why are they unable to leave

permanently? One explanation is because the

cycle of violence repeats itself over time and the

duration of each phase varies with the level of

severity. Thus, leaving or even trying to leave at
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the wrong time can escalate violence and may

make things worse.5 In addition, leaving does not

guarantee either physical or emotional health for

a battered woman because leaving may increase

her chances of being assaulted. For example,

Kellermann and Mercy6 found that women who

leave their batterers are at a 75% greater risk of

being killed by the batterer than those who stay.

Therefore, the cycle of violence can be a factor

related to a battered woman’s decision of whether

to stay in or leave a violent relationship.

Learned Helplessness

While social learning theory can be used

to examine çhowé the interaction between the

perpetrator and the victim contributes to the

continuance of violence7, Walker8 used the term

learned helplessness to discuss çwhyé women

(i.e., victims) found it difficult to leave an abusive

relationship. Previously, Martin Seligman was the

first person to formulate the state of depression

as çlearned helplessnessé by working on a long

series of experiments with animals (e.g., dogs).9

In his study, the helpless dogs subjected to

electronic shocks looked passive and unemotional;

they did not initiate enough responses to learn

that shock could be escaped: in fact, they looked

depressed.

The assumption of this theory is that

learned helplessness is a condition that can

interfere with battered womenûs emotional (i.e.,

increased feelings of helplessness and

depression), intellectual (i.e., poor problem

solving), and motivational abilities (i.e., passivity).

These impairments could cause battered women

to feel trapped, become immobilized, and believe

that they cannot take the actions necessary to

escape the violent relationships they are in.1,10,11

To support this assumption, studies examining

the psychological effects of intimate partner

violence on women have found a wide range of

negative consequences. For example, in terms

of emotional trauma, Straus and Smith12 found

that depression and suicide attempts were four

times more likely among female victims of

severe assault than among women who were

not victims of violence. Regarding intellectual

impairment, learned helplessness may be at

the root of poor problem-solving abilities

manifested in battered women. Learned

helplessness also produces motivational

impairment or passivity in terms of battered

womenûs decision concerning whether to stay or

leave a violent relationship.1,10,3

Thus, it can be claimed that learned

helplessness is another condition frequently used

as an explanatory variable in a battered womanûs

decision to stay with a perpetrator.  In addition,

studies frequently cite economic dependence as

the primary reason why battered women remain

with perpetrators.13 For example, Bohn and Holz14

found that battered women are more likely to have

feelings of dependence than non-battered women

in terms of socioeconomic and emotional

dependence. With feelings of dependence, it takes

an average of about 6 years for a woman to realize

that she is trapped in an abusive relationship, which

is about the same length of time that the average

marriage lasts.15
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How can such feelings of dependence

be related to learned helplessness? The answer

is that when a battered woman has financially and

socially depended on her partner, she may lack

confidence in her ability to survive without a partner
16 and/or she may be unable to find help, which

in turn often causes her to feel that there is no

escape from the violence.17 Besides, some

battered women are also concerned about the

safety and future well-being of their children.18

They have come to believe that their children are

better off with a father in the home19, and therefore

they tend to tolerate the violence by accepting it

as normal or denying that it is a serious problem.

Therefore, I believe that learned helplessness or

feelings of dependence with the concern of

childrenûs well-being may be another factor that

causes battered women to remain in violent

relationships.

The Inability to Cope

Studies exploring battered womenûs

attempts to cope with their violent relationships

have revealed that battered women are less

inclined to use active coping strategies (e.g.,

obtaining social support or reframing stressful

events) and more likely to use passive strategies

such as fantasizing about a better relationship.20

Hernandez21 found that victims of violent

relationships use alcohol, cigarettes, and drugs

as ways of coping with emotional suffering (e.g.,

fear, feeling sad, lonely, or angry) as well as

physical pain caused by violence instead of using

active coping strategies (e. g., seeking support

or managing stress). The feelings of fear, anger,

and frustration experienced by battered women

evoke feelings of helplessness, which are often

referred to as learned helplessness. Although

battered women are no more alcoholic than non-

battered women, they may drink in response to

abusive episodes.22 However, there is a

particularly high percentage of smoking cigarettes,

drinking alcohol, and using illicit drugs in women

with histories of physical and sexual violence.23

It is clear that alcohol abuse, smoking, or drug

use almost always accompany violence

regardless of which comes first, in other words,

these factors could be considered as

consequences of beatings or as precipitating

factors.

By examining passive coping strategies,

research reveals that learned helplessness may

be less a reflection of a personal attribute or

characteristic than an accurate reflection of

reality.24 To support this claim, Pape and Arias25

found that about 30% of women in violent

relationships did not leave because of the idea

that çlove conquers allé. They tended to fantasize

and believed that their violent partner would

change, and thereby, their relationship would

survive. Thus, it can be said that learned

helplessness is associated with passive coping

strategies to some extent because battered

women who remain with abusers seem to find a

way to cope with the violence by accepting it as

normal, blaming themselves, or fantasizing about

better relationship.1 It is not surprising that these

two factors - in addition to the cycle of violence -

could inhibit battered womenûs cognitive reasoning

for leaving violent relationships.
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How can health care providers deal with

battered women without çblamingé

them?

Generally, health care providers are often

the first people that battered women turn to for

help, and are therefore uniquely positioned to

intervene in situations of abuse, but many do not

know how to respond.26 Failure to address abuse

issues is a serious oversight on the part of

clinicians which may enable continued, escalating

abuse and health problems as well as

unnecessary medical intervention and health care

costs. Therefore, it is essential that all health care

providers receive the education necessary to

assess and respond appropriately and effectively

to battered women.

To provide good care for battered women,

first health care providers have to learned and be

trained how to deal with battered women. Clinical

guidelines should be developed and contributed

to clinical settings.16 Interviewing should be done

in a non-threatening and non-assuming manner.

Significantly, safety planning is needed during the

screening process and it should be done in a

private place without the perpetrators present.

Under such conditions, health personnel can

assess a battered woman accurately and make

appropriate diagnosis. Second, health care

providers should not only focus on battered

womenûs injuries with emergency care, but should

also attend to their related social or emotional

problems, such as socioeconomic or childcare

problems, with non-judgmental, non-blaming, and

caring attitudes27, thus this manner makes the

women feel comfortable enough to disclose their

problems. For the battered woman who is

confronted with learned helplessness,

socioeconomic dependence, or drinking problem,

health care providers should work with advocacy

services such as support groups, employment

linking, womenûs shelters, sources of housing, and

community mental health centers including

referrals if needed. Finally, one of the most

important issues to be awared for all providers is

that battered women need time to ventilate their

feelings to a helper who is empathic, while health

care providers rarely have as much time as they

would like to work with battered women. However,

if health care providers work more closely with a

battered woman, the greater the possibility that

she will disclose the violence sometime during

the treatment process.

In summary, these practices are expected

to help battered women in terms of breaking their

cycles of violence, empowering them, and

enhancing the appropriate coping abilities. It is

also believed that all health care providers,

especially the physicians and nurses should be

able to help the battered women rather than

blaming them by asking the question: çWhen love

goes wrong: Why doesnût she leave?é
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