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Abstract 

This study empirically investigated the outcome of a multi-phase group treatment 

program with a sample of 189 abused women, one of the largest samples to date. An 

exhaustive search of published articles demonstrated the need for research in this area. 

Repeated measures MANOVAs revealed a significant difference in pre-test vs. post-test 

scores across both phase groups for the dependent variables: self-esteem, depression, and 

post-traumatic stress. Participants who completed a phase group were clustered into high 

post-program and low post-program scores using the SPSS k-means clustering technique 

and a MANOVA revealed the greatest difference between groups were in the areas of 

depression and self-esteem. Repeated measures MANOVA on 18 women who 

completed both phases showed a significant pre-post difference for the first but not the 

second phase group; and while waiting for the second phase to begin the women's scores 

deteriorated. There were high drop-out rates in both phase I (51%) and phase I1 (32%) 

groups and a logistic regression indicated that unemployment and physical abuse were 

significant indicators of program drop-out. Extensive program revisions, directions for 

future research, and the limitations of the study are presented. 
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CHAPTER I: INTRODUCTION 

Statement of the Problem 

It is within this century that spousal abuse has been acknowledged, condemned, 

and investigated. And as this century closes, despite the volu~nes of literature that have 

been accumulated on this topic, documentation of the treatment of abused women has 

remained more philosophically than empirically based. Consequently, little is known 

about the characteristics of women who complete or drop out of counselling programs 

designed for abused women. Furthermore, the efficacy of such treatment programs, for 

the most part, remains to be proven. 

The need to offer counselling services to abused women to recover fiom the 

effects of abuse is no longer an issue of debate as it once was decades ago. It is now 

readily apparent that the effects of abuse can often be severe and women ofien experience 

them long afier the violence has ended. For example, many abused women easily meet 

the criteria in the DSM IV for Post Traumatic Stress Disorder (Cascardi, Ci'Leary, 

Lawrence & Schlee, 1995) and it has been reported that even a year after being out of the 

abusive relationship, women still meet the criteria for PTSD (Kemp, Green, Hovanitz & 

Rawlings, 1995). This diagnosis for abused women has generally been accepted as it 

moves away fiom focusing on individual pathology to acknowledging the psychosocial 

stresses that a person experiences as a result of being a victim to a trauma (Walker, 

1991). A trauma, as defined by Herman in her 1992 book Trauma and Recovery, is "a 

feeling of intense fear, helplessness, loss of control, and threat of annihilation" (p. 33) 



which Herman and many others state is often what one experiences when abused by an 

intimate partner (Dutton, Burghardt, Perrin, Chrestman, & Halle, 1994; Walker, 1994; 

Woods & Campbell, 1993). 

To heal fiom the effects of abuse, group counselling seems to be the treatment 

format most often provided to abused women (McBride, 1994; Rinfiet-Rayner & Paquet- 

Deehy, 1988). The literature provides ample justification for group counselling and 

addresses intervention strategies that are suitable, mainly fiom a philosophical and 

anecdotal perspective (e.g., Geller, 1992; Hoff 1993; Gold-Steinberg & Buttenheim, 

1993; Meichenbaurn, 1994; Tutty 1993). Thus, despite an accumulative knowledge 

pertaining to interventions with abused women, only a handful of articles have been 

published which empirically investigated the outcome of group programs for abused 

women (e.g., Cantin & Rinfiet-Raynor, 1993; Cox & Stoltenberg, 199 1; Mancoske, 

Standifer & Cauley, 1994; Rubin, 1991 ; Holiman & Schilit, 199 1 ; Tutty, Bidgood & 

Rothery, 1993). This finding is somewhat surprising given the calls over the years fiom 

the clinical and academic communities to conduct such investigations (e.g., Feldman & 

Ridley, 1995; Hendricks-Matthews, 1982; Russell, 1988; Rynerson & Fishel, 1993). 

Essentially, the treatment of abused women is a relatively underdeveloped area and the 

aim of this dissertation is to help fill this identified need. 



Purpose of the Study 

The main intent of this dissertation is to contribute to the family violence 

literature which pertains specifically to counselling services offered to abused women. 

Since there is a severe lack of empirical research to investigate the eacacy of groups for 

women who have been abused by their partners, this dissertation will investigate, by 

using one of the largest samples to date, the outcome of a group program offered to 

women who have been or are currently abused by their partner. The group programs use a 

highly structured, psychoeducational format based on feminism and cognitive 

behaviorism. Furthermore, no study to date has evaluated if there are advantages to a 

two-stage group process for abused women; the program under investigation for this 

dissertation offers a two-stage group program. Specifically, the first group in the 

program is designed to inform women of the dynamics of abuse as well as its impact. 

The second group is focused more on the secondary issues related to abuse including 

guilt, shame, family of origin dynamics and developing healthy communication patterns. 

This dissertation will also examine if there are changes in women's post traumatic stress 

symptoms by the conclusion of the treatment program as the family violence literature 

has not empirically addressed this outcome variable. Finally, this study will document 

the characteristics of women who drop out of the program since this is an area that has 

not been examined extensively. 



To accomplish these goals, six research questions were developed and will be 

presented in the third chapter of this dissertation. The rationales for the selected research 

variables will be identified after a thorough presentation in the second and third chapter 

of the issues relevant to woman abuse and commonly used treatments to address the 

abuse. 

Definitions of Terms 

Abuse 

Abuse refers to all forms of behavior in which one human being is trying to 

achieve andor maintain control or power over another (YWCA Sheriff King Family 

Support Centre, Introductory Package, 1995). 

Abused Woman 

The following words are interchangeably used in this dissertation to denote 

abusive behavior in an intimate relationship (married or common-law) directed toward 

the female partner by the male partner: battered women, spouse abuse, domestic violence, 

abusive mate, and marital violence. 

I respect the feminist criticism that these generic terms do not allude to two 

fundamental aspects associated with abusive relationships: gender and power (McHugh, 

1993). However, using terms which meet feminist criteria (e.g., wife abuse and 

battering) can be quite restrictive because not all woman that are abused are married nor 

experience physical battering (Ferraro & Johnson, 1983). 



Abuser 

The following words are interchangeably used in this study to denote the male in 

the relationship who is abusive towards his female partner: batterer, male partner, mate, 

and abuser. 

Abusive Behavior 

Unless specifically stated otherwise in this thesis, reference to abusive behavior in 

intimate relationships will include emotional and physical abuse. This practice is widely 

adopted in the family violence literature (e.g. Ibrahim & Herr, 1987) since emotional 

abuse is present when physical abuse occurs (Murphy & Cascardi, 1993) and any form of 

abuse is characterized by control and dominance which can have destructive effects on 

the victim (Hofeller, 1982). It is important to note that the frequency and intensity of 

abuse ranges on a continuum from mild to severe as indicated on numerous standardized 

measures of violence (e.g. Partner Abuse Scales, Hudson, 1990). 

Abusive Relationship 

For the purpose of this dissertation, the term abusive relationship refers only to 

women who are abused by men with whom they live either in a marital or common law 

relationship. It does not refer to dating violence, child or sibling abuse, female-to-male 

abuse or abuse between same-sex couples. The author l l l y  recognizes that these forms 

of abuse do occur and often have dynamics similar to male-to-female abuse. 



Economic Abuse 

Economic abuse, frequently categorized with emotional abuse, refers to behaviors 

that prevent the victim from securing financial independence (Martin & Younger-Lewis, 

1997). For example, abusers may: withhold money; restrict access to family resources 

such as use of the family car; prevent the victim from working or going to school; and 

control the access to and distribution of household income (Dutton, 1992). 

Emotional Abuse 

Emotional abuse is considered to be the most common form of abuse and involves 

actions, statements or gestures that attack the victim's self worth, weaken the her self- 

confidence and frighten her (Shepard, 1991). This form of abuse may accompany 

physical abuse or occur independently (Hofeller, 1982). 

The following behaviors exemplify emotional abuse taken from the 25-item 

standardized Partner Abuse Scale: Non Physical (Hudson, 1990) which was used in this 

study to assess the extent to which this sample experienced non-physical abuse: (i) 

belittling one's intelligence and feelings; (ii) demanding obedience such as agreeing with 

one's point of view, performing sexual acts which are not pleasurable to the victim and 

expecting all whims to be met; (iii) applying pressure to remain in the home, not establish 

a career, or not go to school; (iv) imposing restrictions on having friends of the same or 

opposite gender; (iv) insulting or shaming the partner in front of others; and (v) acting 

like a "bully" or being rude to one's partner. 



Physical Abuse 

Physical abuse is frequently referred to as behavior intended to produce injury or 

harm (Murphy & Cascardi, 1993). Pence and Burns (1985) state that this form of abuse 

is "an intentional act used to gain power and control over another human being and that 

physical abuse is only one of a whole system of abusive behaviors which [a person] uses 

against hisher partner to maintain that control" (cited in Brown & Dickey, 1992. p. 61). 

The following behaviors are classified as physical abuse according to the 25-item 

standardized Partner Abuse Scale: Physical (Hudson, 1990), used in this investigation to 

determine the magnitude of abuse this sample of women experienced: pushing; shoving; 

punching; hitting; choking; strangling; suffocating; scratching; throwing objects at or 

near the victim; threatening or attacking with a knife; or other sharp objects or weapons; 

as well as intentional injuries to breasts and genitals including forced sex. 



To build a context for the study and treatment of battered women, this chapter 

will examine woman abuse from a broad perspective and the next chapter will narrow the 

focus to issues pertaining to counselling abused women. To begin, a brief historical 

overview of domestic violence will be presented followed by an examination of the 

prevalence of man-to-woman abuse in intimate relationships. Next, three well 

recognized theories will be introduced to offer insight into the complex dynamics of 

violence against women. Finally, the effects of abuse on womens' physical and 

emotional well-being will be discussed with particular attention paid to self-esteem, 

depression and post-traumatic stress as these were the dependent variables selected for 

examination in this research project. 

Historical Perspective on Domestic Violence 

The historical justification of wife abuse, stemming from the tenacious belief that 

women are inferior to men and are the property of men has been aptly described by 

Aristotle, the Greek philosopher, who wrote, "the male is by nature superior, and the 

female inferior; and the one rules, the other one is ruled; this principle, of necessity, 

extends to all mankind.. . the courage of the man is shown in commanding, of a woman 

in obeying" (cited in Wilson, 1997, p.256). Centuries later, these beliefs were expressed 

in poetic ways, often by comparing woman to animals to imply that they were property 

and that "the more they're beaten, they better they be" (Surridge, 1994, p. 5). This quote 



is taken fiom a Victorian, mid-nineteenth century verse where woman were likened to 

dogs, in particular to Spaniels, for Spaniels have been traditionally "associated with the 

feminine qualities of gentleness, submission, subservience - and with a willingness to be 

beatenyy (Surridge, 1994, p.6). It is this notion of a willingness to be beaten that has 

traveled through the centuries and has rested for years in the academic and psychiatric 

literature under the name of masochism (Caplan, 1984). In fact, as late as 1964, academic 

researchers reported that women "enjoyed the beatings inflicted upon them by husbands 

whom they loved and chose to stay in the marriage out of their own fiee will, since it met 

their unconscious needs" (Walker, 198 1, p. 83). Eventually, a body of clinically oriented 

research accumulated to challenge and refute this "victim-blaming" belief (Caplan, 1984; 

Carmen, 198 1; Gelles, 1993; Greaves, Heapy & Wylie, 1988; Kuhl, 1984; Walker, 1981; 

Wetzel & Ross, 1983). 

To put further into context the societal belief that women should be subservient to 

men, it is necessary to consider the influence of English Common law, a critical 

foundation of Western culture, which asserted married woman had no civil rights nor 

independent status and were the property of their husbands (Wilson, 1997). Included 

within this notion of legal and proprietary control over women was the right to discipline 

wives. For example, the well-known term, "rule of thumb", derived fiom an 1824 

Statute, allowed a husband to chastise his wife with a whip or rattan no wider than his 

thumb (Gelles, 1979). This law was eventually repealed in 1874 yet the courts of this 

time still ruled that beatings were acceptable, "provided the beating was administered in 

the home and did not cause serious physical injury" (Walker, 1981, p. 8 1). 



Mainly due to an active feminist movement well documented in Hofeller's (1982) 

book, society began to challenge many of these archaic laws. Of interest, it was not until 

about 30 years ago (i.e. 1968) that physical and mental cruelty was recognized as grounds 

for divorce in the Canadian court system and in 1987 the charge of wife assault was 

moved from Family Court to Criminal Court (Ontario Medical Association, 1991). These 

changes in statute law indicate that wife abuse is being regarded as a crime, not just a 

"family problem" (Mulligan, 199 1). 

Clearly, the notion that wife abuse is a crime is relatively new. The following 

section briefly highlights the prevalence of domestic violence in our society, thus 

providing an additional rationale for the need for treatment programs in the area of 

domestic violence, particularly when viewed fkom an intergenerational perspective. 

Prevalence of Woman Abuse 

The following three statements provide an initial introduction to the prevalence of 

family violence in our society today: (i) the family, with the exception of the police and 

military during times of war, is perhaps the most violent social group (Straus et al., 1980 

cited in Gelles, 1993); (ii) "a person is more likely to observe, commit, and to be the 

victim of violence within the family than in any other setting" (Gelles & Straus, 1975 

cited in Hilberman, 1980, p.1337); and (iii) wife abuse is responsible for one of five 

homicides in Canada (Browne, 1993). These statistics are terrifying and shocking. Strube 

(1988) added the piercing comment that these statistics likely underestimate the severity 

of wife abuse due the phenomenon of underreporting. 



A widely cited survey that was conducted by Statistics Canada (1993) to provide 

a "reliable estimates of the nature and extent of male violence against women in Canada" 

(Rodgers, 1994, p. 2) was one of the first of its kind as 12,300 women, 18 years and older 

were randomly questioned by telephone about any physical and sexual violence they may 

have experienced since the age of 16. The term "violence" in this survey referred to the 

"experiences of physical or sexual assault that are consistent with legal definitions of 

these offenses and could be acted upon by a police officer" (Statistics Canada, 1993, p. 

2). The Conflict Tactics Scale developed by Straus (1979) was used as a reference in this 

survey to measure a series of violent acts committed by marital partners. 

Some of the highlights from this survey: 

Since the age of 16, one in two Canadian women has suffered some form of 

physical or sexual violence. 

a Of the women who have ever been married or lived common-law, 29% 

percent have been assaulted by a male partner. This finding constitutes 

Canada's rate of wife assault. 

Almost one half (45%) of wife assault cases resulted in physical injury to the 

woman and weapons were used by 44% of violent spouses. 

a Of the 21% of women who reported abuse during pregnancy, 40% stated the 

abuse began during their pregnancy. 



Counting each victim only once, the most serious types of incidents involved 

were: being kicked; hit; beaten up; choked; having had a gun or knife used 

against them; or having been sexually assaulted. These forms of abuse were 

higher than being pushed, grabbed, shoved, or slapped. 

In terms of demographics, rates of assault showed no variation by education 

level nor in urban vs. rural locations. However, women with household . . 

income under $15,000 are twice as likely to be battered as women in general. 

No difference was found in rate of wife assaults between women living in 

large Canadian urban centers (100,000+) and women living in the rest of 

Canada. However, the highest rates of spousal homicide have been in more 

rural regions of Canada, particularly the Western provinces and territories. 

Rates of violence for legal marriages and common-law relationships vary only 

slightly. However, marriages of two years or less had the highest rates (8%) 

of violence in the 12 months prior to the survey. 

Women were six times more likely to experience violence by partners who 

consumed five or more drinks at one time, compared to women whose 

partners never drank. 



The risk of being abusive was three times as high for men who had witnessed 

violence by their fathers. These men tended to inflict more frequent and 

severe violence on their wives. Of crucial importance is the discovery that in 

39% of violent marriages surveyed in this study, the children witnessed the 

marital violence. The implication of this finding is alarming since research 

has suggested that these boys as adults will have a greater chance of becoming 

abusive to their partners than the adult men who not did witness their parents 

engage in abusive behavior (e.g., see Gelles, 1987). Hence, the cycle of 

violence continues to be passed from one generation to another. 

It is beyond the scope of this review to report the research that substantiates 

Statistics Canada's findings. However, within this chapter various findings will be 

elaborated upon, for example, the intergenerational component to wife abuse. In the 

meantime, some additional research findings to supplement this section are worth noting. 

First, Straus's exhaustive 1990 national survey of 3002 homes found that abused women 

averaged six assaults per year compared to shelter samples, which averaged more than 

one assault per week (cited in Margolin & Burman, 1993). Second, Reidy and Von Korff 

(1991) found in a study of 260 abused women that the interval between the first physical 

abuse incident and seeking help was more than one year for 70% of the women. Third, 

65-70% of women seeking treatment for marital problems reported at least one act of 

physical assault by a spouse in the year before the assessment (Cascardi et al., 1995). 

Fourth, the National Clearinghouse on Family Violence (1996) cited studies that reported 



42% of Canadian women with disabilities have been or are in abusive relationships and 

between 75% to 90% of women in some Northern Aboriginal communities are abused by 

their spouses. Finally, to bring the reality of the occurrence of abuse closer to home, is 

the fact that the shelter which is part of the agency that participated in this study, turned 

away more women seeking admission to the shelter than it accepted, due to a mean 

occupancy rate of 96% during 1998 (SKFSC staff, personal communication, February 

1999). This last finding alone provides a strong indication to the magnitude of abuse 

against women in intimate relationships. It also demonstrates the lack of available 

resources to address this serious social problem. 

In summary, the statistics presented challenges society's view that the home is a 

safe place. The prevalence of wife abuse is frightening and the situation is even more 

alarming when the intergenerational component is factored into the situation as well as 

the potential for the victim to be murdered. Counselling agencies, government social 

services and short and long-term shelters are constantly in demand to help women 

recover from the effects of being in abusive relationships, yet as will be shown, there is 

little documentation as to the efficacy of counselling programs for these women. 



Etiology of Abuse 

It has become increasingly common to view wife abuse as multi-determined since 

no single theory has been adequate in thoroughly explaining spouse abuse (Fagan et al., 

1983; Gelles, 1980; Gelles & Loseke, 1993; Heise, 1998; Strube, 1988; Sullivan, Tan, 

Basta, Rumptz, & Davidson, 1992). It is even more common, as Margolin and Burman 

(1993) advocate, to view woman battering as "having its origins in the individual, the 

family and the culture" (p. 62). This complex interaction is similar in many respects to 

the three theoretical frameworks, sociological, psychological and feminist, reported in the 

literature on the existence and maintenance of spousal abuse (Gutierrez, 1987). In order 

to help clarify the phenomenon of abuse towards women, each theory will be briefly 

reviewed highlighting key concepts of the respective theory. 

Sociolonical 

The first theory to be reviewed, fiom a sociological perspective, focuses on how 

the social structure affects people and their behavior (Gelles & Loseke, 1993). 

Specifically, it draws attention to the "attributes of the family as a social institution that 

creates a high risk for violence" (Gelles, 1993, p. 35). This framework analyzes 

sociocultural features of the abuser and the abused such as socioeconomic status, family 

isolation, unemployment, education, pregnancy, alcohol problems, parental modeling and 

job satisfaction (Feldrnan & Ridley, 1995; Russell, 1988). For the purposes of review, 

three variables frequently referred to in the sociological analysis of woman abuse will be 

elaborated upon. These include economic dependency, ineffective community responses, 

and intergenerational influences. 



Economic dependency. 

In terms of an economic dependency analysis, consider Aguirre's influential study 

of 3 12 abused women. Aguine (1985) tested four antecedent variables and four 

functional covariates to determine which variables would influence a woman to return to 

her abusive partner. It was discovered that the only significant predictor was a woman's 

economic dependence on her husband. This finding is similar to the work of Strube and 

Barbour (1983) who found that financial concerns were one of the six factors that 

explained why 29% of their sample of 25 1 abused women remained in abusive 

relationships even after seeking counselling (other dominant reasons included having 

nowhere to go, love for their partner and the belief that the abuser would change). A 

slightly different but relevant view on this thesis is fiom Greaves and associates' (1988) 

survey of 524 abused women, which provides insight into why upper SES and working 

women remain in abusive relationships, is the discovery that the relative drop in the 

standard of living (in addition to the loss of social status and security) is an influential 

factor in the womens' decision process to leave or stay in the abusive relationship. In 

order for abused women to achieve economic independence, Gondolf and Fisher's (1988) 

research found that women need to have an income from a source other than the abuser, 

adequate transportation, and sufficient child-care arrangements. 

To my knowledge, only two studies have challenged this economic dependency 

thesis. The first study, conducted in 1978 by Rounsaville and associates (which is 

surprisingly still cited in current research despite it being over 20 years old) found that in 

a small sample of 3 1 abused women there was no discriminatory economic factor 



between those who left their partner and those who did not. In a more recent study, 

Herbert, Silver, and Ellard (1991) reported that only 48% their self-selected sample of 

13 1 abused women would not leave the abusive relationship if given the resources to do 

so. However, it would be a dangerous assumption to exclude economic dependency as an 

influential variable on the latter two studies until more research has been conducted. 

Ineffective comrnunitv responses. 

Another sociological factor that is often included in the analysis of woman abuse 

is the poor response from the interfacing systems abused women need to access such as 

the police, legal system, counselling, the health-care system and social services (Bower & 

Maurer, 1986; Davis, Hagen & Early, 1994; Hamiltion & Coates, 1993; Hansen & 

Goldenberg, 1993; McDonald, 1989; Ross & Glisson, 199 1). The inadequacy of the 

professional and social systems to meet the needs of abused women can lead to what 

Hamilton and Coates (1993) called in their Canadian study of 270 abused women 

"double victimization" --"first by the abuser and secondly by the agencies themselves 

through such things as lack of recognition, inappropriate advice and intervention" (p. 

3 14). This conclusion is reinforced by Hansen and Harway (1993) who shockingly found 

that 91% of 362 therapists surveyed failed to recognize the danger of the marital discord 

in stories of cases that actually resulted in homicide. Similarly, in their subsequent study 

(Hansen & Harway, 1993) of 400 therapists it was discovered that a substantial number 

of the therapists had difficulty formulating appropriate assessments and interventions 

even after being implicitly informed the case involved husband-to-wife abuse. 

Furthermore, Davis and associates (1994) completed a statewide survey of availability of 



domestic violence services and discovered a number of serious service gaps such as a 

lack of shelters and unstable funding for agencies specializing in domestic violence. In 

Calgary, a shelter for abused women and their children had an occupancy rate of 96% for 

1998 and during that year had to turn away more women seeking help than they accepted 

(SKFSC staff, personal communication, February, 1999). Thus, Sullivan and associates 

(1992) appropriately conclude, "it is not surprising that so many battered women, unable 

to find the help they need ... feel forced to remain with or return to their assailants" (p. 

3 1 1). This conclusion is M e r  verified by Gondolf and Fisher's (1988) research which 

conceptualized battered women as active survivors, who have remained in the abusive 

relationship not because they have assumed a passive role to the violence but because 

their attempts to escape the relationship had failed due to the lack of concrete and 

effective resources available for them to access. This notion of being a survivor will be 

amplified further in the section that debates the learned helplessness phenomenon. 

Even the support women receive from informal support systems such as family 

and friends can be inadequate for women who are being abused by their mates. Mitchell 

and Hodson (1983), Greaves, Heapy and Wylie (1988) and Tutty (1993) found that the 

abused women in their studies were somewhat isolated in terms of social contact and 

support. In the last study, the authors described how, if the womens' support system was 

not familiar with the dynamics of abuse, they would often become frustrated with her 

inaction, thus decreasing the support they would provide for her. Furthermore, Finn 

(1985) found that battered women were less likely than non-abused women to use the 

support of friends and family in times of crisis which could be related to the isolation 



women experience when the abuser strives to keep the family from interacting with 

others to encourage reliance on him and to keep members from accessing help. Clearly, 

this area needs further investigation as McDonald (1993) notes, it is unknown how 

friends are helpll  to the abused person and for how long the help exists. It is important 

to address the element of social support in treatment since empirical evidence verifies 

social support is related to lower levels of PTSD in abused women (Kemp, Green, 

Hovanitz & Rawlings, 1995) and can facilitate self-empowerment (Wilson, Baglioni & 

Downing, 1989). 

Intergenerational comuonent. 

Another factor often included in the sociological analysis of woman abuse but 

which also be found in the psychological literature associated with social learning theory, 

is the intergenerational transmission of violence. It proposes that female children who 

witnessed or experienced abuse in their family-of-origin learn to tolerate and accept 

violence in their adult intimate relationships (Cappell & Heiner, 1990). It is frequently 

cited as the most consistent demographic factor in explaining why women remain in 

abusive relationships (MacEwen & Barling, 1988). Belenky and associates describe the 

process of how children who watched their mothers be silent and compliant towards the 

abuser, learned to be silent towards abuse in their adults years as well (cited in Holiman 

& Schilit, 1991). Essentially, this reasoning follows Bandura's (1973) social learning 

model. 



Until recently, this intergenerational theory both in the sociological, 

psychological, and social learning literature has received support mainly through 

theoretical inferences and the results drawn fkom small andlor uncontrolled sample 

groups. However, examination of current research suggests that this theory (in terms of 

the connection between a woman's family of origin experience and being a victim to 

abuse in adult relationships) is not as conclusive as once thought. Although it is beyond 

the scope of this chapter to thoroughly examine whether this theory is accurate or not, 

some key points will be introduced. 

In terms of support for this theory, Maker and associates (1 998) concluded that 

their sample of female adults who witnessed parental violence (n=45) had more dating 

relationships that were abusive, reported higher rates of depression and other trauma 

symptoms than their non-witness control group (n=85). Moreover, Hotaling and 

Sugarman (1986) initially stated, after an extensive review of over 400 domestic violence 

studies, that the only consistent difference between abused and non-abused women was 

that abused women were more likely to have witnessed violence in their homes as a child 

or adolescent. Their finding was supported by Cappell and Heiner's (1990) multivariate 

analyses of 888 cases of abused women. Additional support for the impact family of 

origin experiences comes from Cascardi and associates (1995) who found abused women 

reported significantly higher rates of childhood emotional abuse compared to a group of 

non-abused women. Furthermore, in their post hoc analysis, Cascardi and associates 

found an association between childhood abuse and major depression for women in 

abusive relationships. This finding relates well to Downs and Miller's (1998) finding that 



low levels of female adult self-esteem, at least in their sample of women (n = 472), was 

related to childhood experiences of father-to-daughter abuse. 

Interestingly and somewhat puzzling is the research that does not lend support to 

the intergenerational theory. For instance, when Hotaling and Sugarman (1 986) re- 

analyzed their 1986 data using a more sophisticated analysis, they discovered their 

previous conclusions were no longer statistically significant. This revised finding aligns 

well with Breton and Bunston (1992) who reported, based on their sample of 84 women, 

that those who "have been abused in their childhood by their fathers do not seek out 

relationships with men who exhibit the same abusive characteristics as their fathers" (p. 

34). Furthermore, O'Leary and Curley's (1 986) empirical study with 72 couples revealed 

that family of origin experiences were not a factor that explained why the women who 

were being abused by their partner stayed in the relationship. Thus, support for the 

intergenerational theory was not found. 

This debate will likely continue for many years and in the meantime it may be 

wise to recognize Bishop and Patterson's (1992) view -- that these sociological 

demographic factors "may contribute to or perpetuate family violence but they are not 

primarily reasons for the violence" (p. 465; emphasis added). This poignant comment 

has received support fiom numerous family violence researchers (e.g., Freedman, 1985; 

Gelles, 1993; Hoff, 1993 and Mulligan, 1991). 

In summary, the sociological theory confidently asserts that the fewer resources 
+ 

and alternatives a woman has in an abusive relationship, the more likely she is to become 

trapped. The research is less clear on whether childhood abusive experiences increase 



womens' tolerance for abuse in their adult relationships, and as a result intriguing 

research possibilities exist to gain further insight into woman abuse. 

Feminism 

A dominant theory in the family violence literature to account for the nature of 

violence towards women is the feminist theory (Gutierrez, 1987). Like the sociological 

stance, feminist theory agrees that violence is a social problem fiom the perspective that 

abuse has its roots in patriarchal social norms (Wiehe, 1998). However, feminism 

focuses much more on the dynamics of abuse such as how intimidation is used to control 

the abused partner. Schecter aptly summarizes the feminist position as it relates to family 

violence: "when a woman is battered, there is a pattern of unfair and unwarranted control 

being exercised over her life. Even as she resists her abuser's efforts, he continues to use 

coercion to dominate her. It is essential to understand this dynamic in order to 

understand why violence against women is so pervasive and powerful" (cited in Yllo, 

1993, p. 56). Specifically, this theory focuses on gender inequality as it relates to the: (i) 

existing patriarchal social systems that assign secondary status to women; (ii) the 

traditional cultural ideology that fosters the belief that women have a responsibility to 

preserve the family unit, regardless of the cost to the woman; and (iii) the use of coercion 

and power to maintain inequality between genders (Pressman, 1989). Essentially, 

violence is seen as a pattern of coercive control and a way to maintain a power 

differential between women and men. Although there are a variety of feminist theories of 

woman abuse, most of them share the three elements aforementioned (DeKeseredy & 



MacLeod, 1997). Thus, these elements will be briefly elaborated upon before moving to 

the next theory to explain woman abuse. 

Patriarchv and gender roles. 

The theoretical perspective of patriarchy examines the subordinate position 

women have in society as well as addresses the power and control males exert over 

females. Wiehe (1998) describes how inequality between men and women is still 

prevalent in today's society by examining the economic and political arenas where 

women often do not receive equal pay and men are often the dominate political leaders. 

The need for men to have power and exert control over females, feminists argue, 

stems fiom the cultural conditioning that that encourage boys to reject perceived feminine 

attributes (e.g., empathic, sensitive) and instead are rewarded to be competitive, decisive, 

dominant (Wiehe, 1988). Furthermore, men are socialized to define themselves by being 

the head of the family and consequently it is expected they will provide for the family as 

well as be obeyed by all members (Cook, 1990; NiCarthy, 1986; Rosen & Bird, 1996). 

Women, on the other hand, are culturally conditioned to adopt traditional feminine 

stereotypes of passivity, docility, submissiveness, dependency, and non-assertiveness 

(Hoff, 1993; Larouche, 1986). Consequently, women may learn to define their concept 

of 'self" based on pleasing others including their partner (Cook, 1990). Therefore, when 

a woman's partner is abusive, feminist theory stipulates that a woman attributes "her 

deficiencies [as] the cause of the abuse and that [her partner] is acting this way only 

because he is trying to help her become a better person" (Forward & Torres, 1986, p. 94). 

This rationalization is further strengthened if she has been socialized to believe that her 



worth as a person is measured by her ability to "catch a man" and to "keep him" - after 

all, a good woman is a married woman (Dunaway, 1988). "Thus, men and women come 

to marriages with certain culturally prescribed notions of what is expected of them, what 

their rights and privileges are, and who is entitled to the emotional goods and financial 

resources of the relationship. These different expectations, feminist theorists speculate, 

set up an imbalance of power that puts a woman at an immediate psychological and 

economic disadvantage" (Bussert, 1986, p.28). 

Hofeller's study (1982) confirms these conclusions by noting that among battered 

women there is often a link between internalization of stereotypes and a tendency 

towards husband-to-wife abuse. Not all abused women adhere to these narrow sex role 

attitudes. However, those that believe their identity comes from being in a relationship, 

are more likely to perceive that they have no choice but to remain in the abusive 

relationship. In addition, some research has suggested that these beliefs may also 

contribute to the learned helplessness phenomenon that will be reviewed in the upcoming 

psychological section on why women remain in abusive relationships. However, several 

empirical studies have suggested abused women do not hold traditional beliefs to the 

extent once thought. For example, Tutty and associates (1993) and McBride (1995) 

measured traditional sex role attitudes of abused women using the same scale. In both 

studies, it appeared that abused women did not hold more traditional attitudes than other 

populations. This conclusion is similar to Bernard and Bernard's (1984) finding that 

abused college females did not differ from non-abused college females in adopting 



traditional attitudes. ln summary, it appears gender-role orientation may not be such a 

powerfbl factor (at least when examined empirically) as previously thought. 

Coercive control and Dower. 

Unlike the inconclusive findings with respect to gender-role orientation, feminist 

analysis of coercive control and power in family violence has received empirical and 

interdisciplinary support (Yllo, 1993). Inherent in feminist thought is the view that abuse 

is a male's attempt to maintain dominance within his patriarchal marriage (Russell, 

1988). To conceptualize the control tactics often utilized by abusers, Pence and Payman 

(cited in Webb, 1992) from the well-known Minnesota project developed a model titled 

"Power and Control Wheel". Their definition of wife abuse (see Appendix B) is a 

valuable, concise framework for seeing the interconnections between violence and other 

forms of coercive control (Yllo, 1993). 

This issue of power and control was recently demonstrated in a study by Cascardi 

and associates (1995) who found that abusive men engaged in more behaviors to 

dominate or control their partners than did community or conflict-only control groups of 

men. This issue is also very evident in the descriptive phenomenological analysis by 

Eisikovits (1996). Furthermore, consider the alarming discovery made by Yllo and 

Straus (1990): The frequency of husband-to-wife abuse in the USA States with the most 

male-dominated norms were twice as high than states who held more egalitarian norms. 

The authors concluded, "wife beating is most common where there is an inconsistency 

between womens' status in economic, educational, political, and legal institutions and 

social norms that hold that their status within marriage should be subordinate" (p. 397). 



Associated with the use of coercive control and power is the generation of fear in 

the abused woman. Many studies, using a variety of comparison groups, have 

documented womens' perceived fear of the abuser or fear of what he will do in retaliation 

if the relationship ends (e.g., Cascardi et al., 1995; Schutte, Malouff & Doyle, 1988). 

This fear is a very realistic concern as evidence suggests that in many cases the man's 

violence escalates, sometimes to murder, in response to a separation or upon recognizing 

or being told by his partner that he was no longer loved or trusted by her (Hart, 1993). 

As a result of living in a high state of arousal (i.e., fear), it is not surprising that many 

abused women suffer fkom a number of complaints such as depression, low self-esteem, 

and numerous somatic complaints (e.g., Jaffe, Wolfe, Wilson, & Zak 1986). 

In summary, the feminist analysis provides an important social context to help 

understand the origin of abuse and the difficulties abused women face. Although the 

research concerning the adoption of stereotypical gender beliefs is contradictory, it is 

widely accepted that the instilled fear created by the abuser's use of coercion and abuse, 

is a major factor associated with why some remain in abusive relationships. Feminists 

also put forth the necessity to research and promote ways that empower women and 

ensure women will no longer be victims of abuse (Harway, 1993) such as offering group 

counselling programs for abused women. 

Psvcholonical 

Stemming from the clinical psychology and psychiatric literature are theories that 

subscribe to the notion that an individuals' personality (developed early in life) can 

predispose one to be violent or submit to violence (Harway, 1993). Masochism, a label 



introduced earlier, is an example although it is now largely perceived as a myth evolved 

fiom this fiarnework (Kuhl, 1984; Walker, 1979). For instance, Hotaling and Sugarman 

(1986) found no empirical support that abused women have personality traits such as 

masochism. Today the emphasis, fiom the perspective of abused women, tends to center 

more on the short and long term repercussions of being abused (e.g., Post Traumatic 

Stress Disorder). It also focuses on understanding various psychological dynamics that 

exist in the abusive relationship such as learned helplessness, trauma bonding and 

psychological coping behaviors, all of which will be examined after briefly introducing 

how this theory explains man-to-woman abuse. 

Focusing on the male batterer, this theory directs its attention toward the 

underlying personality traits and psychological disorders that perpetuate the continuation 

of male aggression (Gutierrez, 1987). For example, Dutton (1995), a psychological 

theorist and psychologist, highlighted findings fiom his extensive research which 

suggests that the experience of being shamed by one's father, an insecure attachment to 

one's mother, and witnessing or experiencing childhood abuse are family of origin 

variables which contribute to the formation of an abusive personality. Additional 

predictors of wife abuse include past use of aggression, psychological abuse towards a 

partner, and the general acceptance of physical aggression against one's intimate partner 

(O'Leary, 1993). At this point, it is worthwhile to highlight Gelles' (1993) caution of 

adopting strong stereotypes offered by the psychological literature of the typical male 

abuser for fear that abused women may fail to define the battering experience as abuse 

because their partner does not fit the profile of the typical male abuser. However, in the 



context of this dissertation, it is appropriate to focus more attention on the psychological 

principles fiom the perspective of those who are abused. As previously indicated, this 

section will review three prominent psychological concepts as it relates to understanding 

woman abuse. 

Learned hel~lessness. 

As social psychology research has repeatedly demonstrated, if people believe they 

do not have control of a situation, they will give up trying to change it. Walker (1977; 

1979; 1985) reformulated Abrarnson, Seligrnan and Teasdale's (1978) work on learned 

helplessness of women in physically abusive relationships. This theory is often used to 

explain why abused women stay in such relationships (Strube, 1988) and has generally 

received the most attention in the literature since it also contributes to the discussion of 

the effects of being abused. 

The process of victimization, as described by Walker (1979), is based on 

intermittent reinforcement (e.g., battering episodes) and is characterized by three 

important components: 

Repeated batterings [which are often unpredictable] diminish the woman's 

motivation to respond. She becomes passive. 

The womens' cognitive ability to perceive success is changed. She learns to 

believe that nothing one does will permit escape or protection fkom the 

violence. 

The sense of helplessness becomes generalized to day-to-day functioning. 



As a result of the abuse, the woman may feel a lack of personal power and ability, 

including a greatly diminished sense of motivation, to resist the abuse. This feeling of 

helplessness can be further strengthened by isolation (Walker, 1979;1985). Isolation 

either can be self-imposed due to a woman's sense of shame and humiliation, or imposed 

by their abusive mates due to excessive needs of control and feelings of jealousy 

(Bowker, 1993; Walker, 1993; Wetzel & Ross, 1983). As a result, the isolation 

combined with abuse dynamics, can have damaging effects on a woman's level of self- 

esteem because the victim receives little or no positive feedback on her personal qualities 

(Larouche,l986). In a sense, isolation can systematically wear away a wornens' sense of 

self and perspective on the situation. Walker (1993) continues to explain that once the 

woman is operating from this belief of helplessness, her perception of reality and her 

behavior changes towards feeling and acting "helpless". The danger of this reaction is 

that the helplessness can become generalized from the uncontrollable situations (i.e., 

abuse) to those in which one's responses could influence the outcomes (e.g., being 

assertive to resolve a non-violent conflict). It is important to note Walker's (1991) 

clarification that "learned helplessness does not mean that the woman is helpless, but 

rather, that she tends to only use behavior that has a high degree of predictability because 

she has lost the ability to predict the successful outcome of" (p. 24) other behaviors. Inb 

other words, Geller (1992) suggests that abused women choose behaviors that are likely 

to result in familiar outcomes rather than actions that result in unknown outcomes. 



The learned helplessness theory has received support fiom a number of studies 

which have examined the three main deficits characterizing this model: motivational 

(apathy); cognitive (difficulties in problem solving); and affective (depression). For 

example, Gelles and Harrop's (1989) random survey of over 3000 women found that 

abused women experienced more psychological distress such as depression and somatic 

complaints than did non-abused women. In a unique study, Schutte, Malouff and Doyle 

(1988) analyzed the type and fiequency of persuasive messages women received fiom 

their abusive mates in order to gain further insight into how the abusive relationship can 

create a sense of powerlessness and helplessness in the abused woman's level of 

functioning. Many of the abuser's messages either were laced with guilt-inducing 

statements (e.g., mentioning family obligations and responsibilities), or threats to harm 

someone or to keep the children from them. The authors concluded that these messages, 

delivered at a high frequency rate, can easily cast serious doubt on the woman's 

perception that she is capable of meeting her needs. 

In terms of the abuse diminishing a woman's cognitive abilities, such as problem 

solving, only a few controlled studies were found that specifically examined this 

characteristic. Claerhout, Elder and Janes (1982) reported that their sample of 14 abused 

women was less likely to generate effective alternatives to problems and instead was 

more likely to produce avoidant and dependent ineffective alternatives than the non- 

abused women in response to simulation exercises. These conclusions were similar to 

Finn's (1985) analysis of 54 abused women's coping skills as it was discovered these 

women use inadequate and passive coping strategies compared to a female norm group 



(n=2582), thereby lending support to the learned helplessness theory. Likewise, Launius 

and Jensen's research (1987) confirmed the aforementioned studies and added that 

battered women generated fewer options in total and had difficulty selecting effective 

responses. Thus, the authors of both studies concluded that the result of being in an 

abusive relationship could lead to the development of a cognitive perception that one is 

powerless to generate solutions to make changes to one's life. 

Interestingly, Campbell's (1989) work does not seem to support the learned 

helplessness notion as she found no significant differences between two groups of 

women, one of which were abused, in their perceived ability to care for oneself (on the 

measure Campbell used to assess degree of learned helplessness). An important finding 

in this study is that the abused women in this sample felt they had thought of or tried 

more solutions to their relationship difficulties. Unfortunately, there is no report if they 

did in fact implement these solutions. Campbell's (1989) results need to be interpreted 

rather cautiously given the selection of dependent measures to assess learned helplessness 

was weak and the problem solving behavior was not directly measured. 

The theory of learned helplessness has been modified by some researchers in 

order to account for the fact that not all women become helpless and stay in the abusive 

situation (Strube, 1988). For example, Blackman (1989) describes learned helplessness 

as not resulting immediately fiom the abuse but as a reaction over time to a battered 

womens' realization that her partner's violent behavior cannot be controlled. Blackman 

(1989) recommends fiom his survey of victims of domestic violence that the abused 

women's reactions need to be viewed as survival strategies to cope with "the reality of 



living with people who both love them and hate them" (p. 173). Along the same lines as 

Blackrnan, others have contended that abused women are actually survivors and do not 

perceive themselves as helpless to alter the abusive situation. For example, Bowker's 

(1993) research with 1000 battered women showed that most of the women were very 

active in resisting their victimization. In short, they worked very hard to avoid being 

abused. For example, in the author's study, 71% of the women tried to talk the men out 

of abusing them, 87% tried to avoid the abuser when he was angry, 65% ranlhid and 67% 

returned the physical abuse. Walker (1993) has severely criticized Bowker's theory by 

referring to his work as c'pull-yourself-up-by-your-own-bootstrapsyy approach and his lack 

of acknowledgment of the numerous scientific reports that have documented the 

psychological distress many abused women experience. In short, Walker (1993) 

expresses her concern that his theory suggests women "should take the responsibility to 

save themselves and still stay sweet, nonangry, and loving toward men" (p. 149). 

This debate is rather intriguing and it is wondered if Bowker (1993) is focusing 

his attention on the abused women who are statistically the outliers to the expected 

reactions to abuse. That is, they do not develop, for example, PTSD or experience 

helplessness. This information might provide valuable insight into behaviors that 

empower abused women. Meanwhile, credence needs to be paid to Walker's (1993) 

concern that Bowker's notion of responsibility could easily be misinterpreted as 

attributing the responsibility to the women to control or stop the abuse and that by 

removing the clinical and scholarly attention away fiom the consequences of abuse, this 



important social issue might not be able to sustain itself as an important area of research 

and of clinical intervention priority. 

Traumatic bonding. 

A social psychological view that adds insight into the strong emotional bond that 

can form between the abused women and the abuser, is a condition that Dutton and 

Painter (1 98 1 ; 1993) have empirically examined and labeled traumatic bonding. 

Essentially, the two main characteristics of this type of bonding are a power imbalance 

and the intermittent nature of the abuse (Dutton & Painter, 1993). In short, it is the 

repetitive mixture of not knowing when she is going to be abused and when she is going 

to get his love that appears to bond the woman to her abuser. As well, the intermittency 

of the abuse can easily create the assumption that the victim has the power to prevent the 

abuse (Walker, 1985; 1991). Furthermore, Wetzel and Ross (1983) theorized an 

additional five factors which can aid in the development of this traumatic bond: isolation; 

fear; societal and religious expectations to maintain the family unit; and mutual 

dependency. 

The traumatic bonding concept is similar to the premise underlying the Stockholm 

syndrome and relates well to Geller's (1992) and Follingstad and associates' (1988) 

review of Symonds' theoretical paper on how battered women and military prisoners 

suffer similar distortions of reality by being kept  hostage^' in a highly fear producing 

environment. Synmond writes, "the reaction of fear is so profound and overwhelming 

that the victim feels hopeless about getting away .... all hope of survival is dependent on 

appeasing the criminal (cited in Follingstad, Neckerrnan & Vormbrock, 1988, p. 377). 



The noted existence of intermittent reinforcement is similar to the underpinnings 

of the development of learned helplessness and Walker's (1985) cycle of violence, which 

was derived from analyzing over 1600 acute cases of battering. Due to space restrictions, 

please refer to Appendix A for Walker's formation of the cycle of violence which 

incidentally has received wide acceptance by practitioners but interestingly, has not been 

actively investigated by the academic community. 

Co~inn behaviors. 

A body of psychological research that has been largely ignored in the family 

violence literature until very recently but appears to have potential to offer insight into 

the relationship because it focuses on womens' cognitive coping skills that may be used 

to justify andor manage the effects of living in the abusive environment. It is unclear 

why this area has been empirically neglected and, as a result, most of the models remain 

theoretically and clinically driven. As with most coping methods, they may initially 

prove to be useful in managing the crisis but eventually the coping response may limit 

one's ability to act. The following models of coping behaviors will be briefly introduced: 

(i) costhenefit analysis; (ii) psychological entrapment; and (iii) establishing meaning. 

Basically, in the costhenefit analysis model the abused woman decides if the total 

benefits of the relationship outweigh the total costs (Pfouts, 1978). This is similar to 

Greaves, Heapy and Wylie's (1988) conclusion from their extensive research evaluating 

an advocacy program for abused women, namely that a "battered woman may well 

remain in a violent relationship as long as she can sustain the hope that things will 

change; the cost of leaving to herself, and very often, to her children, is clearly 



outweighed by the desirability of wanting to make things work" (p. 48). To my 

knowledge, no family violence research has directly tested this model. 

In the psychological entrapment model, largely conceptualized by Strube (1988), 

it is believed that people often feel compelled to justify the investment they have made to 

obtain a goal. Strube (1988) describes the necessary conditions for entrapment by 

incorporating social psychological research. These conditions seem to align well with the 

development and maintenance of the abusive relationship (e.g., isolation and 

intermittence of the abuse). As well, he discusses how a commitment to a course of 

action (e.g., woman's desire to have a successful relationship) can eventually result in 

"tunnel vision" to possible choices. Some of the underpinnings of Lempert's (1996) 

qualitative investigation of 32 abused women's behavioral and psychological strategies 

used to cope with the unending abuse fit within this model; for example, use of 

rationalization, minimization and self-blame. Strube's (1988) model not only seems 

similar to the cost~benefit model but also to the learned helplessness theory. It would be 

interesting to discover what variables contribute to some women leaving the relationship 

and others becoming helpless when they realize their investment in the relationship will 

never pay off. First, though, is the need to empirically verify Strube's model. 

A study that seemed to build upon Strube's (1988) theoretical position, yet did not 

make any reference to Strube, was the work of Landenburger (1989) who used 

triangulation methodology to examine the process of entrapment. She developed a four- 

phase process: binding; enduring; disengaging; and recovering. Of relevance, 

Landenburger (1989) noted that the experiences of the 30 women she interviewed 



resembled Walker's (1985) cycle of violence and closed with a statement that is sure to 

receive support by family violence researchers; "the phenomenon of abuse is extremely 

complex. What happens to a woman is not linear and is full of contradictions. A 

woman's responses to abuse, the feelings toward her partner, and her feelings about self 

are never constant" (p. 223). Perhaps, this conclusion will help normalize and justify the 

frustration researchers and clinicians experience when uncovering the multitude of 

reasons that restrain women from leaving their abusive mates. 

The third and last coping method to be briefly introduced is drawn fkom the work 

of Frank1 as described by Follingstad, Neckerman and Vormbrock (1988) who examined 

how abused women establish meaning and understanding of the occurrence of abuse in 

their relationships. This process of "neutralizationy' may allow the women to view the 

abuse as normal, acceptable or even justified (Ferraro & Johnson, 1983). For example, 

the authors spent a year as participant observers in a shelter for abused women and as a 

result of this experience were able to compile a typology of rationalizations abused 

women use to remain in the abusive relationships. For instance two of the six 

rationalizations are (i) the appeal to the salvation ethic, which is essentially the desire to 

help the abuser return to his "normal" self; and (ii) the denial of injury, in which the 

woman refises to acknowledge she has been hurt by her abusive mate. In a more recent 

study, it was found that women who remained in abusive relationships tended to use a 

number of cognitive strategies that help them appraise their physically abusive 

relationship in a positive light (Herbert, Silver & Ellard, 199 1). Interestingly, it was also 

discovered that these cognitive maneuvers were not as effective when the relationship 



was largely characterized by fiequent verbal abuse. The authors explain this exception 

by stating that emotional abuse may have a larger psychological impact than physical 

abuse. This study supports the point of view that emotional and physical abuse need to 

be distinguished in the analysis of the data as opposed to collapsing the two forms of 

abuse into one variable. 

In summary, the psychological perspective tends to focus on individual reactions 

and consequences of abuse. This review provided insight into the well-known learned 

helplessness theory as well as various psychological concepts such as traumatic bonding 

and various psychological coping strategies that women who are abused may employ. 

The section following the conclusion will examine in detail the specific psychological 

effects of being abused by one's intimate partner as it is these effects which treatment 

often aims to heal. 

Etiology - of Abuse: Surnrnarv and Conclusion 

Some of the most widely used and cited theories on abused women have been 

reviewed to create a context for this dissertation. One area sociological theory focuses on 

when examining woman abuse, is the social structure and how it affects people and their 

behavior. For example, economic dependency, a lack of an adequate community 

response and the intergenerational component that teaches family members violence can 

be used to solve problems. The feminism theory examined the interplay between the 

norms within our patriarchal society and the use of power to maintain control over 

women. The psychological theory tended to focus more on individual behaviors that 



contribute to woman abuse and to the dynamics of abuse such as traumatic bonding, 

learned helplessness and the use of various coping mechanisms to survive the abuse. 

It seems no single explanation is sufficient to explain woman abuse despite 

statements fiom various theoretical camps that emphasize their view. For example, 

Gelles and Loseke (1993) claim the sociological theory is one of the broadest and most 

inclusive theory since it examines the social environment whereas DeKeseredy and 

MacLeod (1997) cite Lewis Okun's "assertion that feminism is the most important 

theoretical approach to conjugal violence/woman abuse" (p. 42). Then there are those 

like Strube (1988) who assert these theories are "too general and attempt to be too 

encompassing, to be of empirical or practical utility" (p. 240). However, most agree that 

since each theory has its own strengths, could an encompassing theory be developed to 

explain woman abuse? I tend to side with Gelles and Loseke (1993) on this matter who 

suggest "multiple perspectives are sensible given the complexity of the subject matter, 

yet conceptual frameworks cannot simply be merged into one grand theory of violence, 

because there are sharp disagreements about the proper focus. In brief, these perspectives 

cannot simply be merged into one encompassing theory of family violence" (p.4). 

Furthermore, I agree with Tutty, Bidgood and Rothery (1993) who concluded that it may 

no longer be of value to study the theoretical notions associated with the predictors of 

victimization. Rather, academic investigations need to be directed to programs that can 

assist women in re-establishing power and control over their lives, which is what this 

dissertation will empirically investigate: Group programs for women who are abused. 



Psychological Effects of Being Abused 

This section will examine some common psychological effects of being abused by 

opening with an overall statement on this issue followed by a more detailed discussion on 

three specific areas: (i) self-esteem; (ii) depression; and (iiij post-traumatic stress. As 

previously noted, these three categories were the dependent variables analyzed in this 

dissertation. 

The family violence literature has documented, through the use of standardized 

measures, interviews, comparison groups and clinical observations, the extent to which 

abused women are plagued by low self-esteem, depression and stress-related physical 

symptoms (e.g., Dutton & Painter, 1993; Frisch & MacKenzie, 1991; Russell, Lipov, 

Phillips & White, 1989; Schlee, et al., 1998; Tuel & Russell, 1998; Waites, 1993). For 

instance, Gelles and Harrop's (1989) results of a random sampling of over 3,000 women 

found "significant psychological distress, as measured by depression, stress and somatic 

complaints, is associated with being in an abusive relationship and that the distress 

increases with the severity of the violence ...... even after controlling for marital conflict, 

total family income, and health and age of the women" (p.63). In addition, Kemp and 

associates (1995) reported that the effects of being abused by one's mate are comparable 

to the devastating impact of rape and incest. To further enhance this section, the 

descriptive words from Hilberman's and Muson's (1977-78) classic study are presented, 

in the relation to these authors' impressions of the 60 battered women they interviewed: 



The women appeared "drained, fatigued, and numb, often without the 

energy to do more than minimal household chores and childcare. They 

had a pervasive sense of hopelessness and despair about themselves and 

their lives. They saw themselves as incompetent, unworthy, and 

unlovable and were ridden with guilt and shame. They thought they 

deserved the abuse, had no vision that there was any other way to live, and 

were powerless to make changes" (p. 465). 

It is understandable that these responses could be associated with a lowered self- 

esteem, depression, and symptoms associated with post traumatic stress. Each of which 

will be introduced in more depth. 

Self-Esteem 

"All victims of violence suffer a loss of self-esteem" (Larouche, 1986, p. 68). 

This statement (made in a manual for feminist counsellors working with battered women) 

is supported by numerous studies which repeatedly noted impaired self-esteem in women 

as a result of being in an abusive relationship (Aguilar & Nightingale, 1994; Cox & 

Stoltenberg, 199 1; Douglas & Strom, 1988; Dutton & Painter, 1993; Hilberman, 1980; 

Pressman, 1989; Shaw, Bouris, & Pye, 1996; Trimpey, 1989; Tuel & Russell, 1998; 

Tutty, Bidgood & Rothery, 1993; Walker, 1981). Prior to introducing the prevalence of 

low self-esteem, a brief introduction to this topic is made followed by an examination of 

how self-esteem likely decreases as a result of being abused by one's spouse. 



Self-esteem, according to Sniderman's (1983) review on this concept, can be 

defined generally as, "the evaluative component of the self-concept and specifically as 

the feeling a person has that helshe is a person of worth. Healthy self-esteem is derived 

from important relationships and positive experiences of mastery" (p. 577). Similarly, 

Sniderman (1983) also quotes from the work of White who suggests self-esteem is 

"fundamentally a feeling of self-respect based on the ability to influence and interact 

effectively with the environmentyy (p. 578). Thus, when one considers the impact an 

abusive relationship can have on a woman's level of functioning and her perceived ability 

to cope, it is not surprising she suffers a loss of self-esteem. 

To elaborate, consider the impact when the woman questions what she did to 

cause the abuse rather than hold the abuser responsible for his behavior. This process of 

essentially believing herself to be a failure, as described by Geller (1992), can lend itself 

to the woman construing her partner's accusations and distortions of her inability to 

prevent the abuse (e.g., she failed to keep the baby quiet) as the sole reality. This 

internalization of self-blame can lower the woman's perception of herself to the point that 

it diminishes her sense of self-worth (Trimpey, 1989). These negative beliefs "about self 

become expressed in a belief that she is helpless, inadequate [and] incompetent" 

(Douglas & Strom, 1988, p. 37). 

The erosion of a woman's self-esteem can be further fueled when she is isolated 

from people who can challenge her adoption of her partner's reality of the abusive 

situation. It is often the intent of abusers to isolate their partners fiom various support 

systems in order to demonstrate control as well as to have the constant reassurance that 



his partner will be present to meet his needs (Dutton, 1995). This practice of isolating a 

woman can have damaging effects on her level of self-esteem (Trimpey, 1989). As 

Larouche (1986) explains, "because she is isolated, the victim receives little or no 

positive feedback on her personal qualities. Without this incentive, it becomes harder for 

her to confiont feelings of inadequacy. As time goes by, she grows increasingly 

convinced that she is the only one in such a situation and, eventually, she believes that 

her personality is the cause of the problem and the reason she is given beatings" 

(Larouche, 1986, p. 58). In a sense, isolation systematically wears away a woman's 

sense of self and perspective on the situation. Therefore, participation in group 

counselling is one way an abused woman can break the isolation and receive feedback on 

the multi-perspectives of her situation, including the negative, self-blaming perceptions 

she has of herself. 

Despite the identified need to raise abused women's self-esteem, it is very 

surprising that no articles have been found which specifically addressed this as an area of 

intervention, although many articles mention the need for self-esteem training and others 

provide recommendations on the process for self-esteem enhancement (e.g., Hartman, 

1983; Ibrahim & Herr, 1987; Trimpey, 1989). With this said, there were a number of 

empirically based studies which used self-esteem as an outcome measure (e.g., 

Mancoske, Standifer & Cauley, 1994) or had self-esteem as part of a number of treatment 

goals (Cox & Stoltenberg, 1991; Paquet-Deehy & Robin, 199 1; Tutty, Bidgood & 

Rothery, 1993). 



However, it is of concern that there is little consistency of measures to evaluate 

the level of self-esteem in battered women. The following two paragraphs provide a 

summary of the outcome research as it pertains to self-esteem in abused women. 

Trimpey (1989) only addressed the extent to which the members in her support 

group reported low levels of self-esteem. In her sample of 36 abused women, 76.3% 

scored in the classifications of low and very low self-esteem as measured by the Culture- 

Free Self-Esteem Inventory '(Battle, 1981). In other studies, Tutty, Bidgood, and Rothery 

(1993) and Cox and Stoltenberg (1991) found improvements in post-test self-esteem 

scores after subject's participation in support groups for abused women. The latter 

researchers used the Rosenberg Scale (Rosenberg, 1967) and did not report how the 

women's scores compared to the normal range scores. Tutty and associates selected the 

Coopersmith Self-Esteem Inventory (Coopersmith, 1987) and indicated that both pre and 

post self-esteem scores for a sample of 34 women fell below the norms for the adult 

female population. However, at a six month follow-up the women's self-esteem scores 

(n=32) improved to within the normal range. In sum, it appears of the studies which used 

standardized self-esteem scales, abused women's scores are not generally representative 

of the norm sample derived from the measure; their scores are lower indicating less self- 

esteem than the normal population. 

Clinically relevant is the work by Aguilar and Nightingale (1994) whose analysis 

revealed no differences in the self-esteem of those who were abused in the past year, 

regardless if they were living with or separated from their abusive partner (self-esteem 

measure: Barksdale Self-Esteem Evaluation). Although this study did discover 



significant self-esteem differences between women abused over a year ago versus women 

abused within the past year but not living with their mate, the t values were relatively 

weak (i.e., t = 3.28). Overall, this evidence seems to suggest that the effects of abuse can 

transfer with the woman when she leaves an abusive relationship which is also in line 

with an upcoming report that found women continue to suffer post traumatic stress well 

after they leave the abusive relationship. Before discussing post traumatic stress a report 

on the rates of depression found in abused women will be presented. 

De~ression 

It is likely that one of the most common psychological effects of being abused by 

one's spouse, aside from diminished self-esteem, is depression (Tuel & Russell, 1998). 

In fact, Campbell and associates (1997) state it is the primary mental health response of 

battered women. Depression signifies a pattern of feelings of hopelessness and 

worthlessness; many somatic complaints; a loss of interest or pleasure in activities that 

were once enjoyed; as well as an altered belief system that encompasses negative 

thoughts about oneself, one's world and one's future (Reinecke, 1994; Winstead-Fry, 

1987). 

Given the information presented to this point on abuse dynamics, it is not 

suprising that abused women are at risk for depression, or at least have elevated 

depressive syrnptornatology (Cascardi, et al., 1995). Consider, for example, how the 

following three forms of behavior which are known to contribute to depression in the 

normal population, can be part of the abused woman's experience, as highlighted by Sato 

and associates (1991): (i) the occurrence of punishment (e.g., the woman attempts to 



leave the relationship and the abuse increases); (ii) decrease in positive emotional events 

and reinforcements (e.g., lack of contact with friends); and (iii) reinforcement for 

depressed behavior (e.g., receives less abuse when she is passive rather than assertive). 

Furthermore, Arias and associates (1997) discussed how low outcome expectancies (e.g., 

he will not change) and low self-efficacy expectancies (e.g., I will never make it on my 

own) can also increase one's vulnerability to depression. 

To assess the degree of depression in abused women, the Beck Depression 

Inventory (BDI) (Beck et al., 1961) is a measure that has been fiequently employed by 

researchers. For example, Tuel and Russell (1998) found that the majority of their 

sample of women abused by male partners were classified in the moderate depression 

category of the BDI. Another recent study using the BDI found 39% of the sample of 

abused women scored in the moderate to severely depressed categories (Campbell, et al., 

1997). These authors note that these women would meet the criteria of the DSM IV for 

major depression which includes depressed mood most of the day, markedly diminished 

interest or pleasure, recurrent thoughts of death and loss of energy nearly every day. 

In terms of the estimated overall rates of depression for women who are 

victimized by their spouse, Gleason (1993) reported a high prevalence (81%) of major 

depression in her sample of battered women (n=62) compared to a large national 

epidemiological study. Gleason also highlighted the fact that for this group of battered 

women, rates of depression were significantly higher than the national sample over the 

six month and one month period of time. Additionally, Tuel and Russell (1 998) noted 

studies have documented that up to 77% of abused women reported symptoms commonly 



associated with depression. Finally, Cascardi and associates' (1995) previous research 

has confirmed the clinical assumption that as the severity of violence increases, the adult 

victim's symptomatology related to depression increases. Thus, given the prevalence of 

depression in abused women, it would be highly appropriate to assess for depression and 

offer interventions, such as cognitive behavioral therapy, that work towards reversing 

expectations of worthiness and powerlessness (Burnside, 1990). This approach was, in 

fact, used for the groups under review for this dissertation. 

Post-Traumatic Stress Disorder 

The cumulative and often devastating reactions one experiences as a result of 

being abused by one's spouse can often fit within the post traumatic stress disorder 

(PTSD) framework that is described in the internationally recognized diagnostic manual 

(American Psychiatric Association, 1994). This use of this classification has many 

advantages; first, the ability to conduct standardized research and second, moving the 

emphasis away fiom victim psychopathology to a focus on the psychosocial stresses as a 

result of being abused (Browne, 1993; Walker, 1991; Woods & Campbell, 1993). 

However, an inherent risk when relying on the DSM classification system is focusing on 

the maladaptive behaviors rather than on the cause of the symptoms (i.e., the abuser), 

andlor focusing more on the assessment process rather than helping the person heal fiom 

the trauma. Specifically related to family violence is the appropriate caution from Woods 

and Campbell (1993) who assert that many of abused womens' signs and symptoms may 

be normative and protective for the situation. So, although the DSM classification can be 

usefbl as a tool for communication and research/statistical purposes, it does risk focusing 



on individual dysfunction rather than viewing the symptoms within a larger context. 

Thus, it is important to stress that this review of PTSD regards the symptoms due to an 

external cause, not due to an inner dysfbnction of the victim. 

In brief, the classification framework of PTSD evolves around three predominant 

themes as documented by Dutton (1992): (i) intrusion; (ii) avoidance; and (iii) arousal. 

One of the hallmarks associated with PTSD is when the victim (i.e., abused woman) re- 

experiences the trauma through re-occurring intrusive images, thoughts, feelings or 

nightmares (Waites, 1993). Herman (1992) describes intrusion as reliving the abuse as 

though it were continually reoccurring in the present. 

The second theme within PTSD is avoidance which refers to the activities on a 

behavioral, cognitive, physiological, and affective level that the abused engages in to 

minimize, deny, block, or avoid facing andlor processing the traumatic experiences 

(Herman, 1992). This includes a self-imposed restriction of a wide range of feelings such 

as anger, fear and even feelings of happiness (Walker, 1994). 

Third is the final cluster of symptoms in PTSD that refer to the impact of the 

autonomic nervous system being overstimulated and seemingly always on alert for cues 

of fkrther danger (Walker, 1994). This constant state of tension can produce many 

anxiety-related responses such as hyperalertness, difficulty sleeping, or concentration, 

and a pronounced startle response. 

Overall, research studies have documented moderate to high rates of diagnosis of 

PTSD in their sample of abused women. For example, in Schlee and associates' (1998) 

study, 47% of the abused women seeking co-joint therapy with their husbands met the 



criteria for PTSD. A study that reported the highest rate of PTSD to date is by Kemp, 

Green, Hovanitz, Rawlings (1995) . In their sample of 179 abused women, 81% were 

diagnosed with PTSD. Interestingly, the authors also discovered that 85% of the women 

who had left the relationship for over a year still were experiencing PTSD, as did 62% of 

the women who indicated they were only subjected to emotional (not physical) abuse by 

their partners. 

This high susceptibility to PTSD, whether living with or separated fiom the 

abusive spouse seems to clearly indicate that post traumatic stress should be incorporated 

into assessment and interventions for abused women, as recommended by Schlee and 

associates (1998). Some common instruments used with abused women to document the 

prevalence of PTSD include Trauma Symptom Inventory (as in Briere et al., 1995) and 

the PTSD symptom checklist (used in Dutton et al., 1994). There is also the Impact of 

Events Scale (IES) which is the most widely used self-report scale for post trauma-related 

symptoms even though it does not strictly follow the DSM criteria of PTSD but does 

measure two of the three core aspects of PTSD: intrusion and avoidance (Shalev, 2000). 

This scale has been used in the family violence literature (e.g., Astin et al., 1993; Tutty & 

Rothery, 1997). However, there seems to be no wide acceptance of an assessment 

measure for determining posttraumatic syrnptomatology in abused women. 

Interestingly, to this writer's knowledge, Schlee and associates (1998) are the 

only researchers to date who have published a study that included an assessment of PTSD 

as part of an abused women's group treatment study. However, the study focused more 

on whether women with PTSD are appropriate participants in group treatment, not on the 



actual PTSD scores. Thus, it is difficult to ascertain the degree of change in PTSD 

because it is not reported. However, it appears gains were made as women with PTSD at 

the start of the program had higher depression scores and lower marital satisfaction 

scores than women without PTSD, but at the conclusion of the group the PTSD women 

obtained positive treatment gains similar to those women without PTSD (i.e., decreased 

depressive symptomatology and an increase in marital satisfaction). It is also unclear 

whether the type of treatment offered (i.e., conjoint group therapy or gender specific 

therapy) had any impact on the PTSD symptom severity since this data is not provided. 

So, although this study did integrate an assessment of post traumatic symptomatology, 

their focus was not directed on treatment outcome per se. Therefore, this dissertation will 

specifically examine how women's post traumatic stress self-report scores change upon 

completion of a group for abused women. 

Summary and Conclusion 

Unlike a few decades ago, the family violence literature now recognizes the 

serious impact spousal abuse has on abused women. In fact, the complex and often 

enduring effects of marital abuse are classified in a worldwide reference book, DSM-IV, 

as post-traumatic stress disorder. This diagnosis is viewed as a reaction to the experience 

of being abused by an intimate partner, not a cause of the abuse. Furthermore, others 

regard the abused woman's symptoms as having a vital role in enabling her to survive the 

abuse. In fact, some research has labeled battered women as "survivors", not "victims", 



of abuse (Brown & Dickey, 1992; Gondolf & Fisher, 1988; Potgieter, 1988; Tutty, 1993; 

Walker, 1985). As Brown and Dickey highlight (1992), "being a swivor implies 

strength and resilience in learning to cope" (p. 58). In conjunction with this view, the 

research published in the 1980's and 1990's consistently points out that the battered 

woman is not responsible for the act of abuse directed towards her. 

Women, who experience abuse in an intimate relationship, can assume a reaction 

pattern that resembles learned helplessness and may report that the abuse episodes 

follow somewhat of a predictable cycle, which is highly resistant to change. These 

patterns of violence are typically coupled with internal attributions for causing the abuse 

all of which contribute to a downward slide of self-esteem. The abused woman comes 

to believe she has no control or influence over her stressful environment. She may 

develop a passive communication style, become isolated fkom her support systems, 

experience depression, and feel that she has failed as a woman because she has not been 

able to keep her marriagelpartnership harmonious. Her lack of self-esteem and 

diminished sense of personal efficacy is fiuther compounded if she has internalized 

traditional feminine roles that lead her to believe that she is expected to behave in a 

submissive, passive manner rather than be assertive, and to preserve the traditional 

family unit at all costs. 

It is important to stress that what has been described so far in terms of the signs 

and symptoms an abused woman may display (e.g., low self-esteem, sense of 

powerlessness, passivity, depression) is the result of the abusive experience, not the 

cause of being abused (Gelles & Harrop, 1989; Russell et al., 1989). It is also worthy to 



note that it would be extremely difficult to develop a profile of a woman who is likely to 

become abused because all women risk being assaulted by an intimate partner 

(MacKenzie, 1985) and the fact that women live in a culture that prescribes power and 

privilege in a hierarchical manner. This inability to develop a profile is supported by 

Margolin and Burman (1993). However, what has been accomplished in the field is 

documenting the complex and devastating effects abuse directed to women by their 

partners can have on their lives. Therefore, the need to offer counselling services to 

abused women is valid and appropriate. The next chapter will review the research 

available in the family violence literature as it pertains to therapeutic interventions with 

abused women. 

By way of introducing the next chapter, group counselling, although not viewed 

as a necessity, can assist women to feel empowered so they can act on their behalf by 

"becoming more actively self-determining, accepting, and respecting of their unique 

needs, feelings and desires" (Stere, 1985, p.60). However, as will be documented next, 

there is a serious lack of documentation regarding the effectiveness of such counselling 

programs for abused women. Thus, this dissertation will address this gap in the 

literature by empirically evaluating a series of groups for women who have been abused 

by their partner. 



This chapter will first discuss the theoretical and empirical rationale for groups for 

abused women. Thereafter, the chapter will document the lack of empirical research so 

far evaluating the effectiveness of group counselling programs for abused women thus 

providing ample justification for a project of this nature. The chapter will conclude by 

outlining the six research questions that form the essence of this dissertation. 

It is recognized that even if the abuser is held accountable for his actions and 

seeks treatment and/or the couple separates, the effects of the abuse for the victim may 

linger long after the violence has ended. Recall the finding by Kemp and associates 

(1995) that found 85% of their sample of women who had left the abusive relationship 

(an average of 13 months ago) still met the criteria for Post Traumatic Stress Disorder. 

Thus, the field of psychology should be prepared to offer appropriate and empowering 

counselling services for victims of abuse that have received theoretical and empirical 

support. Yet, as has been implied and will be documented, there is a serious lack of 

empirical studies to evaluate the effectiveness of counselling programs offered to abused 

women. 

Rationale for Group Counselling 

Group therapy can be critical in helping women who have been abused to: (i) 

understand the abuse was not their fault as well as identify the dynamics of the abusive 

relationship; (ii) recognize abuse occurs across all demographic boundaries but 

nevertheless its effects are similar; (iii) challenge their negative self-evaluations; 



(iv) break the isolation many of these women experience; (v) foster an inner source of 

power and worth; and (vi) develop a mindset that they can become survivors, not remain 

victims - a process that entails women taking responsibility for themselves and the 

healing process. These comments are supported by the following authors: Campbell, 

1986; Hartman, 1987; Hoff, 1993; Lewis, 1983; Pressman, 1989; Seskin, 1988; Trirnpey, 

1989; Walker, 1994; and Wood & Middleman, 1992. 

Furthermore, there are some fbndamental advantages of group treatment which 

individual counselling often cannot offer (Sanderson, 1990). For instance, Yalom (1985), 

a leader in the field of group counselling, listed eleven "curative factors" of group 

counselling, irrespective of the different types of groups. One of these curative factors is 

members benefiting from realizing that they are not alone in thinking, or feeling the way 

they do. Additionally, Meichenbaum (1994) listed 15 therapeutic gains victims of trauma 

(e.g., domestic violence) could benefit from when they participate in a group counselling 

program to treat post traumatic stress. Some of these gains include: 

a a sense of legitimacy, validation, cohesion, common purpose, comfort, and 

support; 

a a reduction of feelings of stigmatization, isolation, alienation; 

a identification of common issues and shared coping methods; 

resolving issues of secrecy; 

a confirmation of the reality of the trauma experience and assigning a new 

meaning to the abusive experience; 



witnessing others disclose and survive periods of intense affect which can be 

encouraging and empowering as it can promote members' readiness for 

change and processing of affect; and 

generating hope as group members witness a continuum of recovery options 

and goals. 

Advantages of Groups for Women Experiencing Ambivalence 

The groups under investigation for this dissertation were open to women 

regardless of their abusive relationship status. That is the women were welcome to attend 

the group if they were living with their abusive partner, separated fiom him or were 

ambivalent about the relationship status. This is an important clinical policy as it has 

been the clinical experience of this writer and many others (e.g., Parvin & Biaggio, 1991; 

Trimpey, 1989) that when women, without fear of judgment or coercion, have a safe 

forum (i.e., group) to discuss the consequences (positive and negative) of returning to, 

remaining with, or leaving the abusive mate, it serves to normalize similar feelings or 

experiences for others. In turn, this might help to alleviate any guilt or shame other group 

participants might have (or had) about entertaining these thoughts, particularly if they 

have been told they "have to" stay away from their partner. This normalization 

phenomena, often termed universality, has been documented extensively in the group 

literature and can serve to build group cohesion (e.g., Courtois, 1988; Yalom, 1985). 



Gottlieb and associates (1983) also noted that not restricting group attendance 

based on relationship status can be advantageous to the women. Based on Gottlieb 

facilitating a mixed, drop-in support group for abused women, it was noted how group 

members who begin to question the wisdom of their decision to live independently 

benefit fiom hearing women's stories of the abuse they still face while living with their 

abusive partner. They also describe the power that comes when "women who have been 

in abusive situations for a long time talk about how much worse the abuse has become 

over the years and about how much harder it is to leave after many years of abuse. 

Younger women hear them and gain a sense of the probability that their relationship will 

become more, rather than less, dangerous" @. 89). 

It has also been the writer's experience that having women gathered together 

when some or all are struggling with the decision to leave or remain in the relationship, 

provides the opportunity for the members who are secure in their decision to reflect, by 

way of comparison, on how far they have come in their healing. As well, the experience 

of listening to other woman's anguish in making a relationship decision can help 

facilitate answers for group members who are searching for meaning behind their abuse 

experience (Landenburger, 1989) such as "why did I stay for so long?" 

It is clear, using the example of relationship ambivalence, that group therapy is a 

appropriate modality of counselling for abused women, particularly if the emphasis is not 

on leaving the relationship but rather on empowering women to make their own decisions 

and choices. However, as will be shortly demonstrated, many of the advantages group 



therapy can offer abused women are speculative and based more on clinical assumptions 

than on empirical conclusions. 

Goals of Treatment 

Numerous authors have published guidelines, mainly fiom a feminist perspective, 

for the treatment of abused women including Hartman (1983), Miller (1980), and 

Pressman (1989). These authors emphasize the right of women to make their own 

choices, to be free of abuse and for women to be introduced to the issues and dynamics of 

abuse. It is of interest to briefly examine some of the main counselling goals 

professionals are encouraged to address with abused women. 

Based on a comprehensive review of articles published in journals, McBride 

(1994) identified twenty-nine counselling goals for abused women, irrespective of 

individual or group counselling1. As Table 1 indicates, the three most fiequently 

mentioned goals were: (i) reduce the woman's isolation; (ii) raise the woman's self- 

esteem; and (iii) ensure her safety. These goals can be appropriately integrated into 

group interventions for abused women as Trimpey (1989) and Walker (1994) have 

observed. It is relatively unknown how effective service providers are in meeting these 

goals, given the long standing void of published empirical treatment investigations in this 

area. 

' The articles in the review had to clearly stipulate the goal(@ for treatment in order to be 
included in the goal synthesis. 



Table 1 

Treatment Goals for Abused Women 

Goals of treatment 
Total number of times the 

goal was indicated in 
published articles between 

1967-1994* 

1. Reduce isolation (e.g., support groups) 

2. Build self-esteem 1 self-concept 

3. Ensure personal safety 

4. Educate about the cycle of violence 

5. Develop concrete plans for the hture 

6. Educate about community resources 

7. Elicit and encourage expression of affect 

8. Elicit and mod@ dyshctional beliefs 

9. Develop decision and problem solving skills 

10. Address female and male socialization issues 

1 1. Assertiveness training 

12. Increase independence (stated very generally) 

13. Educate on legal rights and responsibilities 

14. Empowerment (stated very generally) 

15. Anger management 

16. Address parenting issues related to abuse 

17. Sexuality 

18. Career development 

19. Increase use of affirmations (stated specifically) 

20. Grief resolution 

* to be included, articles had to meet the criteria outlined in McBride (1994) 



Research on Counselling Services Offered to Abused Women 

The author of this dissertation completed a comprehensive review of almost all 

the articles published in North American, English-language journals pertaining to 

counselling services (group and individual) for battered women between 1976 and the 

first quarter of 1994 (McBride, 1994). Surprisingly, despite an extensive search only 67 

articles could be found that met the criteria for inclusion in the review (see Appendix C 

for criteria). The following will highlight the findings of the review, specifically 

focusing on the empirical research conducted on treatment programs. Thereafter, a 

review of the research after 1994 will be presented. 

The need for empirical research in this area was clearly demonstrated when the 67 

articles were recorded into one of six categories of research design adapted from Jaeger's 

(1988) classification system.2 Only eight articles since 1976 were quasi-experimental or 

experimentally based, which represents a little more than 11% of the published articles in 

the literature pertaining to counselling abused women. The majority of the articles in the 

review were rated as philosophical (64%; n=43). For an article to be categorized as 

philosophical, the content had to be specifically directed towards the treatment of 

battered women. For example, many of the articles specified issues that a counselor 

needs to be aware of when counselling abused women. Most of the philosophical articles 

in the review were published in the late 1980's to early 1990ts, with 1987 recording the 

most articles which would be somewhat expected since research at this time was heavily 

* There were a few articles in the review that could have been classified in more than one of the 
categories, however, each article was only recorded once. 



focused into understanding the dynamics of abuse and developing theories of violence, 

rather than the development or evaluation of treatment programs. Lastly, twelve articles 

were designated as case studies; eight of which illustrated group counselling programs for 

abused women.3 

Review of Empirical Group Treatment Studies 

In McBride's (1994) review, empirical treatment outcome studies were recorded 

as quasi-experimental and experimental if they had one or more independent variables 

and examined the relationship between the independent and dependent variables. The 

main difference between quasi-experimental and experimental categories is the lack of 

random assignment in the former design. The empirically based group treatment studies 

will be elaborated upon throughout the remainder of this chapter in order to review the 

findings as they relate to this dissertation's purpose and methodology. 

The three studies in the review classified as quasi-experimental were: Cantin and 

Rinfret-Raynor (1993); Rubin (1991); and Tutty, Bidgood, and Rothery (1993). In the 

first study, the authors had used three independent variables: (i) theoretical approach to 

counselling (feminist or "other"); (ii) type of therapy (group or individual); and (iii) 

setting of individual therapy (social services agency or research project program). The 

purpose of the study, which is unique to the family violence literature on abused women, 

was to examine the factors associated with the high dropout rate abused women seeking 

treatment have a reputation for. The abused woman most likely to drop out of treatment 

The remaining five articles fiom the review consisted of 3 literature reviews and 2 surveys. 



is young, unemployed, has traditional attitudes towards sex roles, does not have support 

ftom family or friends and most interestingly, has already stayed in a domestic violence 

shelter. It is puzzling why additional studies have not seriously investigated or 

documented in-depth participant drop out data as this type of information might be 

beneficial to those who design these groups. To this end, this dissertation will include 

drop-out data in the analysis of a group program for abused women. 

In the second study, Rubin (1 99 1) used an AB single-case design for six abused 

women participating in relatively unstructured support group. No significant beneficial 

treatment effects were found which may be due to the intervention employed andlor some 

methodological weaknesses. 

The third study was by Tutty and associates (1993) who evaluated twelve support 

groups for abused women in Ontario using nine different standardized pre and post 

measures and two satisfaction scales. Unlike most studies in McBride's (1994) review, 

this study had a six-month follow-up. The goals of the support groups included: (i) 

socialization issues; (ii) building self-esteem; and (iii) goal setting. Significant gains 

were found in self-esteem, support, feelings of control and a decrease in perceived stress 

as well as a change in the traditional attitudes held toward marriage and family. 

Improvement was generally maintained at follow-up. 

Holiman and Schilit's (1991) quasi-experimental study, not included in 

McBride's 1994 review, evaluated a nine-week support group for twelve abused women. 

They used three standardized measures for evaluation. No significant changes occurred 



in the women's level of self-esteem but significant findings were reported for women's 

expression of anger and measure of general contentment. 

The only experimental study, as it pertains to group counselling, included in 

McBride's (1994) review was the "condensed" treatment program evaluated by Cox and 

Stoltenberg (1991), in which 50 clients participated in a study to examine the efficacy of 

group counselling over a two-week period, three times a week for a total of 12 hours. A 

control group was utilized and random assignment was used. The program consisted of 

five modules: body awareness; vocational counselling; problem solving; communication 

skills; self-assertiveness; and a cognitive module. One treatment group reported 

improvements in anxiety, depression, hostility, assertiveness, and self-esteem. 

In summary, the findings fiom the comprehensive review (McBride, 1994) reveal 

that research which focuses on the group treatment of abused women is relatively 

underdeveloped. Most of the published articles were philosophically based and only five 

studies were located that empirically tested group treatment effectiveness. Furthermore, 

the largest sample size (for group counselling) was in Tutty and associates' study (1993; 

n=76), followed by Cantin and Rinfket-Raynor (1993, n=60). Thereafter, Cox and 

Stoltenberg's (199 1) group size was 21, Holiman and Schilit's (199 1) had 12 women and 

Rubin's (1 99 1) study only involved six women. 

Although there are many scholarly articles published on women abuse since 

McBride's 1994 review, there does not appear to be a significant increase relating to 

published empirical investigations on group counselling interventions for abused women 

(personal communication, Leslie Tutty, March 1999; Belanger, 1997; Gordon; 1996). 



Only the following published studies were located: Gondolf (1998); and Tutty, Bidgood 

and Rothery (1996). The two articles the writer found will be briefly summarized. 

In the first article, Gondolf (1998) evaluated a shelter based, outreach support 

group for abused women involved in the criminal and civil court system. The study 

experienced a number of challenges in gathering interest for the groups, consequently 

only 4% of eligible women participated in either the support group or the comparison 

treatment group (telephone counselling). Gondolf focused his conclusions mainly on the 

need to develop a variety of strategies to market outreach services. 

In the second article Tutty and associates expanded upon their 1993 study 

(previously reviewed) and examined the impact of a number of group processes and 

client variables related to the 12 support groups they evaluated. This investigation, the 

first of its kind with this population, uncovered some very interesting and clinically 

useful information: (i) groups with two facilitators seemed to offer the clients more 

advantage than one leader as the women who had the team of facilitators appeared to 

maintain the gains they received in the group, as measured by a six month follow-up, 

better than those that had only one facilitator; (ii) there were no significant differences 

between those that completed or prematurely left the group program on any of the study's 

standardized measures; (iii) there were no significant differences in treatment outcome 

for those living with or without their abusive partner, both at time of group completion 

and at follow-up; and (iv) although adults of various ages benefited by the group 

program, it seems women 40 and over had a harder time than the rest of the women in 

maintaining the gains they made in group at the six month follow-up date. These four 



findings will likely prove to be very usefil in developing programs for woman abuse. 

For example, it helps to provide a rationale to agencies for the necessity to have two 

facilitators per group. Furthermore, it alerts programmers to pay particular attention to 

the therapeutic needs of those age 40 and older given women in this age group may have 

difficulty in maintaining the changes they experienced while partaking in the group. 

None of the aforementioned studies examined phase based groups in which 

women progressed from an introductory group program to a more advanced group 

program. In addition, the sample sizes are small thus limiting generalizability. There is 

also a lack of documented information on the characteristics of those who drop out of 

groups for abused women. Furthermore, as previously mentioned in chapter two, there 

has been no empirical investigation that has specifically addressed if post traumatic 

symptoms change at the conclusion of a group program for abused women. This 

dissertation will examine these issues. 

Conclusion and Research Questions 

Although counselling is not always viewed as a necessity for abused women, 

counselling agencies exist to help abused women regain their sense of personal power. 

Interventions for abused women typically focus on empowerment and building autonomy 

since many of the issues of violence towards women center around control and power 

(Dutton-Douglas, 1992). This statement is strongly supported in the family violence 

literature (e.g., Brown & Dickey, 1992; Chez, 1996; Herman, 1992; Orava, McLeod, & 

Sharpe, 1996). Furthermore, offering group programs to this population has theoretically 



been demonstrated as being very usehl and impactfhl (e.g., Trimpey, 1989). However, 

despite the volumes of research in the area of domestic violence, only five articles have 

been published which empirically evaluate whether or not group programs are effective 

for abused women, three with a sample size under 2 1. 

Therefore, it appears the Tutty, Bidgood, and Rothery comment made in 1993 still 

is very significant and valid in 1999, "while considerable effort has been expended on 

interventions to lessen the impact of domestic assaults on women, the emphasis in the 

literature has been on the protection for women in shelters, and on treatment groups for 

men" (p. 325) and not on group interventions for abused women. Other authors offer 

support for this conclusion such as Rubin (1 99 I), Sullivan (1 99 I), and Wodarski, (1987). 

The main intent of this thesis is to make a significant contribution to the family 

violence literature to help fill this identified void by recruiting the largest known sample 

of abused women to date, to determine the outcome of group intervention for this 

population. Furthermore, this investigation will evaluate if there are advantages to a two- 

stage group process for abused women since no study has examined phase type groups. 

This study will also document the characteristics of women who drop out of the program 

since this is an area that has not been examined extensively despite high drop out rates. 

Finally, as noted in the previous chapter, this study will determine if there is a change in 

abused women's post traumatic symptomatology at the conclusion of the group program, 

since no published study to date has specifically examined this type of change. 



To this end, six fundamental research questions are posed as follows: 

1. Will the abused women who completed the first phase in the two-stage group 

program show significantly greater treatment differences at post-test 

compared to their level at pre-test in the areas of self-esteem, depression and 

post-traumatic stress as measured by the ISE, BDI, and IES scales, 

respectively? 

2. Will the abused women who completed the last phase in the two-stage group 

program show significantly greater treatment differences at post-test 

compared to their level at pre-test in the areas of self-esteem, depression and 

post-traumatic stress as measured by the ISE, BDI, and IES scales, 

respectively? 

3. Are there similar improvements across Phase I and Phase I1 in the levels of 

self-esteem, depression, intrusion and avoidance, as measured by the ISE, 

BDI, IES, respectively? 

4. What, if anything, distinguishes the women who complete Phase I or I1 group 

fiom the women who prematurely left the program? 

5. What, if anything, distinguishes the group of women who had high post- 

program scores from women who had low post-program scores? 



6. What are the patterns of pre-test and post-test scores for abused women who 

completed both Phase I and Phase 11, in the areas of self-esteem, depression 

and post-traumatic stress as measured by the ISE, BDI, and IES scales, 

respectively? 

The next chapter addresses the empirical investigation that used several outcome 

measures to discover the treatment effects of a group program for women who have been 

in or are currently in an abusive relationship. It is believed this research is making an 

important contribution to 'the family violence literature since publication in this area is 

extremely limited. 



CHAPTER IV: METHODOLOGY 

The main purpose of this study was to determine the outcome of a two-stage 

group program that has been offered for a number of years to women who have been or 

are currently being abused by their partner. Each group is highly structured in format and 

draws fiom the work of feminism and cognitive behaviorism. The first group is designed 

to introduce participants to the dynamics of abuse as well as to examine the impact of 

abuse. The second group is more focused on the secondary issues related to abuse 

including guilt, shame, family of origin dynamics and unhealthy communication patterns. 

This chapter presents the methodology of the study to meet the identified purpose 

and to answer the research questions stipulated at the end of chapter 111. It will begin 

with an overview of the groups that were investigated, including the setting, the agency's 

counselling philosophy of abused women, and the structure of the group program. 

Afterwards, the study's research design, procedures, and outcome measures, as well as 

their psychometric properties, will be presented. Before concluding, the chapter will 

present an overview of the data analysis that was undertaken, make a statement about the 

study's adherence to ethical standards and outline the limitations of the study. 

Research Context 

The study was conducted during 1998 and 1999 in a large city in Western Canada 

with an approximate population of 840,000. The groups under investigation were offered 

by a large, non-profit counselling agency that serves women, men and children who have 



witnessed, experienced, and/or perpetrated abusive behavior in an intimate relationship. 

All references to the agency's philosophy and programs refer to the time period between 

1998 and 1999. 

Some of the agency's many services include: (i) extensive group therapy 

programs for women, men, adolescents and children; (ii) a 24 hour counselling phone 

line; (iii) short-tendcrisis individual, couple, family, and in-home counselling; (iv) 21 

day shelter for abused women and their children; (v) community outreach programs; (vi) 

court preparation program; and (vii) training & workshops for professionals. The agency 

provided service to over 16,000 clients in 1998 (P. Edrnonds, personal communication, 

February 22, 1999). Gaining entry into this setting to conduct the research was facilitated 

by the fact that the author had worked as a volunteer, counsellor, supervisor, and program 

manager at this agency for over nine years. 

Agency's O~eratinn Philosophy 

Given the variety of treatment modalities and philosophies associated with family 

violence, it is necessary and important to identify the counselling philosophies of the 

agency participating in this investigation. The staff, including the group facilitators, have 

operated under the following assumptions (YWCA SKFSC, Women's Introductory 

Package, 1 998): 

+ Everyone has the right to a life that is free of abuse and to be treated with 

dignity and respect regardless of one's age, ethnicity, religion, gender, sexual 

orientation, or social class. 



+ Abuse is a learned behavior and is the result of an unequal power relationship 

between individuals andlor groups in order to achievelmaintain control or 

power over another. 

+ Everyone is vulnerable to being abused and being abusive. 

+ Abuse does not result fiom the abused person's faults or inadequacies; is not 

caused by poor relationships, job frustration, sexual problems, or parenting 

issues, although these factors may be present and cause some of the stress in 

the relationship. 

+ People stay in abusive relationships for a variety of reasons including fear, 

real or perceived lack of alternatives, family and societal pressure, and 

economic dependency - not because they wantfdeserve to be abused. 

+ The abused person needs to: take responsibility for healing fiom the effects of 

being abused; relinquish responsibility for the abuse; re-establish a sense of 

safety, control and power over her life; learn and practice new skills that will 

encourage relationships based on respect and equality; and develop a social 

support system which does not reinforce abusive behavior. 

+ The abusive person needs to: take responsibility for their abusive behavior; 

develop empathy for the people they abused; learn and practice new skills, 

including conflict resolution and creating relationships based on respect and 

equality; and develop a social support system which does not reinforce 

abusive behavior. 



+ All individuals in a relationship have a right to counselling and support 

regardless whether they choose to stay, return or leave the abusive 

relationship. 

+ It is believed that it is the responsibility of the adults in the relationship, not of 

the staff, to decide the status of the relationship. 

+ Children & teens need to be protected from witnessing abuse and being 

abused. They also need help to heal from the effects of having been abused or 

having witnessed abuse. 

Staff - 

All of the counselling staff at the agency hold a post secondary degree in an area 

related to counselling with the majority of facilitators in the women's program holding or 

pursuing a masters degree in either social work or counselling psychology. All of the 

agency's groups are facilitated by a male and female team and very often groups will 

have a third facilitator who is in training to become a group facilitator. All the groups are 

supervised (live or videotaped) on a regular basis'. Furthermore, group facilitators 

regularly participate in professional development opportunities offered through the 

agency and in the community. 

' In my role as women's program manager, I supervised the facilitators of the groups. However, 
to remove myself from the groups as much as possible, I was able to trade this responsibility with 
the men's program manager so he would supervise the women's groups whenever possible and in 
exchange I would supervise the men's groups. The implications this practice may have had on 
the study will be discussed when the limitations to the study are presented. 



Structure of the Women's Grow counsel in^ P r o m  

The flow chart of services for women who have been abused is described below 

(Figure 1). Although the group program consists of three Phases (stages), only the first 

two were included in the study as these groups were more structured and had a higher 

attendance than the Phase 111 group. The latter, is a drop-in group open to graduates of 

Phase I1 to provide support and integration of the skills learned in Phase I and I1 into their 

daily lives. However, Phase I11 was not a successful group as the attendance was very 

low to non-existent (e.g., average attendance would typically fluctuate between zero to 

three women per group). Thus, the low and inconsistent attendance did not make it 

feasible to include Phase I11 in this study. 

Of interest, a few months after the research study began, I was given the extra 

clinical responsibility to alter the delivery of Phase I11 in order to increase attendance. 

Given that the Phase I11 facilitators knew many of the changes that needed to occur in 

Phase 111, their feedback was elicited and they were invited to make many of the changes 

they suggested. Furthermore, a focus goup2, was held with past, present and future 

clients of Phase I11 to determine their needs and expectations. One of the many useful 

Organized by Daryl Hiebert (a BEd student), facilitated by Daryl Hiebert & David Wellings (a group 
facilitator) and supervised by Dawn McBride (author). Documentation of this focus group is available at 
the agency. 



Figure 1 : 

Flow Chart of Women's Group Counselling P r o m  Structure 

Introductory Group Meeting 

(Screening & Registration) 

Phase I Group 

(Rotating 8 sessions; semi-open group) 

I 
I 

Phase I1 Group 

(16 weeks/sessions; closed group) 

Phase 111 Group 

(Open, drop-in group for graduates of Phase 11) 



ideas that came fiom the focus group were strategies to increase the marketing of Phase 

III. For example, it became standard protocol that by session 13 or 14 of the 16 week 

Phase I1 program, presentations to the Phase II group were made by a client and 

facilitator fiom Phase I11 group about the attractiveness of the Phase 111 group. As a 

result of these and other efforts, Phase 111 attendance has dramatically and steadily 

increased to the point that there were two Phase 111 groups operating. It is unfortunate 

that the changes to the Phase 111 could not have occurred before the research study began 

as the results fiom the Phase 111 group could have revealed some interesting trends of the 

long-term needs and changes when women are healing fiom abuse. 

The following sections will describe in detail the structure of the women's non- 

residential group program beginning with the referral and screening procedure. 

Thereafter, the group program content will be presented. 

Referral and screening ~rocedure. 

Those who indicate an interest in accessing the agency's non-residential services 

for women are referred to a group screening interview session, known to potential clients 

as "the introductory group meeting". These two-and-one-half-hour sessions are held 

twice a week (a morning and an evening session, with childcare offered at one of them) 

and are facilitated by a counsellor (often accompanied by a trained volunteer who acts as 

a greeter and hostess). These sessions are designed to briefly introduce the women to: (i) 

the definition and types of abuse; (ii) safety planning; (iii) the agency's counselling 

philosophy and the services provided to all family members; and (iv) relevant city 

resources including other counselling agencies. During the introductory meeting, clients 



can register for the group program or, if a client is deemed not suitable for group 

counselling: she is offered a referral to a more appropriate counselling service (e.g., 

mental health service or individual counselling). It is the agency's policy that for a client 

to receive individual counselling (usually to a maximum of three sessions) through the 

agency's adult counselling program, the client must be attending one of the agency's 

groups. 

Registration for the women's group program includes completing the agency's 

intake form including various consent forms (e.g., supervision by videotape) as well as 

completing a pre-test package of self-report measures (to be discussed shortly). Upon 

completion of the introductory session, clients complete an anonymous evaluation of the 

introductory session. All client files and feedback are then forwarded to the women's 

program manager for review. Within a few days of registering for the women's program, 

program staff contact the clients to inform them when they can join a Phase I group; in 

most cases, within one or two weeks. In the meantime, clients are referred to the 

agency's drop-in group for women, which is held once a week for immediate support. 

Group Droaam content. 

The womens' group program evaluated for this dissertation was designed and 

implemented in 1995 by one of the'agency's previous clinical directors? The groups are 

Clients not suitable for group work include those who: have an active substance abuse problem; 
are highly suicidal; feel very apprehensive about being a group member andlor have a DSM 
diagnosis that would hamper group cohesion (e.g., paranoid schizophrenia) (Gladding, 1995). 

It is important to note that my role as manager did not include making revisions or changes to 
the structure of the women's program as this was the responsibility of the clinical director. 
Rather, my responsibilities pertained more to supervising and training studentslstaff, providing 



psychoeducational, highly structured with a cognitive-behavioral perspective, and 

integrate feminist viewpoints. Details of the groups will be presented shortly. For each 

group session, there are manuals for both the facilitators and clients which briefly outline 

the session's goals, objectives, and in most cases, resource material (YWCA SKFSC, 

1995). With this said, it should be noted, as is typical in group practice that although the 

facilitators followed the group outline as closely as possible, facilitators exercised some 

flexibility in deciding how much of the material would be covered and for what length of 

time based on the group members' needs. 

Overview of the Phase I EL-OUD. 

The Phase I group is a semi-open, rotating, eight week, intense, 

psychoeducational group counselling program designed to provide extensive information 

about abuse and its impact. Sessions promote an understanding of what constitutes 

abuse; understanding of power and control; how abuse effects people; dealing with 

anger; safety planning; assertive communication; stress management; and how children 

are affected by domestic violence. See Appendix D for session topics. Specific 

procedures used in the group include lectures, brainstorming, discussions, pen and paper 

exercises, structured exercises, bibliotherapy, and homework assignments. 

Since Phase I is a somewhat open group, women can join Phase I at anytime, 

providing they have registered for the program at the introductory meeting and there is an 

opening in the group. They are asked to arrive thirty minutes before their first group to 

counselling and consultation to difficult cases, as well as ensuring an overall smooth operation of 
the program. 



receive an orientation to the group, complete some additional paperwork, and meet the 

group facilitators. 

Although the group is open, women are strongly encouraged to attend at least 

eight different Phase I sessions, preferably consecutively, and are welcome to repeat 

sessions. Data collected for this dissertation showed that very few women attend more 

than the required eight sessions. Given the fact that there are women starting the group 

each week, the group is composed of a range of women, fiom those who are attending for 

their first time to those who have attended a number of sessions. 

The group size fluctuated between eight and twenty women with an average of 

thirteen women at each group. Approximately ten months into the study, permission was 

granted by the Clinical Director to limit registration to fifteen women, given that early 

follow-up calls (as part of this research) to those who prematurely left the program 

indicated they found the group size intimidating. 

A client is able to register for the next group in the program, Phase 11, when she 

has attended a minimum of eight sessions and the facilitators, in collaboration with the 

client, feel the client is ready for the Phase I1 group. Phase II is regarded as a more 

intensive group, given that it is closed and longer in duration. 

Overview of the Phase I1 grou~. 

The Phase I1 group is a closed, psychoeducational, structured, 16-week group 

counselling program for those that have completed Phase I. Group size is capped at 

fifteen women and there is often a waiting list for these groups, usually up to three 

months. 



Phase I1 is designed to be more broad than the Phase I group, with a heavy 

emphasis on taking responsibility for self-change. Session topics include: understanding 

attitudes and responses to anger; raising awareness of and expressing feelings; dealing 

with anger and stress; learning communication skills; self-esteem; assertiveness; guilt and 

shame issues; conflict resolution; healthy relationships; family of origin; and accepting 

responsibility for one's behavior. See Appendix D for session topics. Although Phase I 

and I1 use similar group procedures, there is slightly more emphasis in Phase I1 on 

utilizing group discussion and homework tasks. It is the agency's protocol that women 

who miss more than two sessions of Phase I1 are not to continue attending. Instead, they 

are encouraged to re-register in another Phase I1 group when they are able to commit to 

all 16 sessions. 

Research Design 

Original Research Design 

The original intent of this dissertation was to use a stage-based model of behavior 

change, based on the work of Prochaska and DiClemente (1983; 1992) and Brown (1997) 

to understand the stages and processes of change abused women experience as a result of 

participating in various psychoeducational groups. The main instrument of this study, a 

100t item questionnaire, was recently developed by Brown (1997) and was administered 

at approximately the same time as Tutty (personal communication, March 5, 1997) 

started to use the same instrument with a shelter sample from the same agency, with the 

understanding that Brown would provide the final analyses of the questionnaire as well 



as the instructions on how to score the measure when she completed the study of the 

questionnaire (personal communication, Jody Brown, February 1997). Unfortunately, by 

the conclusion of the investigation and even at the time of the writing of this chapter, 

Brown was unable to finish the required analysis (personal communication, Jody Brown, 

February 1999) and thus the data from this questionnaire (and related documents) has not 

been scored nor analyzed. Since this researcher was also collecting data to conduct an 

outcome study of the women's group program, this data became the focus of the 

dissertation. 

Current Research Design 

The main purpose of the current research design was to determine if a series of 

groups offered for abused women were associated with significant positive changes on 

the majority of the outcome measures the agency employed. It is important to note that 

the writer did not select the outcome measures, rather these were the self-report measures 

the agency had already adopted (or were in the process of being adopted) and wanted to 

continue during the research period. The psychometric properties of the self-report 

measures used will be presented after the research design is introduced. 

Since there was no comparison or control group for this study, a pre-test-post-test 

quasi-experimental design with three groups was selected (Gibbon-Fitz & Morris, 1987). 

Please refer to Figure 2 for a visual representation of the research design with X 

representing the independent variable. The limitations of the research design will be 

presented after the methodological issues of the study have been explained in detail. 



Independent Variables 

The two independent variables for all the research designs were treatment and 

time. The treatment variable included the two group counselling programs: Phase I and 

Phase 11. The time variable was before (pre) and after (post), and included those that 

completed and those that prematurely left the program. 

Dependent Variables 

The dependent variables, across all research designs, were: (i) self-esteem; (ii) 

depression; (iii) impact of abuse in terms of intrusion symptoms related to the abuse such 

as experiencing intrusive feelings, ideas or bad dreams; and (iv) the impact of abuse as it 

relates to avoiding certain ideas, feelings and situations associated with the traumatic 

event. The dependent variables were measured by pre and post-test self-report measures: 

Index of Self-esteem (Hudson, 1990); Beck Depression Inventory (Beck et al., 196 1); and 

Impact of Event Scale (Horowitz, et al., 1979). The procedure outlining how these 

variables were measured, including the rationale for selecting these variables will be 

reviewed shortly. For those who prematurely left the group program, they completed a 

drop out questionnaire instead of the post-test measures. 



Figure 2 

Research Design to Ouantitativelv Evaluate the Phase I and Phase 11 Group Pro~arn 

Investigation 

Condition 

Time 

Pre-Test Post-Test 
Drop-out Questionnaire * 

Phase I Clients J XI J 

Phase I1 Clients J x2 J 

Phase I & I1 Clients 
J x2 J 

* The drop-out questionnaire was given to clients who did not complete the group. 
The sub;iects i h o  answered the drop-out questionnaire did not complete the post-tests. 

X1 = Independent variable (treatment) Phase I group counselling program 

X2 = Independent variable (treatment) Phase I1 group counselling program 



Procedure 

This study followed the University of Calgary Human Subjects Review 

Committee guidelines established for the protection of the subjects. Agency and 

university ethics approval was obtained prior to the collection of the data. The following 

procedure was implemented for fifteen months (August 1997 - November 1998) with the 

majority of the Phase I data collected between August 1997 to May 1998. No fees were 

charged or paid to the subjects for participating in the research. 

Subjects were informed of the possibility to participate in the research study by 

either the agency staff or by the researcher during the agency's group screening interview 

(introductory meeting), or when the client attended the first group session. Relevant 

agency staff were briefed on the study and the necessary protocol in inviting a client to 

participate in the research project. Throughout the duration of the study, the researcher 

observed how the staff carried out this task and would offer feedback when necessary. 

If a woman indicated interest in the study, the staff or the researcher gave the 

woman a letter of introduction to the research study (see Appendix E) and/or verbally 

informed her about the study based on the information in the letter. It was made very 

clear to the client that she did not have to participate in the research to access the 

agency's services and that she could terminate her participation in the research at any 

time without jeopardizing her status in the current or any future group associated with the 

agency. The client signed the consent to participate in the research form (see Appendix 

F) once she registered in one of the groups. Only one client declined to participate in the 

study and there were no clients who wished to terminate their participation in the study. 



All the demographic information was gathered at the time of the client's intake, 

prior to starting the Phase I group except for the Hudson abuse scales and relationship 

length and status. This latter information was gathered at the start of the client's group, 

that is Phase I or Phase 11. Intake forms as well as pre and post-test self reports are 

completed as a matter of agency policy and are administered to all agency clients. In 

some cases, agency staff or the researcher had to make follow-up calls or visit the client 

at her group to obtain missing data andlor receive updated information (e.g., current 

marital status). 

The pre-tests were administered at the introductory meeting for Phase I clients or 

at the first session for Phase I1 clients. Pre-tests took approximately twenty to thirty 

minutes to complete. Post-tests (same as the pre-tests) and a group evaluation form 

(Appendix G) were administered on the client's last day of group by either the researcher 

or the agency staff. It should be noted that it is agency protocol to administer pre-test and 

post-test measures to all agency clients at the start and end of a group regardless of 

whether the clients were participating in the study. 

The group members who dropped out of the group counselling program (i.e., were 

a no show for three or more sessions) were phoned by the researcher or her research 

assistant (a second year MSW student hired by the researcher) to complete a short 

questionnaire as to why they left their group (see Appendix H). As a rule, this follow-up 

procedure took approximately ten to fifteen minutes. However, some of these follow-up 

telephone calls became crisis telephone counselling sessions as some of the women 

contacted were experiencing a crisis and needed immediate assistance or requested a 



referral for additional counselling. Precautions were taken to ensure the woman felt safe 

to talk to the researcher and if not, alternative arrangements were made (e.g., the woman 

came to the agency to see the researcher or the forms were mailed to the woman). 

The immense amount of pre-test and post-test self-report data were mainly 

compiled, scored, and double-checked by the researcher without pay. However, near the 

end of the major portion of the data collection, the program staff and a research assistant 

were trained and supervised by the researcher to score and record the tests. The agency 

became involved in scoring the tests at a later date, since administering these tests were 

part of the agency's protocol (even prior to the start of this research project) but there 

was no system in place for the tests to be scored and recorded. 

Data entry into SPSS (Statistical Package for the Social Sciences - Version 8.0) 

was done by the researcher and the research assistant. All data in the SPSS data file were 

identified by code; thus, there are no identifying features of the subjects in the SPSS data 

file. All people involved in the study practiced utmost confidentiality to ensure the 

client's file and answers were kept private and secure. 

Instrumentation 

The majority of the demographic data came from the client's intake file (see 

Appendix I) which the women completed in the introductory session, as noted earlier. 

The intake form consisted of a 22 close ended questions that ranged from date of birth to 

history of previous counselling. The form was designed to be user friendly so many of 

the questions asked the client to check yes or no in order to answer the question. Space 



on the form was provided if the client chose to elaborate upon her answers or if a 

question required additional detail such as "what is your job?'. .e women completed 

the intake form independently while attending the introductory session. In addition, to 

ascertain how long the woman had been in the abusive relationship, a separate question 

was attached to the pre-test scale package that asked for clarification of the relationship 

status. 

As previously discussed, it was the agency's preference that the writer continued 

to use the same self report measures as the agency had been asking clients to complete 

for approximately a year before the writer began her research. It was part of the agency's 

plan to eventually use the data to assess client change (at the time of the study, the data 

the agency collected from their various measures were usually not scored or analyzed). 

The agency's self-report measures, which were accepted for this study, included an 

assessment of self-esteem, depression, post traumatic stress, and abuse. It was decided 

not to include any additional self report assessments as the women were also being asked 

to complete the 100+ item questionnaire by Brown (see previous section titled "Original 

Research Design") which meant the women were already being asked to commit a 

significant portion of their time to completing an extensive package of pretest and 

posttest questionnaires. 

The following is a description of the measures used in both women's groups 

(Phase I and Phase 11). Except for the assessment of abuse scales which the agency only 

administered at pre-testing, all the scales were completed at pre and post-testing to 

determine a change in the measured variables over time and treatment. The properties of 



the scales used in the study are presented in the order they were presented to the subjects. 

Index of Self-Esteem 

The Index of Self-Esteem (Hudson, 1990) consists of 25 items which are 

answered on a seven point scale ranging &om "none of the time" to "all of the time" (see 

Appendix J). The ISE measures the severity of the problem the subject has with self- 

esteem. Items include statements such as: "I feel that people would not like me if they 

really knew me well"; "I feel that I am a very competent personyy; "I feel uglyyy; and "I 

feel that I bore people". The ISE yields scores ranging from twenty-five to one hundred 

with higher scores indicating a greater magnitude or severity of self-esteem problems. 

The ISE has two cutting scores. The first is a score of 30 (+I-5); scores below this point 

indicate absence of a clinically significant problem in this area. Scores above that 

suggest the presence of a clinically significant problem. The second cutting score is 70 

(highest possible score is 100). Scores above this point nearly always indicate that 

clients are experiencing severe self-esteem distress. 

As reported by Fischer and Corcoran (1994), the ISE has good validity for pre- 

defined groups and has a mean coefficient alpha of .93, indicating high internal 

consistency, and a low SEM of 3.70. The ISE also has high short-term stability with 

two-hour test-retest correlation of .92. The ISE has been used in family violence research 

(e.g., Mancoske, Standifer & Cauley, 1994; Russell, Lipov, Phillips & White, 1989). 



Beck De~ression Inventorv 

One of the most widely used self-report measures of depression is the Beck 

Depression Inventory (Beck et al., 1961) which measures the cognitive, affective, 

somatic and behavioral symptoms of depression (Miller, 1996). The scale is composed 

of 21 self-report items with a four point rating scale. Total scores range fiom zero to 63, 

with higher scores indicating greater levels of depression. Cut-off scores, based on the 

classifications by Beck and associates (1988), are mean BDI scores for minimal, mild, 

moderate and severe depression, are 10.9, 18.7,25.4 and 30, respectively. Specifically, 

the following guidelines for BDI cut-off scores with subjects diagnosed "as having an 

affective disorder: none or minimal depression is < 10; mild to moderate depression is 

10-18; moderate to severe depression is 19-29; and severe depression is 30-63" (Beck et 

al., 1988, p. 79). 

The psychometric properties of the scale have been shown to be valid and 

reliable. For example, Younkin and Betz (1996) noted that the BDI's: (i) internal 

consistency reliability is -86; (ii) split-half reliability coefficient is .93 (Spearman- 

Brown); and (iii) convergent validity correlations with other clinical ratings of depression 

range fiom .60 to .90. As a result of these strong properties and its extensive use in 

social science research, the BDI was selected to measure abused women's level of 

depression. Examples of the BDI being used in domestic violence research includes the 

work of Arias and associates (1 997), Campbell and her research team (1 997), Maker, 

Kemmelmeier and Paterson (1 998), Orava and colleagues (1 996) as well by Schlee, 

Heyrnan and O'Leary (1998). 



Partner Abuse Scale: Non-Physical 

One of the few short-form scales available to measure perceived non-physical 

abuse is Hudson's (1990) Partner Abuse Scale: Non Physical (PASNP). See Appendix 

K. It is a 25 item self-report measure that is used by other family violence researchers for 

similar purposes (e.g., Tutty et al., 1995) and at the time of the study was used 

extensively by the agency to determine extent of abuse experienced (until very recently, 

the data the agency collected was usually not scored or analyzed). 

Subjects are asked to rate the frequency of each item on a seven-point scale from 

"never" to "all of the time". Examples from the scale include, "my partner tells me that I 

couldn't manage or take care of myself without him/heryy and "my partner becomes very 

angry if I disagree with histher point of view". The scores on the PASNP range from 

zero to 100, with higher scores indicating greater magnitude of non-physical abuse the 

woman has experienced by her male partner. Hudson (1990) as well as Attala and 

associates (1994) recommend a cut-off score of fifteen. 

Since this scale is from the same commercial assessment package as the ISE 

scale, the format, administration and scoring is relatively similar to the ISE. The scale 

achieves an Alpha coefficient in excess of .90. Attala and associates (1994) reported 

ETA coefficients of discriminant validity at -64 (p <0.0001). In addition, the PASNP 

has been shown to have good content and factorial validity along with construct validity; 

however, it should be noted that the authors who stated these facts did not cite the 

specifics for this conclusion (Fischer & Corcoran, 1994). 



Partner Abuse Scale: Phvsical 

In order to describe the degree of perceived physical abuse the sample of abused 

women experienced fkom their intimate partners (common-law or married), the Partner 

Abuse Scale: Physical (PASPH) developed by Hudson (1990) was chosen (see Appendix 

L). The questions pertain specifically to acts of violence such as "my partner physically 

forces me to have sex" and "my partner has broken one or more of my bones". Similar to 

the PASNP, the score produces a range of scores fiom zero to 100, with higher scores 

indicating greater magnitude or severity of problems. The latest research indicates that 

the best cut off score for PASPH is above two (as recommended by Attala et al., 1994). 

Like the PASNP, PASPH comes fiom the same commercial assessment package 

as the ISE. It also has the same scoring and strong psychometric characteristics as the 

PASNP. For example, it has consistently achieved excellent internal consistency with a 

reliability Alpha coefficient in excess of .90 (Fischer & Corcoran, 1994; Hudson, 1990). 

From the same references, good content and factorial validity along with evidence of 

construct validity has been noted. 

It should be noted that only the pre-test scores were available on the PASNP and 

PASPH measures as the agency did not include these two measures in their post-test 

package. Thus, only pre-test data for Phase I and Phase I1 women were available and 

were analyzed. 



Im~act of Events Scale 

To determine the impact abuse has had on the lives of the women participating in 

the study, the scale developed by Horowitz and colleagues (1979) called the Impact of 

Events Scale (IES) is an appropriate scale to use (see Appendix M). This scale, like the 

others identified thus far, is increasingly being used in family violence research. Two 

examples include Astin, Lawrence and Foy (1993) as well as Tutty and Rothery (1997). 

However, it appears this is the first time this scale has been used as an outcome measure. 

In fact, it is highly likely that this is the first outcome study that has included the 

measurement of traumatizing stress as an assessment variable within the context of a 

treatment program for abused women. 

As reported by Weiss and Marmar (1997) and Miller (1996), the IES is a widely 

used scale that measures the emotional sequel of extreme stress. Although it does not 

strictly follow DSM diagnostic criteria, Shalev (2000) documents that the IES measures 

two of the most commonly reported subjective stress experiences in response to a 

traumatic life event: (i) intrusive symptoms or re-experiencing of the traumatic event that 

include intrusive images, thoughts, feelings or nightmares; and (ii) avoidance or denial of 

trauma-related memories and emotions that include activities to avoid, deny or block 

thoughts and images related to the traumatic event. Examples of intrusion questions 

include, "pictures about it [abuse] popped into my mind", "I had trouble falling asleep or 

staying asleep because pictures and thoughts about it came into my mind". On the other 

end of the continuum, avoidance questions referred to such behaviors as "I t ied not to 

think about it", "I felt as if it hadn't happened or it wasn't real". 



The subjects were asked to complete the 15-item questionnaire based on their 

experience of being in an abusive relationship and to rate the frequency of each question 

on a four point scale fiom "not at all" to 66~ften'y. To obtain a score for intrusion and for 

avoidance, the scores are summed for each category. Following the practice of Astin and 

associates (1993) and as outlined by Fischer and Corcoran (1994) only the two subscale 

scores were used in the analysis. Although there is some controversy associated with the 

cut-off scores, the suggested score of 26 or higher, which imply moderate to severe 

impact, was selected (Fischer and Corcoran, 1994). 

As reported by Horowitz and colleagues (1 979), both intrusion and avoidance 

scales have a high internal consistency as measured by Cronbach's alpha, .78 and .80, 

respectively. Furthermore, Zilberg and associates (1 982) conducted additional research 

to hrther document the psychometric strengths of the IES. For example, there is strong 

internal consistency of the subscales; the coefficients ranged fiom .79 to .92 and 

reliability across time ranged fiom .86 to .90. Additionally, as reported by McFall and 

associates (1990), several studies have documented that the IES has excellent 

discriminant validity. For example, Schwarzwald and associates (1987) reported the IES 

distinguished traumatized, asymptomatic military control subjects fiom military subjects 

with PTSD symptoms [F(2,737) = 14.96, p<.01]. In addition, Horowitz, Wilner and 

Alvarez (1979) also provided evidence of the scale's sensitivity as it statistically 

differentiated subjects who had experienced a major stress life event from a control group 

[F(2, 175)=170.8, p<.0001]. In conclusion, Shalev (2000) states the IES is a very robust 

scale that has been validated in many studies, including treatment studies. 



Research Participants 

In 1998, the agency participating in the study provided counselling to over 600 

women in their group counselling program (P. Edrnonds, personal communication, 

February 22,1999). The program is open to women of all sociodemographic classes, and 

who have experienced abuse of varied types, frequency, and severity. However, the vast 

majority of women are Caucasian. 

The sample was drawn fkom the registrants in the women's group counselling 

program, either the Phase I or Phase I1 group. All potential subjects had to be eighteen 

years or older as well as have been, or currently be in, an abusive relationship 

(physically, sexually, financially, andlor emotionally) with an intimate partner. No 

restriction of eligibility was based on education, race, socioeconomic status, use of 

shelter services, or relationship status with the abusive partner. 

Sample Profile 

There were 189 women entered in the study. As displayed in Table 2,53 women 

completed Phase I and had a complete set of all the required pre-teststpost-tests. Under 

the same conditions, Phase I1 had 28 women. There were 63 women who did not 

complete Phase I and 15 women who did not complete Phase 11. In addition, there were 

18 women who completed both Phases during the length of the study. 



Table 2 

Sample Distribution 

Sample Distribution 

Completed the Completed the Did not 
group with a group with an complete the 

Group Total full prelpost incomplete Program 
Registered data set * pre/post data set 

Freq. % Freq. % Freq. % 

Phase I 124 53 42.7 8 6.4 63 50.8 

Phase 11 47 28 59.6 4 8.5 15 31.9 

Completed 
both Phase 18 18 100 ----- ---- 

I & I I * *  

* The first three research questions, directly related to treatment outcome, only used these 
subjects as the analysis employed (repeated measures MANOVA) required subjects to have 
completed all the pre-testslpost-tests (i.e., ISE, BECK, IES). 

** The data for the Phase I subjects was included in the Phase I group (n=124) not in the Phase I1 
group (n=47). 



Overview of the Data Analysis 

A detailed overview of the statistical analyses employed, including the rationale 

for each one used, will be presented in part I1 of the next chapter. However, in line with 

presenting the methodology of the chapter, a brief overview of the data analysis will be 

presented. Descriptive analysis was performed to yield sociodemographic data on the 

women who participated in the study. The majority of the analyses required repeated 

measures Multivariate analysis of variance (MANOVA). This procedure required each 

subject included in the analysis not to have any missing pretest or post test data. 

Consequently, eight Phase I and four Phase I1 women were not included in the first three 

research questions. A logistic regression was used to distinguish the women who 

completed the group program fiom those who prematurely left the program. The SPSS 

k-means clustering technique was selected to determine if any variable distinguished the 

group of women who had high post-program scores fiom the women who had low post- 

program scores. Of relevance and importance, the threats to the study's internal and 

external validity will be presented near the end of this chapter since these threats could 

have a strong bearing on the conclusions and generalizability of the findings. 



Ethical Considerations 

As with most studies evaluating treatment programs, two ethical implications 

pertaining to the research design need to be addressed. Neither a control group nor the 

use of random assignment for the groups were considered for this project. It was deemed 

highly unethical to restrict any subject fiom accessing any services of support available 

in the city or offered by the agency. Furthermore, random assignment of the subjects was 

not perceived as an ethical option, given that there were subjects who requested 

treatment; to deprive these women of the opportunity to access therapeutic groups could, 

in the author's opinion, be a major setback to the women's recovery. 

The confidentiality of all of the subjects was assured by the following actions: (i) 

subjects were informed of the option to use a different name for all the research 

paperwork andor to use only their initials (an option chosen by two subjects); (ii) data 

was entered into a data file using a document file number rather than the subject's name 

or initial; (iii) names of the women or other identifying features were not reported in the 

results; (iv) any identifling features of the subject's quotes andlor feedback from the 

interviews were altered to ensure complete anonymity; (v) all the consent forms and the 

subject data were stored in a locked cabinet; (vi) client documentation specific to the 

research project were stored separately from the clients counselling files except pre and 

post tests which are routinely kept in the client's files at the agency; and (vii) any raw 

data that could identify the subject's identity, is not the agency's property, and has been 

analyzed will be destroyed, once the dissertation has been approved by the examining 

committee. 



All subjects, group facilitators, and agency staff will be given a summary of the 

observations and recommendations upon successful completion of this dissertation. This 

will be done through a presentation at the agency and a summary of the study will be 

mailed out to all the subjects who requested a copy of the results be sent to them. 

Limitations 

There are several limitations to this research project due to either the design itself 

or to the influence of external factors. In particular, three limitations the researcher was 

aware of going into the study, will be reviewed. They will be elaborated upon and any 

additional limitations to the study that were uncovered during data analysis will be 

presented in the discussion chapter. 

Absence of a Control Grow 

With the absence of a treatment control or comparison group, particularly for the 

pre-testJpost-test design for the Phase I and Phase I1 groups (research questions #I-5, see 

chapter III), this study is at risk for the common threats of internal validity: effects of 

history, maturation of subjects, testing, instrument decay, and statistical regression 

(Cozby, 1985). As previously explained, not having a control group is primarily due to 

ethical considerations of withholding or delaying treatment to people in crisis. 



Instrumentation 

Although the self-report measures selected for inclusion in this present study have 

been documented as being valid and reliable, the extent to how well they measure their 

respective constructs is limited by the psychometric properties of the instrument. These 

issues were outlined earlier in the chapter. 

Another limitation of the study lies in the collection of data by the use of self- 

report measures and drop-out interviews. These measures are all susceptible to some bias 

and distortion dependent on the subject's honesty and accuracy of self-perceptions, which 

may affect the reliability and validity of the results. For instance, the non-standardized 

instruments were not piloted (e.g., the drop-out questionnaire) so the women in the study 

may have interpreted the questions in a manner other than what was intended. 

Furthermore, the Partner Abuse scales (i.e., PASPH & PASNP) only asked for the 

women's perceptions of abuse in her relationship. No data was collected to substantiate 

the magnitude of abuse experienced. In addition, it is possible that the women's answers 

may been influenced by a number of factors including the status of her relationship with 

the abuser, the length of the intimate relationship, and if applicable, the time separated 

fiom the abuser. 

Another extraneous variable, which may influence the women's self-report 

answers and threatened external validity, is the problem of experimenter bias. As a 

result, a number of precautions were taken to minimize this effect. For example: (i) the 

researchers (author and a staff member) would not facilitate the counselling groups under 

investigation; (ii) efforts were made by the author to trade her responsibility to supervise 



the women's groups, with the supervisor for the men's group; (iii) the author did not have 

any subjects in the study on her counselling caseload; (iv) a number of standardized 

measures were selected; and (v) it was arranged for the data to be collected in a relatively 

short time. 

Despite these precautions, it is recognized that there will still be confounds to the 

study. Namely, the participants will know the people distributing the standardized 

measures, as they were either group facilitators or the women's program supervisor, that 

is, the researcher. Thus, staff and the researcher may unintentionally influence women's 

answers to the instrument questions by non-verbal gestures andlor providing clarification 

of the questions. Also, the familiarity with the interviewer may create the problem of 

demand characteristics, thereby possibly influencing the women's responses to the 

outcome measures. Related to this is the fact that the researcher may be influenced by 

her history with the agency and thus may be more inclined to view the results with a bias 

towards the agency and its services. In conclusion, many of these confounds could have 

been eliminated if the person collecting the data was not associated with the agency and 

blind to the nature of the study. However, due to budget and time constraints; this was 

not possible. 

Ecologv of the Group 

It is also recognized that the following variables may confound the outcomes of 

the groups, thus limiting interpretation and generalizability of the findings: different 

group facilitators for every Phase group; methodlstyle of facilitation; temperature and 

noise in and around the group room environment; attendance pattern of group members; 



whether or not basic needs of the participants (e.g. food) were being met; and the 

readability (reading ease and grade level) of the material presented to the group members, 

including the hand-outs and homework expectations. To increase the level of confidence 

that the findings were in fact due to the treatment(s) and not to some extraneous variable, 

a series of evaluations would need to have been undertaken. This was not part of the 

research plan due to the extensive commitment it would have required of the subjects, 

facilitators, and researchers. However, it is an option to be considered for future 

treatment outcome research. 

s-arv 

This chapter discussed the methodology of determining treatment outcomes by 

means of pre and post testing using standardized measures and uncovering the 

characteristics and patterns associated with those subjects that complete vs. drop out of 

the group program. The setting and counselling philosophy of the agency in which the 

study was conducted was introduced. Descriptions of the group program were presented 

along with the session agendas for the Phase I and Phase 11 groups. In addition, the 

research design was presented followed by highlighting the psychometric properties of 

the five instruments selected for the study. Finally, the chapter concluded by presenting 

an overview of the data analysis, reviewing the ethical practices which were adhered to 

in the study, and outlining the limitations of the study. The following chapter will 

present the findings fiom the analysis of the data. 



CHAPTER V: RESULTS 

This chapter is divided into three sections. The first section will present the 

sociodemographic characteristics of the sample followed by a summary of the women's 

abuse history. The second section will answer the six research questions. The last 

section will be a presentation of the data from the drop-out questionnaire and the clients' 

evaluation of the group program. Tables and figures are used frequently to enhance the 

interpretation of the results. 

Part I: Demographic Information 

In regard to the personal characteristics of the battered women, frequency and 

percentages were used to describe the following variables: alcohol and drug concerns; 

children residing with the woman; educational history; employment status; if born in 

Canada, mental health; support system; suicide history; history of the abuse experienced 

according to type; and type of abuse experienced in family of origin. Means, standard 

deviations, modes and medians were used to describe the demographic data in respect to: 

age; relationship status; and the abuse experienced by the women in intimate 

relationships according to the two standardized measures PASPH and PASNP. 

It is important to note that the variables were examined for univariate normality. 

The physical abuse variable showed a strong positive skew (i.e., skewness = 1.2; kurtosis 

= 0.7) that could be attributed to the fact that 16% of the participants reported no 

incidences of physical abuse. As recommended by Aron and Aron (1994), a square root 



transformation was performed on the physical abuse variable which eliminated the strong 

positive skew (i.e., skewness = .26; kurtosis = -.93) . 

Basic Demoma~hics 

Nearly all of the women were born in Canada (see Table 3). Due to the nature of 

the agency's intake form it was not possible to reliably determine subject's ethnicity or 

cultural background. Subject's ages ranged fiom 20 to 72 years, with a mean age in the 

mid-thirties (X =36 years; SD = 8.3 years). As shown in Table 4, there is a fairly even 

distribution of age. A closer examination of the data revealed that the participants who 

dropped out tended to be slightly younger (X = 34.8) than the women who remained in 

the program. The majority of the women in the sample (78.7%) had children who, for the 

most part, were residing with the mothers (see Table 3). Interestingly, the women who 

indicated the most child welfare involvement were the women who prematurely left 

(16.3% in Phase I; 20% Phase 11). 

The majority of the sample (81%) had obtained a grade 12 education (refer to 

Table 3). Over half attended a post secondary institution defined as attending a 

coliege/university or a trade college. As well, over half of the women had jobs, either 

full or part-time (refer to Table 3). However, most of the positions were within the 

customer service category with very few positions that require advanced education. 

Upon a closer examination of the data, 73% of the women who prematurely left Phase I1 

were unemployed. 



Table 3 

Freauencv Counts and Percentages for Sociodemom~hic Variables accord in^ to 
Categow - Part I 

Category 

Grand total Phase I total Phase I1 total 
(n =189) (n =124) (n=47) 

Sociodemographic 
variable * * * 

Freq. % Freq. % Freq. % 

Born in Canada 172 91.0 112 90.3 43 91.5 

Dependents: 

-Has children 

-Children residing with 117 61.9 71 57.3 3 5 74.5 
the client 

Education: 

-Completed high school 147 77.8 94 75.8 3 8 80.9 

-Attended a post- 87 46.0 53 42.7 24 51.1 
secondary institution 

* data from an open ended, self administered intake form 
** = frequency (Freq.) 



Table 4 

Range. Mean. and Standard Deviation of Subjects' Aae According to Category 

Condition - n Range Mean S.D. 
(years) (years) (years) 

Grand Tobl 189 20-72 36.5 8.3 

Phase I Total 124 20-72 35.8 8.6 

Phase I1 Total 47 21-51 36.2 7.2 



Mental Health 

A large portion of the women reported receiving individual counselling and over 

30% had received psychiatric care; but only one woman from the entire sample indicated 

she had been diagnosed with PTSD. Many (63%) of the women reported having suicidal 

feelings, either in the past or presently. Interestingly, the women who left the group 

program prematurely reported the greatest fiequency of suicidal thoughts (Phase I drop- 

outs, 61%; Phase I1 drop-outs: 73%). The vast majority (82%) of women felt they had no 

problems or concerns with their alcohol intake. In addition, very few women indicated 

on their intake form any history with street drug abuse. Most of this information is 

displayed in Table 5. 

Overall, support from fiiends was seen as higher than perceived support fiom 

family or professionals. For instance, 75% of the Phase I group indicated they had 

support fiom friends whereas only 58% felt they had support from family and even less 

from professionals (25.8%) (see Table 5). Phase I1 reported receiving the least amount of 

support (from friends: 55.3%; from family 53.2%; from professionals 44.7%). In terms 

of the type of support this information was not available on the agency's intake form. 



Table 5 

Freauenc~ Counts and Percentages for Sociodemogra~hic Variables According to 
Cateaow - Part I1 

Grand total Phase I total Phase I1 total 
(n =189) (n =124) (n=47) 

Sociodemographic 
variable * * * 

Freq. % Freq. % Freq. % 

Mental Health: 

- Individual counselling 148 78.3 95 76.6 39 83.0 

-Psychiatric treatment 69 36.5 44 35.5 18 38.3 

-Suicidal feelings 119 63.0 77 62.1 31 66.0 

-Alcohol 1 drug use 33 17.5 22 17.7 7 14.9 

-Social support: 
- Friends 134 70.9 94 75.8 26 55.3 

- Family 110 58.2 73 58.9 25 53.2 

- Professional 57 30 32 25.8 21 44.7 

Physical Health Com~laints 36 19.0 23 18.5 10 21.3 

* data from an open ended, self administered intake form 
** = fiequency (Freq.) 



Physical Health 

Since the literature has stated that abused women are generally under a 

considerable amount of stress and typically display somatic complaints, it was of interest 

to determine the physical health of this sample. Interestingly, few women indicated any 

type of medical concern (see Table 5). There did not seem to be a pattern of complaints 

as many illnesses had a frequency of one. 

Abuse Historv 

Tables six and seven present the women's history of abuse in their adult intimate 

relationships and with their families of origin. Overall, the abuse experienced by this 

sample appears quite extensive and varied. In addition, more women reported being 

abused in previous relationships than in their current relationship with emotional abuse 

being the most predominant form of abuse being experienced, as will be explained next. 

Emotional abuse. 

The majority of the women in the sample reported experiencing emotional abuse 

by their current and/or past partner (see Table 6). The women's scores on the PASNP 

(non-physical abuse measure) clearly indicated moderate to severe magnitude of 

emotional abuse in their intimate relationship (see Table 7). Recall, the higher the scores 

on the PASNP (15 or greater), the greater the magnitude or severity of experiencing 

physical abuse by an intimate partner (1 00 is the highest possible score). The Phase I 

group had the highest mean score of emotional abuse (X=48.9) and one member in this 



Table 6 

Distribution of Abuse Exoerienced in Present and Past Intimate Relationshi~s According; 
to Cateerorv 

Category 

* Type of abuse Grand total Phase I total Phase I1 total 
experienced in (n = 189) (n=124) (n=47) 
relationships 

** 
Freq. % Freq. % Freq. % 

Emotional Abuse: 
Currently 126 66.7 8 1 65.3 33 70.2 

In the past 151 79.9 101 81.5 37 78.7 

In childhood 107 56.9 67 54.0 28 59.6 

Physical Abuse: 
Currently 85 45.0 57 46.0 21 44.7 

In the past 127 67.2 87 70.2 30 63.8 

In childhood 83 43.9 52 41.9 24 51.1 

Sexual Abuse: 
Currently 43 22.8 22 17.7 14 29.8 

In the past 90 47.6 59 47.6 22 46.8 

In childhood 64 33.9 44 35.5 16 34.0 

Economic Abuse: 
Currently 67 35.4 40 32.3 19 40.4 

In the past 97 51.3 65 52.4 23 48.9 

Neglect in childhood 52 27.5 33 26.6 14 29.8 

* data from opened, self administered intake form 



Table 7 

Comparison of Means. Standard Deviations (SD), Median and Range of Scores for 
Partner Abuse Measures PASNP & PASPH) According to Category 

Partner Abuse Partner Abuse Scale: 
Category Scale: Non-Physical Physical* 

Grand Total 
-Mean (S.D .) 
-Median 
-Range of scores 

Phase I Total 
-Mean (S.D.) 
-Median 
-Range of scores 

Phase I1 Total 
-Mean (S.D.) 
-Median 
-Range of scores 

* As reported earlier in the chapter, a square root transformation was performed on the physical 
abuse variable to eliminate a strong positive skew. 

NOTE: Clinical cut off scores are 15 and higher for PASNP and scores of two and greater for 
PASPH; the higher the score, the greater the magnitude or severity of experiencing physical 
abuse by an intimate partner. 



group yielded a score of 99. The Phase II group experienced considerably less emotional 

abuse (X=32.5) than the rest of the sample but the score is still well above the clinical cut 

off. In terms of family of origin abuse, over half of the total sample indicated they were 

victims of childhood emotional abuse (56.9%). Less than 30% of all of the women listed 

being neglected as a child. 

Physical abuse. 

The majority of the sample disclosed past and current physical abuse in their adult 

relationships (see Table 6). Data from the Partner Abuse Scale: Physical (PASPH: 

Hudson, 1990) is depicted in Table 7. As with the PASNP, the higher the score on the 

PASPH, the greater the magnitude or severity of abused experienced by an intimate 

partner, with clinical cut off starting at 2. Overall, the women reported a higher 

frequency rate for non-physical abuse (emotional abuse) than physical abuse as 

measured by these two scales. The highest incidence of physical abuse was reported by a 

woman who completed Phase XI group (score 71.3; maximum score is 100). 

In terms of the standardized self-report measures of abuse, the standard deviations 

are quite large indicating a wide dispersion of scores (see Table 7). Furthermore, a one 

way Analysis of Variance was conducted on the physical and non-physical abuse scores 

and the results are reported in the analysis associated with the third research question. 

Forty-five percent of the total sample disclosed experiencing physical abuse as a 

child. Interestingly, the frequency rates for abuse were relatively similar between the two 

groups, except on the childhood physical abuse variable. Forty six percent of the Phase I 

group stated they were physically abused compared to 45% in the Phase I1 group. 



Sexual abuse. 

Twenty-two percent of the sample disclosed currently experiencing sexual abuse 

(22.8%: Table 6). Of those women who did report sexual abuse, most indicated this form 

of abuse occurred in the past rather than in the present. For example, 47% of the total 

sample indicated being sexual abused in their past relationships and 33.9% disclosed 

being survivors of childhood sexual abuse. 

Economic abuse. 

Table 6 indicates the group of women who have experienced this form of abuse. 

Overall, all groups reported past rates of economic abuse of fifty percent or higher. 

Length of the abusive relationship. 

For those who identified they were currently married to the partner that abused 

them (at the time of starting the group), the mean length for these women, regardless of 

the group they were in, was approximately ten years (see Table 8). Overall, the women 

currently in abusive common-law relationships had mean lengths of time not exceeding 

six years. 

In terms of those who indicated at the start of their group that they were currently 

not in a relationship where abuse had occurred (n = SO), the length of the abusive - 

marriage was nine years for Phase I and 13.7 years for Phase I1 The mean length of past 

common-law relationships did not exceed a score of six years. 

Interestingly, at the start of their group, the majority of women indicated that they 

were not in an abusive relationship with the person that caused them to seek counselling 



for abuse and it appears most of the abusive partners were husbands, as opposed to 

common-law spouses. 

Demographic Summary 

This sample of women, nearly all of whom were born in Canada, reported 

moderate to high rates of abuse in their relationships, both past and present. Most of 

them were not with their abusive partner at the start of the group. The majority reported 

some form of childhood abuse, with emotional abuse being stated most frequently. 

Disclosures of childhood sexual abuse, neglect, and physical abuse were above 25% 

across all groups. Very few women reported issues of alcohol or drug problems. 

However, a large portion of the women reported having suicidal feelings. Many had 

children residing with them and only a handful had child welfare involved in their 

families. A high proportion of women had grade 12 education. Over half of the total 

sample were employed. Finally, the rates of social support from friends were relatively 

high across the sample with women in Phase I reporting the most support. 



Table 8 

Mean and SD of Overall Length of Current relations hi^ Status with Abusive Partner 
At Start of Group According to Catenorv * 

Category Married Common-Law Dating 
(Years) (years) (years) 

Grand Total 
-Mean 
-S.D. 
-Range 

Phase I Total 
-Mean 
-S.D. 
-Range 

Phase I1 Total 
-Mean 
-S.D. 
-Range 

* The question posed was: Are you currently in a relationship where abuse has occurred? 
If yes, how long have you been in this relationship? 



Table 9 

Mean and SD of Overall Length of Past relations hi^ and Status with (Ex) Abusive 
Partner at the Start of Grow According to Categorv * 

Category Married Common-Law Dating 
(Years) (Ye=) Ole=) 

Grand Total 
-Mean 
-S.D. 
-Range 

Phase I Total 
-Mean 
-S.D. 
-Range 

Phase I1 Total 
-Mean 
-S.D. 
-Range 

* The question was: If you are goJ currently in an abusive relationship, how long were you in 
this relationship? 



Part 11: Analysis of the Research Questions 

The following section will present the analysis of each research question. For 

ease of reference, Table 10 provides a summary of the results obtained along with the 

variables and type of analysis performed. Of importance, the alpha level of significance 

was defined at .05. The chapter will conclude by reviewing the participant's evaluations 

about the group program. 

Research Ouestion #1: 

Will the abused women who completed the first phase in the two-stage group 

program show significantly greater treatment differences at post-test compared to 

their level at pre-test in the areas of self-esteem, depression, and post-traumatic 

stress as measured by the ISE, BDI, and IES scales, respectively? 

A repeated measures Multivariate Analysis of Variance (MANOVA) was 

performed including each of the dependent measures (i.e., ISE, BDI, IES) to determine if 

there were significant differences between the pre-test and post-test mean scores. A 

MANOVA analysis is preferable to a series of t-tests because it reduces the probability of 

committing a Type I error and a repeated measures MANOVA recognizes that the pre 

and post test measurements are not independent (Gilbert, 1981). Given that the analysis 

required a complete set of pre-test and post-test data per subject, the analysis involved 53 

subjects. 



Table 10 

Summary Table of the Results 

Question 

#1: Phase I Group: 
(paraphrased) 
Is there a difference 
between pre-test and 
post-test mean 
scores on the 
dependent variables? 

Variables 

-Self-esteem 
-Depression 
-Post-traumatic 
stress: 

intrusion 
avoidance 

Repeated measures 
multivariate 
analysis of variance 
(MANOVA) 

Analyses 

Significance on all pre vs. 
post scores on dependent 
variables 

Main Results 

-Largest change seems to 
be in reducing the intrusion 
symptoms 

#2: Phase I1 Group: 
(paraphrased) 
Is there a difference 
between pre-test and 
post-test mean 
scores on the 
dependent variables? 

-Self-esteem 
-Depression 
-Post-traumatic 
stress: - intrusion 
m avoidance 

Repeated measures 
multivariate 
analysis of variance 
(MANOVA) 

Significance on all pre vs. 
post scores on dependent 
variables 

-Largest change seems to 
be with reducing depression 

#3: 
Are there similar 
improvements across 
Phase I and Phase I1 
in the dependent 
variables? 

-Self-esteem 
-Depression 
-Post-traumatic 
stress: 
o intrusion 
m avoidance 
-Non physical 
abuse 
-Physical abuse 

-Multivariate 
Analysis of 
Covariance 
(MANCOVA) 

-Type or amount of abuse 
did not affect the results 
-Phase I post-tests not 
different from Phase I1 
post-tests 

#4: 
What, if anything, 
distinguishes the 
women who 
complete Phase I or 
I1 group fiom the 
women who 

I prematurely left the 
program? 

Five categories 
of demographic 
variables 

Logistic regression -Unemployed, experiencing 
physical abuse but not 
economic abuse are likely 
connected to drop-out 

Predicted 64% of 
completers & 69% drop- 
outs 



Table 10 

Summaw Table of the Results (continued) 

Question 

#5 
What, if anything, 
distinguishes the 
group of women 
who had high post- 
program scores fiom 
the women who had 
low post-program 
scores? 

#6 
What are the 
patterns of pre-test 
and post-test scores 
for abused women 
who completed both 
Phase I and I1 ? 

Variables 

-Self-esteem 
-Depression 
-Post-traumatic 
stress: 

intrusion 
avoidance 

-Nan physical 
abuse 
-Physical abuse 
-Demographic 
variables 

-Self-esteem 
-Depression 
-Post-traumatic 
stress: 

intrusion 
avoidance 

Analyses 

SPSS k-means 
clustering 
technique 
(to create a low and 
high cluster 
category of 
women's post 
program scores) 

IklANOVA 

Repeated measures 
multivariate 
analysis of variance 
(MANOVA) 

A series of 
MANOVAs 

Main Results 

Main difference between 
low vs. high post-program 
scores clusters was 
depression, followed by 
self-esteem 

Those with lower post- 
program scores tended to 
have: no job; no high 
school diploma; psychiatric 
history; previous 
counselling; suffered 
childhood abuse; and 
reported no support fiom 
family or friends. 

-Phase I group significant 
changes 

-Phase I1 group no 
significant changes 

-Phase I1 pre-test better 
than 
Phase I pre-test 
-Phase I1 post-test better 
than Phase I pre-test 
-Phase I1 pre-test scores 
dropped compared to 
Phase I post-test scores 



The repeated measures MANOVA analysis indicated statistically significant 

improvements for the women in the Phase I group between the pre-test and post-scores, 

namely, self-esteem, depression, intrusion and avoidance (Hotelling's T = 2.9; F=36.0; 

~c.001). Table 1 1 presents the MANOVA-generated univariate F-values for each of the 

four variables. 

The greatest pre vs. post test differences were in the intrusion variable (F =122.9). 

This finding indicates that women who completed the Phase I group experienced 

significantly less intrusive memories and disturbing images of being a victim to domestic 

violence than at the start of the group. In addition, positive and significant benefits also 

occurred for these women as they reported higher self-esteem (eta2 = .56), less depression 

(eta2 = .63) and less avoidant behaviors (eta2 = .39) than prior to attending Phase I group. 

In terms of clinical significance, it appears: (i) depression moved from moderate 

to mild ratings over the duration of the group; (ii) self-esteem pre-test and post-test mean 

scores remained in the clinical range (above 30); and (iii) avoidance and intrusion self- 

reported symptoms approached the clinical cut off score at pre-testing and by post- 

testing, the scores had dropped well below the clinical range. 



Table 11 

Pre-test vs. Post-test Scores for Phase I Com~leters (research question #1) 

Phase I Group 

(n =53) 

Pre-test Post-test Univariate Eta 

Dependent variable 
Mean 95% Mean 95% F-value Squared 
(S.D.) CI (S.D.) CI 

Self-Esteem Index 49.3 45.4- 34.0 29.9- 65.3*** .56 
(IsE) (14.2) 53.2 (14.9) 38.1 

Beck Depression 26.7 23.9- 11.9 9.1- 89.4*** .63 
Inventory (BDI) (10.0) 29.4 (10.0) 14.6 

Impact of Events Scale 24.9 22.9- 12.4 9.8- 122.9*** .70 
(IES): Intrusion (7.2) 26.9 (9.2) 14.9 

Impact of Events Scale: 24.7 22.2- 15.6 12.7- 33.2*** .39 
(IES): Avoidance (8.8) 27.1 (10.4) 18.5 

Notes: 
A) * = pC.05; ** = pC.01; *** = pc.001 
B) CI = Confidence Interval 



Research Question #2: 

Will the abused women who completed the last phase in the two-stage group 

program show significantly greater treatment differences at post-test compared to 

their level at pre-test in the areas of self-esteem, depression, and post-traumatic 

stress as measured by the ISE, BDI, and IES scales, respectively? 

The MANOVA revealed statistically significant differences for the Phase I1 

group among the pre-test and post-test variables of self-esteem, depression, intrusion and 

avoidance (Hotelling's T=2.9; F=17.3; p<.001). Table 12 presents the univariate F- 

values for each of the four variables analyzed. 

The greatest pre vs. post test change occurred for the depression variable 

(F = 42.9). Specifically, at pre-testing, the majority of the women had scores that met or 

nearly met the classification of mild depression (scores 18.7 or higher). Upon completion 

of the program, most of the women's depression scores were in the classification of mild 

(mean scores under 10.9, according to Beck et al., 1988). 

In addition, the women who completed the group reported more self-esteem 

(eta2 = .SO) but their post-test mean scores still remained in the clinical range; less 

intrusion symptoms (eta2 = .52); and engaging in fewer avoidant behaviors (eta2 = .26). 

In terms of the latter, both intrusion and avoidance were lower at both testing periods 

than the stipulated clinical cut off that indicates significant problems with post traumatic 

stress symptoms. 



Table 12 

Pre-test vs. Post-test Scores for Phase 11 Com~leters (research question #2) 

Phase I1 Group 
(N = 28) 

Pre-test Post-test 
Univariate Eta 

Dependent variables Mean 95% Mean 95% F-value Squared 
(S.D.) CI (S.D.) CI 

Self-Esteem Index 40.6 34.3- 32.6 27.2- 27.0 *** .50 
(ISE) (16.1) 46.8 (14.0) 38.0 

Beck Depression 16.4 12.7- 7.9 4.8- 42.9*** .61 
Inventory (BDI) (9.7) 20.2 (8.0) 11.0 

Impact of Events Scale 17.8 14.0- 9.6 5.6- 29.1*** -52 
(IES): Intrusion (9.7) 21.5 (10.1) 13.5 

Impact of Events Scale 18.8 14.5- 13.0 8.8- 9.4** -26 
(IES): Avoidance (10.9) 23.0 (10.8) 17.2 

Notes: 
A) * = pC.05; ** = p<.Ol; *** = pC.001 
B) CI = Confidence Interval 



Research Ouestion #3: 

Are there similar improvements across Phase I and Phase I1 in the levels of self- 

esteem, depression, intrusion and avoidance, as measured by the ISE, BDI, IES, 

respectively? 

The purpose of this question was to determine if clients who had completed the 

second phase of the program would report with less symptomatology than those who had 

only completed the first phase of the program. A Multivariate Analysis of Covariance 

(MANCOVA) was conducted to test for significant differences among the post-test 

scores of Phase I vs. Phase I1 participants. A MANCOVA rather than a MANOVA was 

conducted because post-test scores are not independent or unrelated to pre-test scores and 

a MANCOVA enables one to covary out the effects of the pre-test scores. A 

MANCOVA of the post-test scores indicated that there were no statistically significant 

differences in post-test scores across groups after the influence of the pre-test scores was 

factored out (Hotelling's T=. 1; F=1.2; n.s). This finding indicates that although Phase I 

participants entered the program with significantly higher depression and intrusion scores 

than their mean post-test scores, their mean post scores were not significantly different 

fkom the Phase I1 group mean post-test scores. 

In summary, the analysis for the third research question suggests that the 

improvements (i.e., pre vs. post mean differences) in self-esteem, depression, intrusion 

and avoidance scores among Phase I participants were greater than among Phase I1 

participants. This finding needs to be interpreted cautiously because the mean scores for 



Phase I participants were significantly lower at pre-test than among Phase I .  participants, 

which would create more room for improvement and thus a greater impact of change. 

Secondly, it is not possible to say whether this change is due to differences in the 

womens' characteristics or the program effectiveness; this will be discussed in the next 

chapter. 

Although not mentioned in the research question, the author conducted an 

additional analysis to see if abuse was a confounding variable. Thus, to determine if the 

type or amount of abuse experienced affected the above fmding, a one-way Analysis of 

Variance (ANOVA) was conducted on the physical and non-physical abuse scores and 

revealed a significant Phase difference in the non-physical abuse levels [F(1,77)=20.1; 

p<.001]. For Phase I participants the mean non-physical abuse score was 54.4 (s.d. = 

2 1.2) and for Phase I1 participants the mean non-physical abuse score was 28.6 (s.d. = 

29.2). In terms of physical abuse, the differences in the transformed Physical Abuse 

scores at program entry for Phase I vs. Phase I1 participants were not significant (F=5.76, 

(p=.019). 

Since Phase I participants reported significantly higher pre-program levels of 

non-physical abuse, a MANCOVA of the self-esteem, depression, intrusion and 

avoidance pre-test scores controlling for non-physical abuse scores was conducted. 

Analysis revealed that non-physical abuse did not have a significant effect on any of the 

pre-test scores (F=.7; p=.61 n.s.). 



Research Question #4: 

What, if anything, distinguishes the women who complete Phase I or I1 group 

fiom the women who prematurely left the program? 

A forward logistic regression was used to determine which variables, if any, could 

be used to significantly predict program completion among all participants. A logistic 

regression is the appropriate regression technique when the dependent variable (i.e., 

completion vs. dropout) is a dichotomous variable. Five relevant categories of binary 

dichotomous variables (yeslno) were entered into the regression: (i) demographic 

variables (i.e., Canadian-born, education, employment status, having children); (ii) health 

status (i.e., medical concerns, psychiatric history, alcohoVdrug abuse, mental health 

concerns, previous suicidal concerns, previous counselling); (iii) childhood abuse (i.e., 

sexual, physical, emotional, neglect); (iv) previous relationship abuse (i.e., sexual, 

physical, emotional, economic); and (v) current relationship abuse (i.e., sexual, physical, 

emotional, economic). All the subjects were included in this analysis but completed data 

on the above variables were available for only 109 of the 17 1 participants (64%). 

The statistically significant predictors of program completion are presented in 

Table 13. An examination of this table indicates that participants who were currently 

employed and experiencing economic but not physical abuse in their present relationship 

were more likely to complete the program. Alternatively, unemployed participants and 

those who were currently experiencing physical abuse (but not necessarily economic 

abuse) were more likely to drop out of the program. Using these three variables as 



criteria, the logistic regression was correctly able to predict 64% of the program 

completers and 69% of the program drop-outs. 

Table 13 

Simificant Predictors of P r o m  Com~letion (research question #4) 

Variable ' B S.E. Wald 

Currently employed 1.41 .44 10.8 ** 

Not currently experiencing physical abuse 1.40 .50 7.9 ** 

Currently experiencing economic abuse 1.36 .52 6.7 ** 

Constant 1.14 .37 9.4 ** 
Note: * = p<.05; ** = pc.01; *** = p<.001 'at time of intake 



Research Question # 5: 

What, if anything, distinguishes the group of women who had high post-program 

scores fiom the women who had low post-program scores? 

A SPSS k-means clustering technique was used to divide the participants who 

completed either Phase I or Phase 11 into two clusters (i.e., high post-program score vs. 

low post-program score) based on scores of self-esteem, depression, intrusion and 

avoidance (see Table 14). Although it is possible to use the mean or median to divide a 

sample into high vs. low score groups, the SPSS k-means program provides a more 

disciplined approach that clusters individuals together based on the similarity of their 

scores. The k-means clustering technique also allows the user to create groups based on a 

pattern of scores or group of variables rather than being limited to a single variable such 

as mean or median. 

A MANOVA confirmed that the two clusters were significantly different on all 

four dependent variables used to generate the two clusters (Hotelling's T=2.3; F =45.5; 

p<.001). An examination of the eta squared values associated with the clustering 

variables indicate the greatest differences between groups were in the areas of depression 

(eta2 = .61) and self-esteem (eta2 = .41). 

The question arose whether the high post-program score participants also had 

higher pre-program scores, or whether both clusters started the program with similar 

scores but one group experienced more beneficial outcomes by participating in the 

program. To answer this question, a MANOVA was conducted on the pre-program 



variables associated between cluster group. Specifically, the pre-program self-esteem, 

depression, avoidance, and intrusion scores and the level of physical and non-physical 

abuse that participants reported at program entry, were considered. The MANOVA 

results indicated a significant difference between groups in these pre-program measures 

(Hotelling's T=.3; F(6,72)=3.5; pC.01). An examination of the eta squared values in 

Table 15 reveals that the low post-program score group had significantly higher pre- 

program levels of low self-esteem, depression , avoidance and intrusion. Interestingly, 

there were no significant differences between the two clusters in the levels of physical 

and non-physical abuse reported by the women. However, it should also be noted that 

the standard deviation associated with the physical and non-physical abuse scores were 

very high which indicates that there was considerable variation in the amount of abuse 

reported. 

Another question that arose during the analysis was whether demographic factors 

are in any way related to participants' post-program scores. The demographic variables 

are listed in Table 16 along with the corresponding percentages per cluster group. In 

reviewing the table, it appears there may be some variables that could influence the 

extent to which women benefit fiom the group program. More specifically, yet 

remaining speculative due to the use of descriptive statistics, when the median of 10% is 

used (based on the percentage difference between each variable recorded on a fkequency 

table), the demographic variables that seem to distinguish the women who had high post 

program scores fiom the low post program scores were those who: (i) had a high-school 

education; (ii) were employed; (iii) did not have a psychiatric history; (iv) did not report 



mental health concerns; (v) had no previous counselling; (vi) did experience feelings of 

suicide; (vii) did not indicate childhood sexual, physical or emotional abuse; (viii) had 

past relationship history of economic abuse, and (ix) received support fiom friends and 

family. 

Tentatively, these results suggest that certain demographic variables may be 

influential in helping women receive more benefits fiom the group program than women 

who do not have a certain background profile. For example, having a high school 

education seems advantageous for the women in the agency's group program as women 

are able to read and process the extensive psychoeducational material presented. 

Conversely, not being able to read comfortably may increase one's anxiety and 

consequently, lower the benefit the group program could offer to some of the 

participants. Therefore it may be necessary, upon further investigation, to offer 

programming that adapts to the participant's background. For instance, group programs 

might need to incorporate more flexibility in its delivery of material to meet the different 

learning needs of the participants as well as offer more support to those women who 

present in crisis or with a lack of a healthy support system. 



Table 14 

I t - T e s t  Assessments 
(research question #5) 

Cluster Groups 

Low post- High post- 
program scores program scores 

Post-test assessment (n=24) (n =61) Univariate Eta 
F-value Squared 

Mean S.D. Mean S.D. 

Self-Esteem Index 48.4 11.9 28.0 11.0 56.5 *** .4 1 
USE) 

Beck Depression Inventory 21.9 8.6 5.8 4.5 128.1 ** .61 
@DI) 

Impact of Events Scale 20.4 8.3 7.7 7.3 48.6 *** .37 
(IES): Intrusion 

Impact of Events Scale: 24.4 7.4 10.6 8.9 45.3*** .35 
(IES): Avoidance 



Table 15 

Com~arison of Low vs. High Post-Promam Scores bv Clusters on Ere-Test Assessments 
(research question #5) 

-- 

Cluster Groups 

Low post- High post- 
program scores program scores 

(n=24) (n =61) 
Pre-program assessment 

Univariate Eta 
Mean S.D. Mean S.D. F-value Squared 

Self-Esteem Index 53.3 14.2 43.3 14.7 6.2 * .08 
(ISE) 

Beck Depression 
Inventory (BDI) 29.5 9.2 21.2 10.3 11.1 *** .13 

Impact of Events Scale 
(IES): Intrusion 28.0 5.0 21.0 8.5 13.7 *** .15 

Impact of Events Scale: 
(IES): Avoidance 27.4 6.3 21.3 10.1 7.1 ** .08 

Non-physical abuse 45.7 23.6 46.0 28.3 .O .O 

Physical abuse 



Table 16 

Comparison of Low vs. High Post-Promam Score Cluster Groups on Demographic 
Variables (research question #5) 

- 
Cluster G r o u ~  

Demographic variables Low post- High post- 
program scores program scores N 

General demographic: 
- Age (in years) 
- Immigrant 
- High school grad 
- Employed 
- Have children 

36.8 years 
4 %  
71 % 
46 % 
67 % 

Health status: 
- Medical concerns 25 % 
- Psychiatric history 50 % 
- Alcohol or drug abuse history 21 % 
- Mental health concerns 46 % 
- Suicidal history 55 % 
- Previous 1 : 1 counselling 88 % 

Childhood abuse history: 
- Sexual abuse 
- Physical abuse 
- Emotional abuse 
- Neglect 

Relationship abuse history: 
- Past sexual abuse 
- Past physical abuse 
- Past emotional abuse 
- Past economic abuse 
- Current sexual abuse 
- Current physical abuse 
- Current emotional abuse 
- Current economic abuse 

Source of support: 
- Friends 67 % 
- Family 46 % 
- Professionals 42 % 

36.7 years 85 
7 %  85 
90 % 84 
69 % 85 
75 % 85 



Research Ouestion #6: 

What are the patterns of pre-test and post-test scores for abused women who 

completed both Phase I and 11, in the areas of self-esteem, depression and post- 

traumatic stress as measured by the ISE, BDI, and IES scales? 

This sample of 18 women who completed both group programs had a mean age of 

37.1. They disclosed currently experiencing emotional abuse (67%), physical abuse 

(39%), sexual abuse (39%), and economic abuse (44%). Rates of past relationship abuse 

were slightly higher than the rates of current abuse. In terms of childhood abuse, most 

women reported emotional abuse (66%), followed by physical abuse (41%), neglect 

(29%), and childhood sexual abuse (23%). Most of the women were married but not 

living with their abusive spouse at the start of either group. No one reported problems 

with alcohol, 17% presented with medical problems, 25% had mental health concerns 

stemming mainly from depression. Nearly 90% had grade 12 education and 70% were 

employed. Most of the women had children who were residing with them. 

Table 17 presents the pre-test and post-test scores for both Phase I and Phase I1 

for all participants (N=18) who completed both programs. A repeated measures 

MANOVA confirmed that there were significant differences among the pre- test and 

post-test scores (Wilk's lambda =.4; F=4.2; p<.001). 

Since a repeated measures MANOVA (using SPSS version 8) does not identify 

where the significant differences exist when there are more than two measurement points 

(i.e., pre-test and post-test), a series of MANOVA analyses was used to conduct a post- 



hoc analysis between the various pre-test and post-test means. Table 18 presents the 

overall MANOVA values for the various pre-test and post-test comparisons. 

An examination of the table indicates that there were significant differences 

among the pre-test and post-test scores. All analyses, with the exception of Phase I1 pre- 

test vs. post-test, were significant at an alpha level of .05. However, these results must be 

interpreted with caution because the number of post-hoc tests conducted increased the 

possibility of a Type I error (i.e., 6 tests x .05 = 30% chance of a Type I error). It should 

also be noted that smaller samples require a larger effect size to create statistical 

significance with a small sample such as this. 

With these cautions in mind, the results fiom the final research question raise a 

number of interesting findings. First, Phase I group likely made a significant impact in 

the assessed areas of self-esteem, depression and post-traumatic stress (see comparison 

reference #1 on Table 18). Second, no significant differences were apparent between the 

participants' pre-tests and post tests score means for the Phase I1 group (see comparison 

reference #6 on Table 18). Third, the results infer that fiom the time the women started 

the first program to the time they completed the second group, overall improvements 

occurred in the assessed areas related to self-esteem, depression and post-traumatic stress 

(see comparison #3 on Table 18). Fourth, the results imply that when these women 

started Phase I1 they were hctioning,better, in terms of the assessed variables, than 

when they started Phase I (comparison number #2 on Table 18). Fifth, at post test Phase 

I vs. post test Phase 11, symptoms associated with post traumatic stress improved with 

time, however, little difference occurred for the women's self-esteem or depression. 



The final observation from Table 18 refers to comparison pair number four. It 

seems that by the time the participants began their Phase I1 group, the only area that 

remained relatively stable since completing Phase I was the avoidance aspect of post 

traumatic stress (refer to Table 17 for mean scores). The remaining areas, that is, self- 

esteem, depression, intrusion had deteriorated. To restate, the assessment variable scores 

for these women at the start of Phase I1 were higher (i.e., worse) than the scores they had 

obtained at the conclusion of Phase I. A review of the women files indicated that the 

average time between Phase I and Phase I1 for this sample was 37.5 days. 

Figure 3 provides a graphic presentation of the above discussion with a particular 

reference to performance on the variables over time. Briefly, the Figure demonstrates the 

variables have a tendency to fluctuate, however, there is a trend towards improvement. 

To conclude, it appears, in the assessed areas, improvement across time occurred for this 

sample of women who completed both Phase I and I1 except in a few noted areas. It 

seems the women experienced a relapse while waiting for Phase I1 to begin and their pre- 

test and post-test scores for Phase I1 were not associated with a significant change. 



Table 17 

Phase I vs. Phase I1 Continuer Pre-Test and Post-Test Scores (research question #6) 

Phase I Phase I1 

Pre-test Post-test Pre-test Post-test 
Variable Uni- Eta 

X * S.D. X S.D. X S.D. X S.D. variate Squared 

Self-Esteem 41.2 25.2 29.5 20.5 38.1 16.2 33.0 12.4 5.1 .23 
Index (ISE) 

Beck 
Depression 23.5 15.7 10.6 10.7 15.1 12.3 10.3 10.4 13.3 .44 
Inventory 
(BDI) 

Impact of 
Events Scale 20.5 12.4 9.6 9.6 16.0 9.2 13.4 10.7 6.4 .26 
(IES): 
Intrusion 

Impact of 
Events Scale 19.4 11.7 20.6 12.7 17.3 10.0 15.1 10.5 1.3 .07 
(IES): 
Avoidance 



Table 18 

MANOVA Values in Post-Hoc Analysis of Continuers (research question #6) 

Comparison 
reference Phase I Phase I1 
number MANOVA Eta 

Pre-test Post-test Pre-test Post-test F-value Squared 



Figure 3 

Pre and Post Means for Group Members Who Completed Both Phase I and Phase I1 on 
the Self-Esteem. Depression and Post Traumatic Stress Variables 

[The higher the scores, the greater the magnitude of the problem] 
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Part 111: Descriptive Analysis of the Drop-out Questionnaire 

The third and final section of this chapter presents the main results fiom a 

descriptive analysis of the data from the women who prematurely left Phase I. The data 

fiom Phase I1 was not included since less than half of these women could be located for 

follow-up. When appropriate and feasible, the findings were reported in one or more of 

the following ways: tables, fiequencies, percentages, and raw data. 

Reasons for Leaving 

Fifty seven percent (n=36) of the drop-out participants fiom Phase I could be 

contacted to inquire about the reasons for leaving the group. As depicted in Table 19, 

there did not seem to be one strong overall theme as to the main reason given for an early 

departure fiom Phase I. The number one reason for leaving the group was the client not 

having enough time in her schedule to attend the group (n=8: 23%), followed by having 

transportation difficulties (n=5; 14%) and not feeling part of the group (n=4; 1 1.4%). 

The category labeled "other" refers to reasons that only received a frequency count of one 

such as a childcare problem and a problem with the structure of the group. However, 

when asked to list their overall reasons for leaving Phase I early, nearly 3 1% (n= 1 1) of 

the women indicated difficulties attending group because of a lack of transportation 

andlor could not financially afford the cost to get to the group (e.g., bus fare) followed by 

22% (n=8) of the women experiencing a crisis that involved health issues for either 

themselves or a family member (see Table 19). 



Table 19 

Freauencv Counts and Percentages of the Reasons Participants Left Phase I Group 
P- 

All reasons Number one reason 
Reasons for leaving the (n=3 6) (n=35) 

group prematurely 
(Phase I Group) Freq. % Rank Freq. % 

No time / too busy 17 47.2 #1 8 22.9 

Transportation difficulties due to 1 1  30.6 #2 5 14.3 
lack of money or resources 

In crisis 8 22.2 #4 3 8.6 

Did not feel like I belonged, 3 8.3 #3 4 11.4 
generally 

Group dynamics too intimidating 3 8.3 -- -- -- 

Group too big 3 8.3 -- -- -- 

Other (fiequency counts of 1) 13 36.1 -- 12 34.2 

No reason cited -- -- -- 3 8.6 

Freq. = Frequency 



Oualitv of Service 

Overall, half of the drop-out participants that could be contacted for this follow- 

up questionnaire (n=18: 50%) reported there was nothing they did not like about the 

group (see Table 20). However, there were some women who felt the group size was too 

large (n=10; 28%); did not like the open drop-in format (n=3; 8%); and felt there was not 

sufficient amount of time to cover all the session material (n=3; 8%). However, it is clear 

that when Table 20 and 2 1 are examined, the drop-out evaluations of their group 

experience are on the whole more positive than negative. For example, 61% of the Phase 

I drop-outs, when asked what they liked best about the group, identified having their 

experiences normalized (n=22; 61 %) followed by the information presented in the group 

program (n=10; 28%). In terms of an overall assessment of the group, as Table 22 

indicates, these women generally found the group to be very useful (n=19; 53%), the 

facilitators very skilled (n=21; 58%) and felt the other group members were supportive to 

very supportive (n=26; 72%). Despite these positive evaluations, over 60% of the 

women indicated they had no plans to re-register in Phase I andlor were not sure if they 

were going to re-register again (see Table 23 for exact results). 

Recommendations from Phase I Drop-outs 

The number one recommendation for change, from the perspective of the drop-out 

participants, was related to the need to offer smaller groups (n=15; 24%), ideally a group 

size between 8 to 10 members (n=8; 6 1.5%). All the other recommendations had 



frequency counts of one except for four women wanting the group to be a closed group 

(1 1%; a table was not provided, given the main findings were presented within this 

paragraph). 

A potentially usefhl recommendation was discovered as a result of specifically 

asking how helpful it would have been if a group facilitator had called to invite them 

back to the group. Interestingly, nearly 70% of the women indicated it would have been 

somewhat helphl to very helpful for them in returning to the group if they had received a 

personal invitation to do so (see Table 24 for the exact results). 

In conclusion, even though the majority of the sample of drop-outs from Phase I, 

who could be contacted, did not plan to return to Phase I (or were unsure about their 

plans: see Table 23), they tended to rate the group experience quite favorably. 

Difficulties attending group were centered around the women's schedules and 

transportation difficulties. Interestingly, if their group facilitators would have called to 

invite them back to the group, a high proportion of women indicated this contact could 

have led to their return. Overall, these conclusions need to be made cautiously since the 

opinions of those who could not be contacted are not represented (n=27; 43%) and there 

are also limitations related to the follow-up interview that will be discussed in the next 

chapter. 

Client Satisfaction of the Program: Completers 

The last table (see Table 25) summarizes the findings fiom the perspective of the 

clients who completed either Phase I, Phase I1 or both. Overall, the evaluations are quite 

positive and note a strong preference for the facilitators and for the program content. 



Table 20 

Freauencv Counts and Percentages of What Drop-Out Phase I Members Liked 
Least About the G r o u ~  

Phase I drop-out 
members liked least 

about the group 

Phase I total 
(n=36) 

Frequency % 

Nothing 
Group size too large 
Drop-in format 
Not enough time 
Other (fkequency counts of 1) 

Table 21 

Freauencv Counts and Percentages of What Drop-Out Phase I Members Liked 
Best About the Grouv 

Drop-out Phase I members 
liked best about the group 

Phase I Total 
(n=36) 

-p -- 

Frequency % 

Normalization / Felt hope 
Information 1 Resources 
Felt safe and not judged 
Other (fkequency counts of 1) 



Table 22 

Freauencv Counts and Percentages for Program Satisfaction for Phase I 
D~oD-Outs 

Total 
(n=36) 

Evaluation 

Frequency % 

Found the moup to be: 
- very useful 19 52.8 

- useful 7 19.4 

- somewhat useful 9 25.0 

- not useful 1 2.8 

Found the facilitators to be: 
- very skilled 2 1 58.3 

- skilled 9 25 .O 

- somewhat skilled 6 16.7 

- not skilled at all 0 0.0 

Other m o u ~  members were: 
- very supportive 15 41.7 

- supportive 11 30.6 

- somewhat supportive 7 19.6 

- not very supportive at all 3 8.3 



Table 23 

Freauencv Counts and Percentages of Drop-Outs Who Plan to Return to Phase I Group - 

Phase I 

Plan to re-register 
in phase-I Frequency % 

Yes 
No 
Not Sure 

Table 24 

Freauencv Counts and Percentages of the Client Perceived Denree of Helpfulness 
in Returning to the Group if Received an Invitation to Return 

Phase I 
Degree of helpfilness in (n=36) 

returning to the group if client 
received an invitation to return Frequency % 

Very helpful 
Helpful 
Somewhat helpful 
Not helpfil at all 
Unsure 



Table 25 

Freauenc~ Counts and Percentages for Program Satisfaction for Phase I, Phase I1 and 
Phase I and I1 Completers 

Condition 

Phase I Phase I1 Completed 
completers completers both Ph I & I1 

Evaluation variable (n =53) (n '28 ) (n= 1 8) 

Freq % Freq % Freq % 

Found the moup to be: 
- very useful 44 88.0 22 81.5 11 78.6 

- somewhat useful 2 4.0 2 7.4 --- --- 

- not usehl --- --- --- --- --- --- 
The facilitators were: 
- very skilled 40 80.0 22 81.5 11 78.6 

- skilled 9 18.0 5 18.5 3 21.4 

- somewhat skilled 1 2.0 --- --- --- --- 
- not skilled at all --- --- --- --- --- --- 

Grour, members were: 
- very supportive 33 66.0 11 40.7 8 57.1 

- supportive 11 22.0 13 48.1 6 42.9 

- somewhat 6 12.0 12 7.4 --- --- 
supportive 

- not very supportive 1 3.7 --- --- --- --- 
at all 

* = fkequency (freq) ** = percentage (%) 



CHAPTER VI: DISCUSSION 

Nature of the Study 

This chapter will begin by reviewing the purposes of the study. Then, a summary 

of the demographic data will be provided. Thereafter, the chapter will discuss the 

quantitative and descriptive findings of the research questions. Based on these findings, 

the implications and recommendations for treatment will be presented. Throughout the 

chapter, limitations of the study and specific recommendations for future research will be 

identified and the chapter will conclude with a summary statement of additional research 

topics. 

Purposes of the Study 

To begin, the main intent of this dissertation is to contribute to the family violence 

literature which pertains specifically to counselling services offered to abused women. It 

was demonstrated in chapters I1 and 111 that there is a lack of empirical research to 

investigate the efficacy of groups for women who have been abused by their partners. 

Therefore, this dissertation investigated, by using one of the largest samples to date, the 

impact a group program had on abused women's depression, self-esteem and post 

traumatic stress scores. In addition, this investigation evaluated a two stage group 

program for abused women since no study to date has examined multi-stage groups. It 

was also explained in chapter I1 that this study was the first to include post traumatic 

stress as a group counselling treatment outcome variable. Finally, the reasons women did 

not complete the group program are documented. 



Sociodemographic Data 

The following will summarize the essential demographic data to substantiate that 

this sample, to some extent, can be generalized to other abused women. This sample, 

across groups, had a mean age that ranged in the mid-thirties, which resembles the mean 

ages reported by Campbell and associates (1997; age 31.7), Rubin (1991; age 30.5), and 

Trimpey (1989; age 33.7). The sample was predominately Caucasian, which is nearly 

identical to other related studies reported in the literature. The education levels (grade 

12; few had post-secondary education) were comparable to Tuel and Russell (1 998) as 

well as Campbell and colleagues' (1997) samples. The majority of the sample were not 

with their abusive partners at the time of the investigation, a finding similar to other 

empirical investigations (Cox & Stoltenberg, 199 1,54%; Sullivan, 199 1,82%). The high 

rate of abuse in this sample is similar to that reported in other studies in the literature; for 

example, Tutty (1993) reported that 100% of her sample of abused women experienced 

emotional abuse, 94% physical abuse and 44% sexual abuse. 

Overall, it appears this sample of abused women who indicated an interest in 

group counselling is, in many respects, similar to other documented samples of abused 

women. Despite these similarities, generalizing the effects to other abused women needs 

to be approached with caution. 



Research Questions: Results and Conclusions 

Each research question will be briefly summarized, followed by explanations of 

the findings, conclusions and recommendations for future research. This section will 

conclude with a review of the drop-out data. Please refer to the completed research 

summary table, Table 26 for an overview and main conclusions of the quantitative 

analysis. 

Research Questions #1 and #2 

An overview of the results from the first two research questions will be provided, 

followed by a detailed review of the analysis from the perspective of the three dependent 

variables (i.e., depression, self-esteem and post traumatic stress). Thereafter, the 

discussion will continue by focusing on the remaining results from the other four research 

questions. Please refer to Table 26 for the specific research questions and a summary of 

the results, as well as the conclusions made from the analyses. 

Overall, the two groups for abused women (i.e., Phase I and Phase 11) were 

successful in addressing women's difficulties with low self-esteem, depression and post 

traumatic stress reactions (see Table 26: research question #1 and #2). Based on the 

mean scores (and eta values), the variable that had the most change in the Phase I group 

was intrusion as it relates to post-traumatic stress. This would indicate that by the 

conclusion of the Phase I group, women were experiencing less intrusion of past abuse 



Table 26 

Research Summary Table with Conclusions 

Question 

#1: Phase1 
(Paraphrased) 
Is there a 
difference between 
pre-test and post- 
test mean scores 
on the dependent 
variables? 

#2: Phase I1 
(Paraphrased) 
Is there a 
difference between 
pre-test and post- 
test mean scores 
on the dependent 
variables? 

#3: 
Are there similar 
improvements 
across Phase I and 
Phase 11 in the 
dependent 
variables? 

#4: 
What, if anything, 
distinguishes the 
women who 
complete Phase I 
or I1 group from 
the women who 
prematurely left 
the program? 

Main 
Conclusion 

Phase I had a 
positive impact on 
this sample of 
women. 

Phase I1 had a 
positive impact on 
this sample of 
women. 

-Since no difference 
between groups at 
post-testing, could 
the groups be too 
similar? 1s only One 
group is needed or 
perhaps, 2 distinct 
groups are required? 
Recommendations 
are provided. 

Supports the need for 
outreach services 

Since only 64% of 
the data was 
included, further 
study is required to 
determine if other 
factors are involved. 

Dependent 
Variables 

-Self-esteem 
-Depression 
-Posttraumatic 
stress: 

intrusion 
avoidance 

-Self-esteem 
-Depression 
-Posttraumatic 
stress: 

intrusion 
avoidance 

-Self-esteem 
-Depression 
-PosttZi~matic 
stress: 

inmion 
avoklance 

-Self-esteem 
-Depression 
-Post-traumatic 
stress: 

intrusion 
avoidance 

Main 
Results 

Significance on all pre-test vs. 
post-test scores on dependent 
variables 

- Largest change seems to be in 
reducing the intrusion symptoms 

Significance on all pre-test vs. 
post-test scores on dependent 
variables 

Largest change seems to be in 
reducing depression 

Phase 1 pre-tests are higher than 
Phase 11 pre-tests 
Type or amount of abuse did not 
affect the results 
Phase I post-tests not different 
ffom Phase I1 post-tests 

Unemployed, experiencing 
physical abuse and not economic 
abuse are likely indicators of 
drop-outs 

Predicted 64% of the completers 
& 69% drop-outs 



Table 26: continued 

Question 

#5 
What, if anything, 
distinguishes the 
group of women 
who had high post- 
program scores 
from the women 
who had low post- 
program scores? 

#6 
What are the 
patterns of pre-test 
and post-test scores 
for abused women 
who completed 
both Phase I 
and I1 ? 

Dependent 
Variables 

-Self-esteem 
-Depression 
-Posttraumatic 
stress: 
a intrusion 

avoidance 

-Posttraumatic 
stress: 

intrusion 
avoidance 

Main 
Results 

Main difference between 
low vs. high post program 
scores clusters was 
depression, followed by 
self-esteem 

Those with lower post 
program scores tended to 
have: no job; no high 
school diploma; psychiatric 
history; previous 
counselling; suffered 
childhood abuse; and no 
support from family or 
friends. 

Phase I group revealed 
significant changes 

Phase I1 group no 
significant changes 

Phase I1 pre-test better than 
Phase I pre-test 

phase 11 post beuer than 
Phase I pre-test 

Phase I1 pre-test scores 
dropped compared to 
Phase I post-test scores 

Main 
Conclusions 

Recommend different 
client services for those 
who present with a 
profile similar to those 
who obtained low post- 
program score in the 
study's sample. 

Include outreach 
component within a 
psychoeducational group 
format to address the 
needs of those with a 
profile similar to this 
study's low post-program 
score individuals. 

Critical time period 
between completion of 
Phase I and waiting for 
Phase I1 to begin. 
Offered insights to 
explain this finding. 

Programming 
recommendations: Phase 
I1 group might need to be 
more distinct fiom Phase 
I. 



entering into their daily lives via dreams, thoughts or images. In Phase 11, the area that 

seemed to improve the most was reducing the symptoms of depression. In fact, both 

groups completed the program with mean depression scores in the mild to minimal 

category; whereas the women, on average, started the program with depression levels in 

the moderate to severe category. Furthermore, there was a significant improvement in 

the Phase I and I1 reported self esteem ratings; however, the women's post-test self- 

esteem scores indicated self-esteem remains a clinically significant problem even after 

the groups finish. The last measured variable, avoidance (this is a category of post- 

traumatic stress refers to denying, blocking or minimizing trauma memories and 

emotions associated with the trauma), demonstrated improvement at the conclusion of the 

group program for both Phase I and Phase I1 groups, but not to the same degree as the 

other standardized variables. The following three sub headings will expand upon the 

findings associated with each of the outcome measures (dependent variables). 

Impact on depression. 

The rates of depression in this sample of abused women were high enough to be 

considered a serious issue that needs to be addressed when counselling abused women. In 

comparison to other samples that used the Beck Depression Inventory, the Phase I group 

sample pre-test had a mean of 26.7 (moderate range of depression) whereas Campbell 

and colleague's (1997) reported sample mean was lower: (17.06; mild-moderate range) 

and in Tuel and Russell (1998) it was 22.9. The former finding is closer to this sample's 

Phase I1 pre-test mean of 16.4. Given these rates of depression it is obvious, as many 

family violence authors have stated (e.g., Dutton, 1992; Gleason, 1993), that clinicians 



must screen and treat depression, as many abused women experience this emotional state 

that involves feelings of hopelessness and possible suicide. 

By the conclusion of the groups under investigation, the mean depression scores 

for both groups had dropped to the mild to minimal category. Examining the group 

agendas, it is possible the heavy emphasis on exploring the women's belief systems and 

taking responsibility for change might be a factor that contributed to the improvement. 

For example, at every group session a model of cognitive restructuring is presented that 

invites clients to identify their negative or distorted thoughts, followed by an examination 

these thoughts have on one's feelings and behaviour. Thereafter, session time is devoted 

to exploring which self-talk and beliefs are necessary to create the type of lifestyle 

desired. This clinical approach may have an influential impact on reducing the women's 

depression, however, future research will need to clarify what specific group topics had 

the most impact on reducing the women's depression scores. Until this research is 

conducted, Douglas and Strom (1988) would likely advocate for the inclusion of 

cognitive restructuring as a topic in the women's group program. They addressed 

cognitive therapy interventions with battered women and established, like many past 

family violence authors, a theoretical link between learned helplessness, depression and 

the cognitions women hold as a result of being a victim of abuse (e.g., Sato & Heiby, 

199 1 ; Walker, 1994). 

On the other hand, Arkowitz (1992) contends depression is reduced more as a 

result of the element of social support than by the use of specific counselling techniques. 

Social support has been defined as "information leading a subject to believe that he or she 



is cared for, loved, esteemed, and valued, and that he or she belongs to a network of 

communication and mutual obligation" (Cobb, cited in Henderson, 1995, p. 1 18). 

Clearly, many of the abused women in this sample indicated a lack of support fiom their 

family and fiiends so to be in a group where they feel significant is a powerful experience 

that has been widely described in the family violence literature (e.g., Barnett, Martinez & 

Keyson, 1996; Campbell, 1986; DeKeseredy, 1988; Lewis, 1983; Rounsaville, Lifton, & 

Bieber, 1979; Seskin, 1988; Wood & Middleman, 1992). It would have been interesting 

to have included a perceived social support self-report measure in this study, such as the 

Interpersonal Support Evaluation List (ISEL; Cohen, Mennelstein, Kamarck & 

Hoberrnan, 1985), in order to discover the impact social support has on various 

dependent variables such as depression. 

Impact on self-esteem. 

In this sample of women, the women experienced a heavy toll on their self- 

esteem; Phase I pre-test mean was 49.3 and Phase I1 pre-test mean was 40.6. Recall that 

for the measure used in this study (Index of Self-Esteem; ISE), scores higher than thirty 

indicate clinically significant problems in this area (Hudson, 1990). These means seem 

similar to what has been recently reported. For example, in the Holiman and Schilit 

(1991) study the sample pre-test ISE mean was 44. Mancoske and associates' (1 994) 

pre-treatment ISE means for two types of individual counselling, grief resolution-oriented 

and feminist-oriented, were 66.9 and 45.7 respectively. 

By the conclusion of each phase group it was found the women's reported self- 

esteem level improved but not to the extent for the mean scores to be classified within 



normal range. This outcome is similar to the results reported by Mancoske and associates 

(1994) and Tutty, Bidgood and Rothery (1 993). For example, in the former study, self- 

esteem scores increased after receiving a short-term intervention (grief resolution 

counselling or feminist oriented counselling); but the scores remained in the clinical 

dysfunction range. However, in the latter study, it was discovered that at a six month 

follow-up their sample of women's self-esteem scores (n=32) improved to within the 

normal range. It would be very relevant to see if this sample of women's self-esteem 

would continue to increase with Phase I11 attendance. At this point, it seems self-esteem 

can be positively affected by group treatment; however, since self-esteem did not move 

within a normal range by conclusion of the group, it is possible the group program does 

not spend enough time or emphasis on self-esteem issues. 

Despite the repeated call in the literature to raise abused women's self-esteem, 

that is to empower them to act on their own behalf by "becoming more actively self- 

determining, accepting and respecting of their unique needs, feelings and desires" (Stere, 

1985, p.60), no published empirically based studies could be found that focused 

exclusively on self-esteem enhancement. Thus, it is difficult to state with confidence 

which self-esteem interventions are ideally suited to this population. Until scholarly 

research uncovers the particular treatment strategies that increase abused women's self- 

esteem, it appears clinicians will have to continue to rely on the theoretical suggestions 

and anecdotal evidence put forth by Trimpey (1989) and others. At the same time, 

W e r  arguments for examination of the social support influence is also relevant as it 



may not be so much the strategies that increase self-esteem, but the support women 

experience by being in a group. Future research could clarify this issue. 

Irn~act on ~ost-traumatic stress smtorns.  

The reduction in post-traumatic stress, both in Phase I and Phase I1 groups, is a 

valuable finding since this dissertation is one of the first studies to determine that post- 

traumatic stress symptoms can be decreased in groups designed specifically for abused 

women. The rates of post-traumatic stress arousal and intrusion symptoms in the Phase I 

completers seems comparable to the rates found in other survey studies who used the 

same instrument. Recall, this study's Phase I pre-test Avoidance and Intrusion average 

scores were 24.9 and 24.7, respectively. Tutty and Rothery (1997) reported average 

scores (n= 102) of 25.8 and 23.4 on the avoidance and intrusion subscales, respectively. 

In neither study did the scores meet the recommended cut-off to be positive for post 

traumatic stress (scores higher than 26 indicate moderate to severe impact of abuse). 

However, as Tutty and Rothery (1997) noted, there is conflicting information as to the 

ideal cut off score as some studies recommend a cut off of 29 for intrusion and 21 for 

avoidance and others recommend a cut-off score of 20 for the intrusion subscale. For the 

purposes of this outcome study, it is more relevant to note that the average mean scores 

of this sample who completed the phase program indicate symptoms commonly 

associated with PTSD. By the end of the group program, the average scores on both 

subscales had decreased well below the clinical cut-off scores (in both groups, the post- 

test subscales were 10 or less). 



Since the phase groups under investigation did not specifically address PTSD 

topics in the group program, such as explaining what it is or reviewing grounding 

techniques to increase stabilization, three explanations are offered to give some insight as 

to what might have contributed to this improvement. First, it is hypothesized that the 

mere act of breaking the silence around the abuse has a powerful impact in releasing 

emotional energy, which then could be used to better cope with the intrusive memories 

and feelings associated with the abuse. Certainly, the field of sexual abuse counselling 

has demonstrated the healing advantages when clients disclose their traumatic 

experiences (Courtois, 1988; Dolan, 199 1). Second, it is possible that, being in a group 

of women who are experiencing similar reactions as a result of being abused, as well as 

learning about the dynamics of abuse, enables women to start developing more control 

over the effects of being abused. In turn, this might have reduced the women's post- 

traumatic reactions. These two explanations are in line with Allen and Bloom's (1994) 

belief that when people who have experienced a trauma are in a supportive atmosphere, 

they are able to disclose the trauma, identify distortions of causality and begin to 

integrate their experiences on a cognitive and emotional level. These activities, of course, 

are opposite to avoiding or denying the trauma which is a component of post-traumatic 

stress. 

A final explanation for the reduction in post-traumatic stress symptoms refers to 

the women in Phase 11, as this group directly addresses stress management. Both Dutton 

(1992) and Walker (1994) have addressed the value of including stress management 

interventions when working with abused women as it assists women in developing 



control over their reactions to the abuse and gives some order to the chaos sometimes 

present in their daily lives. Perhaps it is possible, as proposed by Allen and Bloom 

(1994), that improving self-control promotes healing from post-traumatic stress. Clearly, 

there are ways to reduce post-traumatic stress and future research, as advocated by Schlee 

and associates (1998), will need to determine which interventions are best. At any rate, it 

is strongly suspected that if topics related directly to post-traumatic stress were 

incorporated into each phase group, women's post-traumatic stress could be further 

reduced, perhaps even to the negligible range. 

Research Question #3 

The answer to the third research question (see summary Table 26) verifies the 

intuitive assumption that clients starting the multi-phase group program would present 

with more dysfunction than those who start the second phase of the program. 

What stood out from this frnding was the lack of a statistically significant 

difference between the two groups on all the post test variables (once pre tests were 

covariated from the analysis). Even though the Phase I group participants overall had 

more significant problems with self esteem, depression and reactions to being victimized 

in the abusive relationship than the Phase I1 group members, it is seems possible to state, 

albeit cautiously because of the small sample size, that what the Phase I1 group 

accomplished in 16 weeks, the Phase I group may have achieved in eight weeks. 

This tentative conclusion is open to discussion since one would assume that a 

longer group would offer greater potential for a positive outcome than a group of shorter 

duration. However, at this point, it is prudent to highlight a comment made earlier in the 



results section: It is possible that since the Phase I group scores were the furthest fiom the 

baseline of normality, there would be more opportunity to make an overall difference 

than with the scores closer to the baseline, as in the Phase I1 group. Hence, it may be 

possible that little difference would occur when the groups are compared even though 

there was significant change within the groups themselves. 

With this aforementioned warning as the backbone of this discussion and the 

recognition that the sample size should be increased through replication of the study, two 

suggestions are made. First, it might be worthwhile considering combining the groups 

into one extended group, given that the outcomes could suggest they are not different 

enough to warrant two separate groups. Second, and somewhat related to the first idea, 

perhaps Phase I and Phase I1 are simply presenting a duplicated service. Recall that both 

groups are highly structured and rely heavily on psychoeducational material. Thus, it is 

hypothesized the following pattern might be occurring: Phase I presents women with a 

considerable amount of material which creates a momentum for healing and hope. By 

the time they reach Phase 11, these group participants need the opportunity to debrief the 

successes and challenges of implementing the Phase I material. However, it has been the 

author's experience that due to the amount of material currently contained in each Phase 

I1 session, there is very little opportunity for this processing. Perhaps presenting women 

with a lot of material is use l l  and relevant, as the womens' post scores for Phase I1 

reflected change. However, it is suspected that in order to create a larger difference 

between outcome scores for Phase I and Phase 11, the Phase I1 group needs to provide an 

opportunity for the women to implement the Phase I content into their lives, thereby 



deepening the changes in self-esteem, depression and post-traumatic stress symptoms 

before learning new or advanced material such as the Phase I1 agenda. 

Research Question #4 

The analysis for the fourth research question (see summary Table 26) 

demonstrated that a lack of employment and being a victim of physical abuse can 

distinguish between those who will drop out and those who will complete the program 

under investigation. The lack of employment supports a similar result found by Cantin 

and Rinfiet-Raynor (1993). These findings are in line with the common sense notion that 

women who have the stability and security of paid employment are more likely to have 

the physical and emotional resources to complete the program (e.g., babysitting, 

transportation, ego-strength). This result also lends credence to the important work done 

by Sullivan and colleagues (1994) who found positive results for extensive outreach 

programs that are designed to meet abused women's basic needs such as assisting in 

finding appropriate housing, identifying community resources, and advocating on behalf 

of the women to ensure they are receiving appropriate services (e.g., income assistance 

via welfare). 

It was suspected that there would be a number of other factors, similar to Cantin 

and associates' (1993) study, which would distinguish completers fiom drop-outs. 

However, it needs to be recognized that the lack of complete data prevented the 

possibility of uncovering additional factors. On the other hand, Tutty and her team 

(1996) did not find any major differences between those who completed vs. dropped out 

on their dependent measures. Obviously, future investigations will need to provide the 



necessary insight to discover what distinguishes women who complete the program fiom 

those that drop out. 

The following section will review the comments from those participants who 

prematurely left the group program. Afterwards, the discussion will return to the fifth and 

sixth research question. Before proceeding, it is important to note that the aforementioned 

results are only generalizable to women who have similar characteristics to the women 

who completed the program, given the impact the program had on the women who did 

not complete is unknown. 

Drop-out descriptive findings. 

From the data collected, the overall drop out rate fiom the multi-phase program 

was 46% (54% completed the program). In terms of the Phase I group, the drop out rate 

was 50% and for Phase I1 it was 32%. It is interesting to note that the agency statistics 

show only 38% to 54% of Phase I clients register for the Phase I1 group program (Peggy 

Edmonds, personal communication, March 1999). 

Comparatively, the rates of drop out fiom this multi-phase program are higher 

than other studies: Cantin and Rinfiet-Raynor (1993) reported 16 out of 60 clients did not 

complete their group program (26.6%); Tutty et al., (1996) indicated a 33% drop out rate 

for 12 groups of abused women. In a group program that had employed a similar 

intervention style as this study (i.e., cognitive behavioural group therapy) but with a 

different subject population, a drop out rate of only 21% occurred (n=75 drop-outs vs. n= 

357 completers: Andrews, 1992). 



Of the 57% of women who did not finish Phase I and could be located to 

complete the drop out questionnaire, 23% indicated they were too busy to attend the 

group, had transportation difficulties (14%) or did not feel part of the group (1 1%). These 

findings will be incorporated into the recommended revisions of the program, to be 

presented further on in the chapter, as it reminds clinicians of the need to offer a flexible 

treatment schedule and to provide advocacy services. 

It was surprising to discover that the majority of the women who dropped out of 

the program did not make any complaints or negative comments about the group 

program. However, April and Nicholas (1997) reported a similar outcome with their 

drop-out sample of students accessing a counselling centre. Regardless, this finding of 

no complaints needs to be interpreted very cautiously due to experimenter bias and 

demand characteristics. For example, women may not feel comfortable sharing their 

concerns because of having to express their dislikes to the supervisor of the program, a 

person they had likely met at least once while in the group program (e.g., the 

researcher/supervisor would often be present for group sessions as well as the intake 

group screening interviews). Furthermore, all women in the sample were informed that 

the study was designed to determine the impact the program had on their lives. It is 

possible that the women may have wanted to influence the program positively in order to 

increase the chances the program would be re-funded. Thus, they would have either been 

more forgiving of the programs' faults than normally and/or may have internalized the 

problems with the program as a weakness within themselves (e.g., left the program not 



because there was too much information presented but because "I can't read fast 

enough"). 

Finally, almost a quarter of the women who left the program before it was 

completed wished the groups were smaller in size (8 -10 per group). Interestingly, over 

70% of the women indicated it would have been helpful in their decision to return to the 

group if they had received a phone call from their group facilitator inviting them back. It 

seems contacting client "no shows" is not only a valuable exercise to discover which 

clientele needs are not being met (if any), but it would also communicate an important 

message: The abused woman is a valued client since someone is taking the time to make 

contact to let her know she is missed and would like her to return. Additionally, follow- 

up calls may also prove to be very timely as was in the case of this research - a number of 

the follow-up calls resulted in the women getting phone crisis counselling (as reported in 

methodology section). In summary, the information provided by the women in this 

sample who prematurely left the program, will likely be useful in developing strategies to 

increase the program completion rate. 

Research Question #5 

The findings from this research question (see summary Table 26) rsveal the 

differences between women who completed Phase I or Phase I1 and were subsequently 

classified as either women with low post-program scores or women with high post- 

program scores. For ease of presentation, the terms low or high anctioning will be used 

to refer to the classification of low post-program scores or high post-program scores, 

respectively. 



Women who had low post-program scores (compared to those with high post- 

program scores) had more difficulty, stated in order fiom most to least, with depression, 

lower self-esteem, and post-traumatic symptoms. The fact that depression re-surfaced as 

a major distinction between these two groups reinforces the comments made earlier and 

in previous authors' work (e.g., Campbell et al., 1997; Sato & Heiby, 1991), that 

depression in abused women must be acknowledged and clinically addressed, as it was in 

the Phase I and II groups. Despite this recommendation regarding depression, there have 

not been, at least at time of this writing, any published empirical studies that evaluated a 

domestic violence group focused exclusively on overcoming depression. However, it is 

wondered if a group focused strictly on alleviating depression is necessary, as this 

dissertation demonstrated that rates of depression tend to decrease while participating in a 

multi-topic psychoeducational group. On the other hand, since a large proportion of 

women did not complete the agency's psychoeducational groups, perhaps there are some 

women who would benefit fiom a specific group (e.g., how to recover fiom depression). 

This is only speculation and, as such, more investigation needs to uncover what services 

are required and what strategies would increase group attendance. 

To return to the fifth research question, the women in the low post-program 

cluster were distinct from the cluster of high post-program scores on one or more of the 

following demographics: unemployed; no high school diploma; psychiatric history; 

mental health concerns; previous counselling; childhood abuse (either sexual, physical 

andlor emotional); and no support from family or fiends. These findings, which 

incidentally support the conclusions made in the fourth research question, warn 



counsellors/group facilitators that working with abused women has to extend past the 

boundaries of clinical issues and into the realm of advocacy and support in order to assist 

women in meeting their instrumental needs so they can achieve control over their lives. 

Based on the speculative findings of this fifth research question, it needs to be 

examined what type of counselling services could assist women with low levels of 

functioning in terms of the variables assessed (i.e., low self-esteem, depression and post- 

traumatic stress reactions as well as the numerous demographic variables), so they could 

achieve stabilization and control over their lives at a faster pace than they experienced in 

the group. One proposal is to offer different types of groups to high functioning and low 

functioning women. It is possible that the latter group would benefit, at least initially, 

from a group that provided support and guidance in meeting basic needs, engaging in 

self-care, and securing financial independence. Further study is needed to determine if 

low functioning women would be better served in a group that integrates the concept of 

outreacWshelter groups with material presented in the agency's psychoeducational 

program as opposed to only one of the options: psychoeducational or outreach. A specific 

group proposal is presented in the upcoming section which may also help to lower the 

high drop out rate associated with this agency's group counselling progranis. 



Research Ouestion #6 

For the sample of women who were followed from Phase I to the conclusion of 

the Phase I1 group, it appears the Phase I group made a significant positive impact on 

self-esteem, depression and post-traumatic stress (see summary Table 26). This finding 

supports the results in the first research question. Overall, it seems the Phase I group 

program offers abused women a service with the potential to increase women's 

functioning in the identified dependent variables. Some suggestions to fiuther enhance 

the delivery of this program will be made shortly. 

Further analysis found the Phase I1 group did not make a significant difference in 

the areas tested for this study. This finding contradicts the results found in the second 

research question as significant improvement associated with Phase I1 was noted. It is 

possible that significance would be found with a larger sample size. Alternatively, 

perhaps the arguments outlined under research question #3 would also be appropriate to 

explain the lack of significance found in the Phase I1 group. That is, the women did not 

benefit, at least statistically, from Phase 11, as it offered the women a service too similar 

to Phase I. As stipulated earlier, it may be that women would benefit more from a 

balance between psychoeducational material and processing of the content. It is also 

possible that the individuals of this small group had unique experiences that were not 

representative of the larger data set (e.g., group dynamic problems, facilitation may have 

been weaker). However, these speculations are very tentative as a larger sample of 

women need to be followed through Phase I and I1 to determine if this finding could be 

replicated. 



An additional analysis for the sixth research question uncovered an unexpected, 

albeit tentative, finding which could possibly impact future programming decisions. It 

was discovered that the time period between completing Phase I and beginning Phase I1 

could be critical. Specifically, it was found that the women from the sample who entered 

the Phase I1 group after completing Phase I were at a lower level of functioning than 

when they graduated from Phase I in all measured areas except avoidance. In other 

words, by the time these women registered for the Phase I1 group, their rates of self- 

esteem, depression and intrusion symptoms had gotten worse rather than remain the same 

or improve. 

Although the purpose of this dissertation was not to investigate the reasons why 

women might deteriorate during the break between the groups, several hypotheses are 

proposed to explain this interesting phenomenon. They include: (i) the women who elect 

to go to Phase I1 may possess different motives or characteristics than those who did not. 

This hypothesis will need to be investigated in future analyses; (ii) group support may be 

crucial to instigate and maintain change; (iii) absence from group for even a short period 

of time might constitute a break in routine and support that renders it difficult to continue 

the healing process (as a matter of fact, between 1997 and 1998,408 women registered in 

Phase I and only 190 registered for Phase 11; Peggy Edmonds, personal communication, 

March 1999); (iv) not being able to vent and process one's victimization on a regular 

basis (since the woman has graduated fiom Phase I and is waiting for Phase I1 to begin), 

increases the women's intrusive symptoms such as experiencing intrusive images, 

thoughts and feelings. This then may negatively impact the women's level of self-esteem 



and depression at Phase I1 pre testing; finally, (v) it is also possible that since women 

become less reliant on avoidance behaviours (recall, this behaviour did not decrease 

between Phase I and II), their defence mechanisms of denial, minimization and restriction 

of processing affect are diminishing. Therefore, at the next testing, it would appear they 

are reporting more problematic signs and symptoms at Phase I1 than at their initial testing 

at Phase I. In fact, this might be a case of the women becoming more self aware and no 

longer relying on minimization, denial and numbing which are common behaviours 

associated with the avoidance category of post-traumatic stress. This explanation is 

somewhat similar to the author's experiences with men's groups. Often at post-testing, 

men's abusive scores increased rather than decreased and upon questioning, the men 

reported.that the group challenged their minimization of their abusiveness and they 

became aware of how extensive it was - hence, increased disclosure on their abuse 

scales. 

Next to be discussed will be the recommendations for future program 

development. In addition, direction for future research will be outlined. 

Recommendations for Program Development 

Although recommendations have been made at various points in this chapter, it is 

the aim of this section to solidify the ideas and create a specific proposal to increase the 

quality of the group program, thereby facilitating more therapeutic change and reducing 

the high drop-out rate. This section will also be of use to those seeking information on 



program development for this particular client population. Of interest, the following 

recommendations are likely very timely as the agency involved in this study has recently 

decided to re-design the women's non-residential program, under the leadership of a new 

clinical director. It is important to note that all of the comments and recommendations in 

this chapter are based on the agency's adult women's non-residential group program that 

was offered between 1998 and 1999. 

The following section will be presented in two parts. First, the discussion will 

focus on recommendations related to the agency's policies and procedures. Thereafter, 

the second section will address specific programming changes for the women's groups. 

Recommendations for the Agency's Policies and Procedures 

To begin, as noted in chapter IVY the agency imposes a number of restrictions on 

women who seek counselling fiom its non-residential group program. Specifically, it is 

required women: (i) attend a group to receive individual counselling; (ii) complete the 

groups in the assigned, grade-like, order; and (iii) only miss a maximum of two group 

sessions in order to be allowed to attend the group. These restrictions or rather agency 

policies will be challenged followed by recommendations that for the most part align 

with feminist counselling (an orientation the agency subscribes to). Esseniially, it is 

advocated that clients, particularly who have for the most part experienced little power or 

control due to abuse, need to be offered services that allow flexibility and choice. In 

other words, it is the aim of this section to offer suggestions that invite the women's non- 

residential program to be driven more by the needs of their clients than by policies. 



Provide choice of treatment modalitv. 

The first recommendation challenges the agency's stipulation that women who 

request counselling to recover fiom the effects of being abused by an intimate partner 

must do so by participating in a group program. Even the first contact the client has with 

the non-residential program requires attendance at a group intake interview. Additionally, 

for a client to receive individual counselling at the agency (usually to a maximum of 

three sessions), the client must be attending an agency group. 

The practice of only offering groups (with very limited number of individual 

sessions) makes the incorrect assumption that all women who agree to register for the 

agency's program are suited for group counselling. This assumption is based on the fact 

that the agency, at the time of writing, has no formal assessment system to determine 

whether the client has the resources, coping skills andfor emotional endurance to succeed 

in a group. Thus, the agency needs to assess for these variables. At minimum, the 

agency should incorporate an assessment of suicidal risk given the high rates of 

depression found in this study, as high scores in this area require immediate one-on-one 

intervention, not a psychoeducational group treatment program. Other recommended 

variables to determine readiness for group and if the client requires individual counselling 

andlor advocacy before being enrolled in a group (all of which may increase the 

possibility of her remaining in the group) includes: (i) discovering if the woman has 

accessibility to basic need type resources such as transportation, adequate housing, and 

enough food; (ii) examining external restraints that would hamper attendance at a group 

(e.g., no childcare during scheduled group times or living in a high-risk abusive situation 



where the abusive partner restricts the woman's movements outside the home); (iii) 

assessing whether the client's current life-stressors are overwhelming her coping abilities 

and/or available resources; and (iv) determining the woman's emotional readiness for a 

group experience. The latter two items could entail investigating the woman's stress 

management skills and her ability to concentrate and be comfortable in a group 

environment. 

In terms of conducting these assessments, it may be advantageous for the agency 

to utilize a brief telephone intake to determine if the potential client would prefer a group 

or individualized intakelassessment interview. By providing the women a choice of 

modality very early into the treatment process, it sends the important message that the 

women are ultimately in control of their own treatment, which is a tenet of feminist 

therapy (Carnmaert & Larsen, 1988). Furthermore, by having the woman identify which 

setting she would be more comfortable in, it is possible that she may be more 

forthcoming in sharing information that may be useful in helping establish the type of 

service most suited to her in order to recover &om the effects of being abused. For 

example, she might admit privately that she has panic attacks, particularly around crowds 

of people. Thus, it may be useful to consider offering the client individual counselling 

until she is ready for the group experience. 

It is also recommended that the agency seriously consider incorporating the work 

of Prochaska and DiClementeYs (1983; 1992) five stages of change into the assessment 

process, since it encourages clinicians to adapt interventions to align with the clients' 

presenting motivations and needs, rather than expecting clients to conform to one 



treatment approach. In other words, they challenge the notion that change is a single 

dimension. Rather, change is seen as a series of five stages that a client progresses 

through. Each passage into a new stage is in fact regarded as a significant change. For 

example, clients in the first stage, precontemplation, challenge the notion a problem 

exists (e.g., "when I was kid, my dad hit my Mom, so what is the big deal that I am being 

hit?") and thus, require different interventions than clients who are in the fourth stage 

labeled "'action" (e.g., "I want to know what others have done to break the cycle of 

violence"). Perhaps, with additional research, it may be possible to determine which 

stages of change are more suited for the agency's current group program, which would 

then enable the agency to adapt its programs to address the clients' stage of change in a 

more suitable manner. 

In addition, at the time of the intake or shortly thereafter, the agency is strongly 

advised to actively prepare their clients for the group experience such as providing 

information on the signs, symptoms and management of being triggered during or after a 

group session (e.g., incorporate the grounding techniques described in Dolan, 1991 or 

Matsakis, 1986). This information could be shared in a preliminary group session or 

during an individual session in the form of a handout such as the one compiled by Foa 

and associates (1999). In fact, Allen and Bloom (1994) advocate providing information 

on posttraumatic stress as clients and their support system can often be perplexed by the 

symptoms associated with PTSD. 

All of these suggestions are directed towards ensuring clients are appropriate for 

the treatment offered and to increase the duration that women remain in the group 



program (recall, the agency's drop out rate for the entry-level group is 5 1%). Although it 

was not assessed for this dissertation, it is possible that women who dropped out of the 

program were in the precontemplation or contemplation stage so they were not ready for 

the extensive amount of psychoeducational material presented in the entry level group. 

Or, these women had many of the warning signs of not being psychologically ready for 

group participation (e.g., suicidal impulses). Allen and Bloom (1994), who make strong 

recommendations that clients with post traumatic stress syrnptomatology should be 

gradually exposed to group counselling, would likely support this latter comment. In 

fact, they write "for individuals who are distrustful, are frightened, or have been 

especially hurt, beginning therapy with group work may overwhelm the person's already 

embattled defenses ... too rapid movement into group psychotherapy may overwhelm 

impaired resources, producing secondary traumatization" (p. 427). Thus, they argue that 

individual counselling needs to be a viable option made available to clients suffering 

from post traumatic stress symptoms, particularly if the integrity of their coping resources 

has been compromised by the abuse. 

It could be argued that since the women's program is often filled to capacity (at 

least for the Phase I group), the group counselling is actually the preferred choice for 

abused women. However, it is postulated, based on the dissertation's demographics and 

results, that only a certain type of women seem to be attracted to the agency' services. 

For example, the group program seems to attract women who are fairly well educated 

(75% high school graduates) and employed (55%). These women typically enroll and 



complete the group program, and were classified as having higher overall post-program 

scores (see research question #5 for clarification of terms). 

On the other hand, women who seemed to be under represented in the agency's 

group counselling program were typically: (i) poorly educated (perhaps these women felt 

they would have difficulty succeeding in a highly structured, educational environment 

and prematurely left the group program); (ii) unemployed; (iii) from different ethnic 

cultures which may, for example, hold the belief that problems should be aired privately 

(e.g., in individual counselling not in a group forum); and (iv) living with abusive 

partners. In terms of the latter, it is possible that these women who were cohabiting had 

more restraints placed on their fieedom to attend a group on a regular basis, particularly 

evening groups when the partner is likely to be home and more viligant and possessive of 

the abused women's actions. 

To conclude, it is very troublesome to consider where the under represented 

women in the agency's clientele profile receive counselling, since there are very few 

counselling agencies in the city that specialize in the treatment of family violence. 

Further investigation is needed to discover what are the characteristics of women who 

decide not to enroll in the agency's group program - is it because they feel too intimated 

to be part of a group? Or, perhaps, on some level, these clients know they are not ready 

to attend a group because of potential reinforcement of shame or susceptibility to being 

triggered within a group environment? Alternatively, there maybe a profile of women 

who do not attend the agency's program because of their self-identified need to talk about 

the abusive experience in a personalized, private manner rather than in fiont of people. It 



seems the agency attracts a select group of women who are willing to access group 

counselling while at the same time, over half of these women do not complete the 

program. Perhaps, the agency needs to wrestle with the issue of whether serving a 

narrow group of clients is a fair and feminist practice. 

Obviously, a key recommendation is for the agency to provide women with a 

choice of the type of counselling format they prefer: individual andlor group counselling. 

This choice would begin when women request to enroll in the program, as ideally they 

would be given a choice to attend the intake session on an individual or group basis. 

Furthermore, the intake session would be expanded to include a formal assessment in the 

areas previously identified (e.g., suicide risk assessment). In addition, it is strongly 

advised to remove the restrictions associated with accessing individual counselling. This 

service could be utilized for clients who need to be stabilized (e.g., crises reduced to a 

manageable level) before beginning a group program as well as assisting clients to 

prepare for a group program (e.g., teaching relaxation and grounding skills to cope with 

potential intrusive memories or triggers). In fact, there is a local family violence 

counselling centre that provides such a service (Marilynn Gill, personal communication, 

July 1999): individual counselling is offered until the client feels ready to attend group 

counselling and has reached, at minimum, the preparation stage of change - which may 

be only one session or many sessions (Prochaska & DiClemente 1992). Essentially, this 

agency's practice recognizes the individuality in the clients healing process, creates 

feelings of control over one's own treatment and recognizes that clients need to obtain 

certain skills and attitudes before a referral to group program is appropriate. 



It is recognized that the investigated agency may only have h d i n g  sources that 

support group counselling, not individual counselling for their adult programs. If this is 

true, then it is highly advisable that the agency aggressively educates fbnders about the 

necessity of individual counselling and/or secure additional funding. Additionally, it is 

strongly recommended that the agency form solid partnerships with the agencies in the 

city that offer individual counselling (e.g., Calgary Family Services). This will enable 

group counsellors to refer clients directly for one-on-one counselling and bypass the 

agency's long waiting lists. However, a significant difficulty with this recommendation 

is that these public agencies often do not have counsellors with specialized backgrounds 

in the treatment of family violence, unlike the agency involved in this study. Hence, the 

assessed agency would be in a better position to offer individual counselling services to 

the clients in its own group program. 

To summarize, it has been emphasized that is important to recognize not all 

women are ready and/or appropriate for group counselling when they first contact the 

agency. Thus, it is critical to have the resources in place that do not reject, hamper or 

restrict women who do not fit the profile of women who are willing andlor able to 

participate in the agency's group counselling. 

Eliminate attendance ~ol icv to move to Phase 11. 

Another policy which the writer deems too restrictive is the requirement that 

women must attend, at minimum, all eight sessions in Phase I before being permitted to 

attend the next core counselling group, Phase 11. This policy may contribute to the low 

transfer rate fkom Phase I to Phase I1 as some clients may have dificulty attending all the 



sessions andor do not feel stimulated by the material presented in Phase I and thus do not 

regard Phase I1 as being any different. It is also possible that the clients find both Phase I 

and Phase I1 topics too repetitive and thus desire a different type of counselling. 

Furthermore, the requirement to filly complete Phase I prior to moving to Phase 

I1 makes the assumption that all women need to be exposed to and taught the same 

information. Essentially, this policy of a futed session requirement prior to entering the 

Phase I1 group fails to take into account the individual differences in clients' growth 

processes. It is incorrect to assume, as the work of Prochaska & DiClemente (1992) has 

demonstrated, that all clients are at the same stage of change when they enter a 

counselling program. This authors' work as well as others (e.g., Miller & Rollnick, 

199 1) recognizes the value of matching treatment interventions to the stage of change the 

client is in. Many counsellors have practiced this intuitively, for example, not assigning 

homework to clients who are unsure if they have a problem. It is only recently that a 

theoretical framework has been developed to understand client's readiness for certain 

types of treatment strategies, and thus should be incorporated into the agency's group 

program. Incidentally, this reasoning pertaining to individual differences further 

strengthens the argument that clients need to have the option of one-on-one and/or group 

counselling so individualized treatment plans can be developed. 

In terms of specific recommendations, clients need to be empowered (as opposed 

to an agency having the control) to decide when they are ready to attend the intensive 

Phase I1 group. To accomplish this goal, it would be very prudent for the agency to 

identie measurable, specific criteria that need to be met, regardless of how it takes, 



before a woman is eligible to enroll in Phase 11. For example, clients may be ready to 

attend the intensive Phase I1 group when they: (i) have implemented a number of self- 

care and grounding strategies; (ii) have accepted, at least on an intellectual level, that they 

are not responsible for the abuse; (iii) are not experiencing any basic need crises; (iv) 

believe a group environment will be a safe place for them; and (v) have obtained certain 

scores on various standardized assessment measures that indicate a likely readiness for 

intense growth work. The development of these criteria will require extensive 

consultation with program facilitators, staff and clients as well as in-depth literature 

review. It would be wise to institute a pilot criteria program to decide whether the 

criteria are too restrictive, too lenient or appropriate. The aim of these recommendations 

is to build in flexibility that adapts to individual client's progress and motivation for 

change. 

Eliminate attendance reauirement. 

It is also agency policy that women who miss more than two sessions in Phase I1 

are asked not to return to their sixteen-week group. Although this was a policy in Phase 

I, it was not regularly enforced given the drop-in nature of the group. At the time of the 

study, there was no formal policy in place to follow-up with the women who prematurely 

left the program by choice or who were asked to withdraw fiom the group due to missing 

two sessions. However, the author is aware that many group counsellors would make 

contact with clients to ensure they could access counselling services elsewhere. 

Obviously, this strict attendance policy does not take into account the various 

external restraints placed on these women that may make it very difficult to commit to 



attending all group sessions. The work of Sullivan and associates (1992; 1994) has 

clearly noted the demands many women face when separating fiom their partners. 

Another criticism of this policy is that it requires women to abandon a source of support 

(sometimes their only one). Research has demonstrated the value of social support in the 

counselling process and the management of stress (Rice, 1992: Hiebert, 1988). 

Furthermore, the looming threat of missing more than two sessions is construed by the 

author as a threat that has a familiar tune to abusive partner's all-too common comments, 

"if you do this, then you will be punished". It has also been the author's experience that 

the forced withdrawal fiom a group changes the dynamics of the group to issues of 

betrayal, distrust and vulnerability. 

It is possible that the attendance requirement was created to encourage women to 

develop a cohesive bond with the group by attending all the sessions. It could have also 

evolved from the belief that the sessions were progressively built upon each other. 

However, the current Phase I1 program does not seem to be outlined in a strategic manner 

nor is it progressive. That is, the sessions do not seem to build upon each other. See 

Appendix D for the session topics and order of presentation. 

In short, it is also recommended the counselling program offer services that 

respect clients' individual differences in their healing process rather than assuming all 

clients would benefit fiom only one type of service. The next section outlines a specific 

proposal that meets this recommendation as well as integrates the recommendations 

stipulated thus far. However, before introducing this proposal in detail, one additional 

recommendation to be made is that the agency contacts the clients who prematurely leave 



the group program. The results of this dissertation clearly showed the clinical value in re- 

connecting with dropout clients as over 70% of these women said they would have 

considered returning to the program if they had been invited back. In addition, follow-up 

calls can also assess whether the women require M e r  counselling or support as well as 

refer the women to additional resources. Again, the underlying theme in these 

recommendations is to recognize and offer services that do not make the global 

assumption that all clients are at the same level of healing or have the same treatment 

needs. 

Recommendations for the Revised Women's P r o m  

The proposed revised program is based on many of the recommendations 

presented earlier. For the sake of reducing redundancy, not all of recommendations made 

earlier are incorporated into this presentation even though they easily could be. Rather, 

the emphasis on this section will be on expanding the comments made earlier. However, 

if a new program were to emerge from the following presentation, the author strongly 

urges the reader to study the recommendations made prior to this section. 

A summary of the proposed program is presented next and summarized in Figure 

4. Recall that the original group program was presented and described in chapter N (see 

Figure 1). Immediately upon examining Figure 4, it should be noticed that the grade-like 

group titles have been eliminated. It has been the author's clinical experience that 

women in the program may regard the Phase I and Phase I1 as levels to be passed or 

failed. Thus, the group names are more reflective of the focus rather than the sequential 

nature of the groups. 



Figure 4: 

Pro~osed Revised Women's Group P r o m  

n Intake Interview 
More formalized assessment and interview with the client to 
recommend services best suited for the client (the client is 
given a choice between an individual or group intake process) 

a Include in assessment: instrumental needs and suicidal risk 

Individual 
Counselling 

Speciality 
Groups 

(e.g., "winning the 
battle against 
depression"; 
taking action 

against workplace 
violence) 

Reconnecting to Self Group 
Drop in-like format, open to new and returning members 
Members can remain and return as long as needed as there is no 
minimum or maximum session restriction 
Focus on emotional stablization and addressing basic needs 

a Introduce basic abuse dynamics 
a Consultation interview and update intake information prior to 

starting the next group 
a Members are actively encouraged to remain in the group until 

the next group begins 

Understanding and Healing (Core Group) 
a Closed group; recommend 20 weeks 

Less of a focus on a skill deficit theme and more emphasis on 
developing skills that promote expanding coping mechanisms 
and mastery of the trauma and its symptoms 
Encourage members to re-visit IS' group if in instrumental crisis 
andfor to offer support and hope to new members 

Moving Beyond Group 
a An open drop-in group for graduates of the core group 

t a Group is designed to be solution oriented and draw upon active 
discussion and experiential tasks to promote support and further 
integration of information gained in the core group 



The following section is organized into three main areas which begin after 

commenting on the revised program's intake process. The three areas to be addressed 

include: (i) the group to replace Phase I; (ii) the group to replace Phase 11; and (iii) the 

final group of the program. To make the proposed revision of maximum relevance to this 

agency and other similar agency's, the changes will be made to approximately fit within 

the agency's current multi-stage format. 

Intake Drocess. 

To begin, the recommendations made earlier that women should be presented 

with a choice of modality for the intake interview and a thorough assessment should be 

conducted, would be actively incorporated into the revised program. The results from the 

comprehensive assessment would be reviewed with the woman to help her make an 

informed decision as to the most appropriate form of counselling for her. For example, 

some women may elect to begin the group program immediately whereas others may 

decide to receive individual counselling or receive a combination of other services such 

as an outreach counselling to address their basic needs issues. 

Phase I ~ O U D :  Reconnection to self. 

Although the current group format is open, the women who complete the program 

stay for the required eight sessions and then leave. It is proposed that this group would 

have a more of a drop-in, open style that would be open to anyone that has been accepted 

into the program via the group-screening interview. The open style format is quite 

favourable given there are a number of advantages associated with a group that does not 

have a waiting list (Meichenbaum, 1994) one of which is the use of senior members to 



offer hope and encouragement to the newer members. This is a practice that is 

commonly mentioned in the literature on providing groups to abused women (Hartman, 

1983). Also, it has been the author's experience as both a facilitator and supervisor, that 

open groups work fairly well providing the group facilitators are experienced in handling 

the different stages of change the group members are in. Furthermore, an open group 

format might be more attractive to women with busy schedules (an explanation some 

women gave for prematurely leaving Phase I). To assist women who might not attend 

groups due to lack of childcare, the agency would offer childcare. 

The revised group would be quite different fiom the current Phase I group in that 

the group would welcome returning members fiom Phase I1 or Phase 111 in order to 

capture the unique healing dynamic of having women at different stages of recovery. 

Specifically, based on the recommendations presented earlier, the first half of the 

proposed group would focus on sharing and discussing material as it relates to 

understanding core issues of family violence (e.g., such as cycle of violence and a power 

& control analysis; refer to Appendix A and B) and dealing with the effects of abuse such 

as low self-esteem, depression and post-traumatic symptoms. In terms of the latter, 

Davidson and Connor (1999) believe education it is a critical component in the 

management of posttraumatic symptoms along with support and anxiety management. 

More specifically, the group would address five basic treatment issues that are based on 

the work of Schwarz and Prout (cited in Allen et al., 1994, p. 427): (i) supporting 

adaptive coping skills, (ii) normalizing the abnormal; (iii) decreasing avoidance; (iv) 

altering attribution of meaning; and (v) facilitating the integration of the self. 



Furthermore, the revised group would aim for a balance between presenting 

psychoeducational material as it relates to introducing the dynamics of abuse; stabilizing 

women's problematic symptoms (primarily related to post-traumatic stress); and 

integrating outreach services to serve those who are needing to heal from abuse but also 

need assistance in meeting their basic needs. To meet this goal, the last half of the group 

would be devoted to introducing various city resources via guest speakers and engaging 

the group in joint problem solving of women's day-to-day crises. In term of the latter, it 

seems important to include a forum for problem solving given the research presented in 

chapter two and three found that abused women are less likely to generate effective 

alternatives to problems and instead are more likely to produce avoidant and dependent 

alternatives than the non-abused women in response to simulation exercises (see study by 

Claerhout and associates, 1982). 

Following a basic problem-solving model, the group would brainstorm possible 

solutions to a presented problem (such as not having money to cover a rental deposit, 

safety-planning difficulties) and then evaluate the benefits and costs of each suggested 

solution. In fact, the author used this approach when she was a facilitator of a drop-in 

group for current and ex-residents from a shelter for abused women. The group was 

semi-structured, open topic and adopted a feminist and solution oriented framework with 

a strong orientation towards eliciting group member feedback and engaging the members 

in problem solving strategies (McBride, 1999). The group was very popular and 

effective according to the member's evaluations. 



In terms of the revised program, referral to the next group would occur in 

consultation with the client and the group facilitators to ensure the woman was ready and 

interested in attending a more intensive group. Some members may only need the 

"Reconnecting to Self' group for one or two sessions; whereas women who are in 

considerable more day-to-day crises andfor suffered more extensive trauma might benefit 

fiom attending the group for a longer period of time. 

Unlike the current program, in this proposed program members could remain in 

this group until a Phase 11 group started, thereby reducing the risk of relapse as was 

evident in the findings associated with the sixth research question. It is also significant to 

note that a major change fiom the current program would be that the women would be 

welcome to return to the "Reconnecting to Self' group at anytime. Women may choose 

to return to receive support if in crisis, or to access information on resources but to also, 

and perhaps more importantly, to contribute to the group dynamics as a senior group 

member. This mentoring process, described at length in McBride (1996), has many 

advantages that range fiom senior group members receiving validation and reinforcement 

for their growth process to newer group members hearing stories of inspiration. It would 

be important to constantly market this group through the use of weekly announcements of 

the resources being addressed in Phase I as well as reminding women of the advantages 

of "booster sessions" they could receive if they attend Phase I periodically. Incidentally, 

the concept of "booster sessions" has not been empirically documented in woman abuse 

groups but has been found to be very effective in preventing relapse in adults who 

attended an assertive training program (Baggs & Spence, 1990). In fact, the booster 



sessions seem to have actually contributed to further improvements in assertion by the 

six-month follow-up period. Thus, it seems advantageous, fiom a clinical perspective, to 

integrate this service in to the revised women's program. Future research will need to 

validate the clinical suspicion that returning to a group for a "booster" session can help 

prevent relapse and that it may even facilitate M e r  change. 

It is suspected that, as the agency moves to a more comprehensive assessment 

procedure to help make a more informed decision of service needs, there may be a 

demand for speciality groups or workshops driven by interest fiom the clients that are 

focused on a particular topic such as depression, workplace violence, and sexuality. 

These workshops/groups would be client driven, as they would be offered when there 

was sufficient interest or demand fiom the clients. Furthermore, these groups would 

adopt the same philosophy of operation as the second revised group. This is the group 

that will be presented next. 

Phase I1 QTOUD: Understanding and healing. 

This proposed group, similar to the current Phase I1 group, would be closed to 

take advantage of a different set of group dynamics and would be offered for at least 

sixteen sessions. Clinically, it seems a twenty-week group would be more manageable as 

more time could be spent on discussion and integration; however, it is likely budget 

restrictions would prevent an extension of services. 

Unlike the current program, there would be no attendance requirement. However, 

if women missed more than one session consecutively, they would be contacted to invite 

them back to the group as well as assess if additional support was required. This 



recommendation, as was mentioned earlier, is due to the finding that a large portion of 

the women who dropped out of their group indicated they would have considered 

returning to the group if they had received a follow up phone call to do so. 

The guiding assumptions behind this program would be feminist in nature. For 

example, the agency would do well to align with the work of Klein (cited in Carnmaert & 

Larsen, 1988) who identified seven major goals for treatment outcome of feminist 

therapy, five of which are: increased self-esteem; improved quality of interpersonal 

relationships; competence in role performance; increased comfort with body image; and 

encouragement of political awareness. 

Although the topics addressed in the current Phase I1 program are relevant, it is 

this author's opinion that the delivery method needs to move away fiom its heavy 

reliance on a psychoeducational approach. This deficit model of intervention as it 

implies clients lacks skill or knowledge, has been critiqued fiom the perspective that it 

views the clinician as the expert and has the predetermined agenda that assume all clients 

need the same education (Marley, 1999). Instead, it is recommended the program be 

delivered in a format advocated by Stordeur and Stille (1989) that uses experiential 

learning to share information with clients, as this type of approach allows for more time 

to be spent on actively processing the material (vs. listening to a presentation of the 

material). Furthermore, the experiential approach encourages clients to do more of the 

talking. This has important consequences, as social psychology research has 

demonstrated that self-generated answers are more influential than answers that come 

fiom an external source (Cade & Hudson O'Hanlon, 1993). The authors cite research 



which states, "people remember with much more clarity their own thoughts and their 

own arguments ... and .... change will persist if audience members rehearse their own 

thoughts about the message rather than the speaker's arguments" (p.73). Translating this 

to clinical practice, it is important to elicit and draw forth the clients' experience, 

thoughts and knowledge of the topics under discussion. Furthermore, motivational 

research has shown clients are more "likely to persist in an action when they perceive that 

they have personally chosen to do so" (Bobele, Gardner, & Biever, 1995, p. 22). Thus, it 

is important to have the clients identify their own learning goals by eliciting what they 

want to learn and apply to their own lives. In order to accomplish the above-mentioned, it 

will be critical that the facilitators are very skilled in engaging members in conversation 

that move away from the facilitators being the all-knowing experts on the client's lives 

(Rosewater, 1988). 

Phase I11 EI-OUD: Moving bevond. 

It is recommended that the agency continue to offer an advanced support group, 

as this provides an excellent forum for members to debrief their successes and challenges 

of integrating the material discussed in the previous two groups into their lives. 

Essentially, this third group recognizes that healing from abuse is a process and that one 

or two groups might not be sufficient for long-term change to occur. It is unknown how 

long services should be offered to women recovering from domestic violence, given this 

has not been explored in the research; however, it is the author's clinical experience that 

there are different patterns of growth which should be accommodated. 



This group would draw heavily upon the work of Dolan (1 998) as it embraces the 

therapeutic concept of moving beyond the victim and survivor stages to becoming a 

"thriveryy. This is the stage where "you fully, joyously, and authentically become 

yourself. You began living not only in reference to bad things you survived or even in 

reference to present experiences and hopes for the future, but according to the totality of 

who you really are as a person deep inside. You become your truest self completely and 

enjoy the rewards of doing so" (Dolan, 1998, p.7). Dolan's hopeful approach is 

appropriate for clients who have worked through the victim stage, that is, identified and 

expressed the feelings associated with victimization, no longer blame themselves for the 

abuse, and are able to appreciate their strengths in being able to survive the abuse 

(survivor stage). Dolan (1988) expresses reservations about individuals remaining too 

long in the survivor stage as "life events are [then] evaluated in terms of how they 

resemble, differ, mitigate, or worsen the effects of past events. This diminishes their 

ability to filly experience and enjoy life and is, I believe, responsible for the flatness and 

low-grade depression reported by so many self-described survivors" (p. 6). Her book 

contains many innovative and experiential tasks to help clients take steps toward 

becoming aligned with their "thriveryy side. 

In terms of the structure of the group, it would be flexible to accommodate to 

those women who can only attend when their schedule permits. Unique to this new group 

program proposal is that women would also be eligible to return to either Phase I or 

Phase I1 for advocacy and basic need support, providing there was space. 



In summary, this proposed revised group program integrates many of the 

empirical findings and recommendations noted earlier in this chapter. Namely, it 

incorporates the recognition that women have different needs, as well as recognizes the 

importance to introduce more balance into the groups by increasing the opportunities for 

processing as well as presenting material to deal with post-traumatic stress symptoms. 

The group aligns with a feminist approach as it is not aimed at "fixing" the woman but 

rather adopts an educational, positive growth approach (Rosewater, 1988). This proposed 

group fits well within the agency's structure thereby reducing disruption to the program. 

Obviously, this proposed group needs to be subjected to feedback from all the relevant 

stakeholders including the facilitators, past, current and future clients as well as the 

community at large. Then, if deemed feasible to proceed, the new program should be 

piloted and a series of women tracked to determine the impact of the proposed structure. 

Of course, publication of these findings would be of great interest given the void of such 

critical documents in academic journals. 

Limitations 

As mentioned in chapter IV, there were several limitations to this research project 

due to either the design itself or to the influence of external factors. In review, it was 

noted that the absence of a treatment control group, instrumentation factors, and ecology 

of the groups may have influenced the findings (internal validity), as well as limit 

generalizability (external validity). Therefore, interpretations of the data should be made 



within the context of the stated limitations. There was an additional limitation that 

should be elaborated upon; namely, the selection and characteristics of the subjects. 

Generalizations beyond this sample of women will be hampered by four 

limitations. First, as reported, minority women and women with disabilities were 

severely under represented. Although this helps to increase sample homogeneity, it limits 

the discussion of findings primarily to abused Caucasian women without disabilities who 

have accessed a psychoeducational group to heal from the effects of being abused by a 

spouse. Second, this study only included abused women accessing non-residential 

counselling services. Thus, generalizing the outcome of this group program, for example, 

to a shelter clientele might not be useful given that previous research has shown that 

residential vs. non-residential clients can have different types of counselling and 

advocacy needs (Tutty et al., 1995). 

Third, similar to the experience of Tuel and Russell (1998), a number of women 

in this study did not complete all the questions in the self-report measures, perhaps due to 

the intensity of concentration this task required, or perhaps it was too emotionally 

draining to recall the abuse experiences. Given that the analysis employed in this study 

required full data sets, the results from this study can only be reasonably generalized to 

women who completed, in full, the self-report measures. Fourth, the outcome results are 

only applicable to those women who have characteristics similar to the women who 

completed the program. There was a very high proportion who never completed the 

program and it will be unknown which services are more appropriate for them. The size 

of the sample is another limitation to generalizing the results to other abused women, 



particularly for the repeated measures design (research question #6), since this part of the 

study contained only eighteen subjects. With respect to the overall sample size, despite 

the fact that this is one of the larger ones in an empirical investigation of treatment 

outcome, the results still need to be interpreted with caution. 

Directions for Future Research 

As is typical, this research study lends itself to more questions than answers. Not 

only does it need to determine if the clinical improvements reported are maintained over 

a period of time, but there should also be an investigation of the role Phase III has on the 

women's healing. Furthermore, as previously noted, the study suffers from shortcomings 

and as a result, continued collection and analysis of the agency's pre-tesvpost-test data 

would be highly recommended to allow for replication of the study and to further 

increase the sample size. 

Aside from the pre-tesvpost-test research perspective, studies that focus on 

uncovering the various facets which contribute to a successful group program for abused 

women are needed. Tutty and colleagues (1996) have started this process by analyzing 

various group and situational dynamics using their outcome group data from 1993. It 

would be interesting to run a similar analysis on the data from this dissertation and 

compare, where possible, the findings to Tutty's work. 

Furthermore, it would be clinically valuable to conduct a series of 

cornparelcontrast studies on the various group delivery options to help identify which 

option offers abused women the best service. For example, it remains to be documented 



if there are differences in treatment outcome between groups designed for women who 

have experienced family violence that are: (i) closed vs. open; (ii) composed of women 

in an abusive relationship vs. those who have left; and (iii) psychoeducationally based vs. 

process oriented. In terms of the latter example, it is hoped future investigations will be 

able to provide insight into the clinical direction women experiencing post-traumatic 

stress symptoms should be referred to: psychoeducationally based groups that provide 

structure to contain their inner psychological chaos vs. groups that are process focused 

and allow a discharge of inner pain. Specifically, in terms of psychoeducational groups, 

it would be interesting to discover how much of the material presented in the current 

Phase I and I1 psychoeducational groups the women are able to recall in the short and 

long term, given the influence of state dependent learning (i.e., "the tendency to recall 

information learned in a particular physiological state most accurately when one is again 

in that physiological state" Lefion, Boyes, Ogden, 2000, p. 209). Thus, it would be 

prudent to investigate how learning material in a distressed state affects the women's 

recall of the information once the crisis is replaced with more calmness and optimism. 

An area regrettably absent from this outcome study is the client's voice. 

Consequently, there are many questions this author has about this sample of abused 

women's qualitative experiences that will have to remain unanswered until future 

research addresses them (e.g., Why do you think your self-esteem dropped between 

Phase 1 and Phase 117 What information presented to you in the group was useful and 

why? What did the facilitator say or do that contributed to your return to the group?). 



Promising research seems to be occurring in this area as Belanger (1997) conducted a 

descriptive-exploratory study of womens' experiences in support groups. 

Finally, it should not be forgotten that this project evolved fiom the author's 

original dissertation topic which was to examine the stages of change women travel 

through as they complete a multi-stage program. Although outcome studies like this one 

can produce valuable information, they are limited in the sense that, although a woman 

may not have improved significantly in an area of functioning (as per dependent 

measures), she may have moved from precontemplation to the action phase - which 

could be stipulated as being more clinically relevant than a score from a standardized 

measure (Brown, 1997). This is an area of investigation that continues to hold the most 

interest to this researcher. 

Conclusion 

It is asserted that this dissertation contributes significantly to the field of family 

violence as there is a large void in the scholarly field related to developing and 

determining the outcome of treatment services offered to those who have been abused by 

their partners. It was a comprehensive study that recruited a large sample size in 

comparison to many other studies in this field and entailed a series of research questions, 

some of which required the use of advanced statistical analysis. Overall, this project not 

only contributed to the partial fulfilment of a doctorate degree, but it also led the author 

to leave the clinical field and begin a career in family violence research and counsellor 

education. 
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Appendix A 

Cycle of.Violence 

A model that has proven to be educationally and clinically useful to document a 

common cyclical nature of the pattern of physical abuse was developed by one of the 

foremost researchers in the study of battered women, Lenore E. Walker (Carden, 1994). 

This pattern eventually became known as "Cycle Theory of Violence" which is 

sometimes referred to as the "Tension Reduction Theory" (Walker 1979). In this cycle, 

the abuse is not continuous, but appears to happen in a somewhat predictable fashion, 

with varying intensities and lengths of time for each abused woman. 

The first phase of the cycle is typically referred to as the "tension building" stage. 

The abused woman, who is blaming herself for her partner's increasingly verbally 

abusive behavior towards her, is actively in trying to calm and please her partner. A 

typical expression she often uses to describe the tension is "walking on egg shells" 

(NiCarthy, 1987). However, "as the tension builds, the woman becomes more passive, 

he becomes more oppressive ....[ soon] she feels helpless and the tension becomes 

unbearable" (Office of the Prevention of Family Violence, 1992, p.19). At this point, if 

the couple does not take purposeful action to eliminate the abuse (e.g. counselling), the 

they progresses into the second phase of the cycle which is usually short in duration and 

characterized by acute episodes of battering. After the abuse, the woman may feel shock, 

shame, embarrassment, disbelief, andl or guilt. The next phase is typically where a 

woman often becomes entrapped in the relationship. Appropriately named the 



"honeymoon" phase, it is a reprieve fiom abuse and provides a time for emotional 

readjustment since "the abuser becomes extremely loving and kind, .... begs forgiveness 

and promises it will never happen again" (Ofice of the Prevention of Family Violence, 

p.19). According to Walker (1979), the man believes that he will not engage in abusive 

behavior again and his partner wants to believe this is true. During this phase, it is 

difficult for the woman to leave the relationship because she sees her partner as 

vulnerable, expressing love towards her, and may believe this calm phase represents 

permanent change in her partner andlor for the relationship. Furthermore, if she has been 

socialized into a traditional female role she is likely to believe she has to remain in the 

relationship to be perceived by society (and to herself) as a 'good woman', which often 

includes standing by your husband through "better or worse". Consequently, she needs 

to carry the hope that the cycle will not be repeated. Heppner (1978) characterizes this 

point in the cycle as the "wishing-and-hoping syndrome". 

As the incidents of abuse increase, sometimes over a period of many months or 

years, the couple may experience a number of important life passages together (e.g. 

children) and have worked hard to establish a secure, comfortable lifestyle and "by the 

time the situation appears to be getting out of hand she can't leave ... there is too much at 

stake." (Mulligan, 199 1, p. 3.20). Soon, these attempts prove to be futile. Burdened by 

the effects of the abuse, including a lack of self-confidence, guilt, and shame, she 

perceives few alternatives to improving her situation. She comes to believe she is 

powerless, helpless and "trapped" (Walker, 1979). This notion of learned helplessness 

will be elaborated upon in chapter two. 



Appendix B 

Definition of Abuse: Domestic Abuse Intervention Project 

Pence and Payrner (cited in Webb 1992, p. 207-208) from the well known 

Domestic Abuse Intervention Project in Minnesota, USA included the following as part 

of the definition of abuse: (a) emotional abuse involves actions, statements, or gestures 

made by batterers that attack a woman's self-esteem and her sense of self-worth; (b) 

isolation involves the batterers' attempt to control who their partners see, what they do, 

what they want for themselves, what they think or they feel; (c) intimidation involves any 

actions, words, and looks that batterers engage in to scare, frighten, or bully their 

partners; (d) male privilege means that batterers refuse to recognize their partners as 

equal and as adults. They feel they have the right to make all the decisions related to 

financial matters, how family members are to behave, or how they spend their time; and 

(e) threats involve batterers stating intentions of doing something that will cause 

emotional pain, financial damage or will humiliate or psychologically damage the victim. 



Appendix C 

Criteria for Selection in Quasi-Meta Analysis 

A total of sixty-seven articles were included in this quasi meta-analysis (QMA). 

The following describes the six guidelines which were used to select the articles: 

I. The article had to be published in an academic journal. No manuals, theses, 

dissertations or books were included in the QMA. 

11. The article had to be oriented towards the treatment of battered women who were 

or are in abusive relationships with a male partner. Articles that were geared 

towards documenting facts about wife abuse or the development and testing of 

theories were not eligible. Sweys  which included counseling programs for 

battered women were recorded in the QMA. Articles which discussed 

shelters for abused women were included in this report as long as the article 

focused on the actual counseling interventions available to the residents. 

111. Usually, at least one word in the article's title must refer to the treatment of 

battered women. There were a few titles which suggested a treatment focus but 

the body or" the article did not directly address treatment for abused women. 

These articles were not included in the QMA. An example of this type of article 

was by Taylor and Campbell (1992) titled, " Treatment protocols for battered 



women". Although the title appeared to represent an article which was treatment 

focused, the article only contained an informal annotated biography of manuals 

and policies related to the assessment and treatment of battered women.. 

N. No criteria was made towards samplelclient characteristics. For example, it was 

acceptable to have studies which provided treatment to subjects who were either 

married or living common-law with their abusive partners. 

V. No articles were included that dealt only with dating violence, couple/family 

therapy, sibling abuse, children1 parenting issues or abuse between same-sex 

couples. 

VI. There was no cut off date for publication year. 

By following the criteria selection, a thorough search resulted in obtaining fifty- 

eight articles. An additional nine articles were secured based on the fact that the article's 

abstract clearly stated the article addressed the treatment of battered women despite the 

fact the title did not specify a treatment focus. It is important to note this author of the 

QMA is claiming to have gathered almost all of the articles published in this field when 

the title, but not the abstract, made reference to the treatment of battered women. 



Appendix D 

Phase I and Phase I1 Group outlines1 

Phase I Grow Propram Phase I1 Grow Program 

(8 sessions / rotating/open group) (1 6 sessions /closed group) 

1. Definition & effects of abuse/ 1. Introduction and review 

power & control 2. Anger 

2. Responsibility for behavior / 3. Self-worth / problem solving 

protection planning 4. Stress management 

3. Causes of abuse / 5. Communication 

intergenerational perspective 6. Emotions 

4. Emotional development 7. Guilt and shame 

5. Anger 8. Empathy 

6. Communication styles / 9. Boundaries 

boundaries 10. Self-Esteem 

7. Change process I problem solving 1 1. Family of origin 

8. Supports and resources 12. Support systems 

13. Differences that affect relationships 

14. Healthy relationships 

15. Separation and loss 

16. Terminationltransition 

' Offered at YWCA Sheriff King Family Support Centre (woman's program) 1995-1999+ 



Appendix E 

Cover Letter for Prospective Research Subjects 

Hello: 

My name is Dawn McBride. I am a graduate student in the Department of 
Educational Psychology at the University of Calgary, conducting a research project under 
the supervision of Dr. Lauran Sandals, as part of the requirement towards my Ph.D. 
degree. I am writing to provide information regarding my research project, "The 
structure and process of professionally assisted change in abused women" so that you can 
make an informed decision regarding your participation. 

The purpose of the study is to examine how women change as a result of 
participating in group counselling programs. As part of the study, you will be asked to 
complete some questionnaires before you start your first group session and complete 
more questionnaires when you have either completed, dropped out or while still in the 
group program. The process will likely take between half-hour and an hour to complete 
and most of the questionnaires will be given to you to while you are in your group. In 
addition, we would like to obtain some information about yourself from your intake file 
so a general profile of the clients who participated in this study can be created. 

This research project is com~letel~ voluntarv and you may withdraw from the 
study at any time, without penalty. You will not be denied agency services if you choose 
not to participate in the evaluation. In other words, you may still enroll in a group, even 
if you do not participate in this research project. 

Your group facilitators and other agency staff will not be allowed to see your 
answers since all your answers will be kept completelv confidential and only accessible 
to the researchers in the study. Your name or other identifying features will be 
associated, in any way, with published materials. 

I will be the only person who will be able to access the sheet that will link your 
name to your code number that will be put on the research data sheets. All your 
questionnaires and other information about yourself will be stored in a locked location 
that is accessible only to me. The raw data will be destroyed two years after publication 
of the study results. 

Every precaution will be taken to ensure that completing the questionnaires will 
not cause you any harm. However, if you experience some discomfort while completing 
the questionnaires, you are encouraged to contact your group facilitator or phone the 
Distress Crisis Line (ph. 266- 1 6 15) or the SKH shelter crisis line (ph. 266-0707) anytime 
of the day or night. 



If you have any questions or concerns about the research project, you are invited 
to contact: (i) The researcher of this project (Dawn McBride) at 266-6639, (ii) The 
Director of the SKFSC, Janet Wagar at 294-3660, (iii) The researcher's supervisor: Dr. 
Lauran Sandals at 220-4625, (iv) The office of the Chair, Faculty of Education Joint 
Ethics Review Committee at 220-5626, or (v) The office of the Vice-President 
(Research) at 220-338 1. 

If you are interested in the results, please let me know and I will arrange to give 
you a written summary of the findings when the research project has finished. 

Two copies of the consent form are provided. Please return one signed copy to 
me and retain the other copy for your records. Thank you for your cooperation. 

Sincerely, 



Appendix F 

Consent for Research Participation 

I, the undersigned, hereby give my consent to participate in a research project entitled, 
"The structure and process of professionally assisted change in abused women." 

I understand that all my answers will be kept in the strictest confidence (private) and 
my group facilitators will not see my answers. 

I understand that such consent means that I will complete a number of questionnaires 
while I participate in the YWCA, Sheriff King Family Support Centre group counselling 
program. As well, I am aware that information fiom my intake file will be used to 
develop an overall profile of the clients who participated in this study. 

I understand that participation in this study may be terminated at any time by my 
request or at the request of the researcher. Participation in this project andlor withdrawal 
from this project will not adversely affect me in anyway. For example, I will still be 
allowed to continue in my group counselling program at the SKFSC. 

I understand that if filling out the questionnaires causes me some emotional discomfort I 
can receive support by contacting my group facilitator or by phoning the Distress Centre 
crisis line (ph. 266-1615) or the SKFSC 24hr counselling crisis line (ph. 266-0707). 

I understand that all raw data will be kept in a locked file cabinet accessible only by the 
researcher and that all the data will be destroyed two years after publication of the study 
results. 

I understand that the results of this research may be: (i) used in comparison for future 
studies, and (ii) be published or reported to government agencies, fimding agencies, 
counselling agencies, or scientific groups, but my name or other identifying features 
will not be associated in any way with the published results 

I have been given a copy of this letter of consent to keep for my own records. I 
understand that if I have any questions I can contact: (i) The researcher of this project 
@awn McBride) at 294-3668, (ii) The Director of the SKFSC, Janet Wagar at 294- 
3660, (iii) The researcher's supervisor: Dr. L a m  Sandals at 220-4625, (iv) The office 
of the Chair, Faculty of Education Joint Ethics Review Committee at 220-5626, or (v) 
The office of the Vice-President (Research) at 220-3381. 

Date Participant's Signature Name (printed) 



Appendix G 

Agency's Program Satisfaction Evaluation Form 

I found the group to be: 

Overy useful 
Ousefbl 
Osomewhat usekl 
Onot usefbl 

The facilitators were 

q very skilled 
q skilled 
q somewhat skilled 
q not skilled at all 

Group members were: 

Overy supportive 
Osupportive 
Osomewhat supportive 
Onot very supportive at all 



Appendix H 

Questionnaire For Those Who Were Drop Outs 

completed via telephone 
answers were recorded using a spreadsheet format 

1. Why did you drop out? 

2. What did you like least about the group, if anything? 

3. How could the facilitators and/or group program have helped you so you did not 
have to drop out? 

4. If the facilitators would have called you to invite you back to the group, how 
helpful would this have been in having you return to the group? 
mvery helpful helpful somewhat helpful not helpful unsure 

5. Overall, what did you like best about the group, if anything? 

6. Overall, if you could change anything about the group, what would you change? 

7. Do you plan to re-register I try to attend the phase group again? 

8. I found attending the group to be: 
very usefbl useful somewhat useful not useful at all 

9. I found the facilitators to be: 
very skilled skilled somewhat skilled not skilled at all 

10. I found the other group members to be? 
very supportive supportive somewhat supportive not very supportive 



Appendix I 

Agency's Intake Form 

The information gathered fiom the subject's intake form, completed at a group screening 

interview, included the following variables: 

Birth date 

Born in Canada 

Education (lughest grade obtained & if currently in schoovtraining ) 

Employment status (employed and if so, ftequency and type of job) 

Source of income 

Marital status 

Types of abuse experienced in adult relationships 

If they have children, do they live at home and if child welfare is involved 

Type of abuse experienced in childhood 

Any psychiatric involvement and mental health background 

Disabilities (reading, physical, etc. .) 

Alcohol or drug background 



Appendix J 

Index of self-~steem* 

This questionnaire is designed to measure how you see yourself. It is not a test, so there are no 
right or wrong answers. 

1 = None of the time 5 = A good part of the time 
2 = Very rarely 6 = Most of the time 
3 = A little of the time 7 = All of the time 
4 = Some of the time 

I feel that people would not like me if they really knew me well. 
I feel that others get along much better than I do. 
I feel that I am a beautiful person. 
When I am with other people I feel they are glad I am with them. 
I feel that people really like to talk with me. 
I feel that I am a very competent person. 
I think I make a good impression on others. 
I feel that I need more self-confidence. 
When I am with strangers I am very nervous. 
I think that I am a dull person. 
I feel ugly. 
I feel that others have more fim than I do. 
I feel that I bore people. 
I think my friends find me interesting. 
I think I have a good sense of humour. 
I feel very self-conscious when I am with strangers. 
I feel that if I could be more like other people I would have it made. 
I feel that people have a good time when they are with me. 
I feel like a wall flower when I go out. 
I feel I get pushed around more than others. 
I think I am a rather nice person. 
I feel that people really like me very much. 
I feel that I am a likeable person. 
I am afraid I will appear foolish to others. 
My friends think very highly of me. 

R=3,4,5,6,7, 14, IS, 18,21,22,23,25 

Raw Result: Standardized Result: Double Checked: 

Source: Fischer, J., & Corcoran, K. (1994). Measures for clinical practice: A sourcebook (2nd 
ed.). New York. Free Press. 

Modifications to the scale were made by YWCA SKFSC. Given the margin restrictions in the Appendix, 
the format of this scale is presented tighter than what was distributed to the clients. 



Appendix K 

Partner Abuse Scale: Non Physical ~ b u s e ~  

This questionnaire is designed to measure the non-physical abuse you have experienced in your 
relationship with your partner. It is not a test, so there are no right or wrong answers. Answer 
each item as carefully and as accurately as you can by placing a number beside each one as 
follows: 

1 =Never 5 = A good part of the time 
2 = Very little 6 = Very frequently 
3 = A little of the time 7 = All of the time 
4 = Some of the time ............................................................................. 

A Are you currently in a relationship where abuse has occurred? ONo OYes If yes, for how long? 
B. If NO*, (i) how long were you in the abusive relationship? (ii) When did it end? 

(Please stlll complete thls questionnaire based on the past abusive relationship in terms of how abuslve you were and how 
much abuse you experienced). 

Raw Result: 

My partner belittles me. 
My partner demands obedience from me. 
My partner becomes surly or angry with me when helshe drinks too much. 
My partner demands that I perform sex acts that I do not enjoy or like. 
My partner becomes very upset if my work is not done when helshe thinks it should be. 
My partner does not want me to have any female friends . 
My partner tells me that I am unattractive. 
My partner tells me that I couldn't manage or take care of myself without himlher. 
My partner makes me feel like I am histher personal servant. 
My partner insults or shames me in front of others. 
My partner becomes very angry if I disagree with hidher point of view. 
My partner is stingy in giving me money. 
My partner belittles me intellectually. 
My partner demands that I stay home. 
My partner feels that I should not work or go to school. 
My partner does not want me to have any male friends. 
My partner demands sex whether I want it or not. 
My partner screams and yells at me. 
My partner shouts and screams at me when heishe drinks. 
My partner orders me around. 
My partner has no respect for my feelings. 
My partner tries to control me. 
My partner frightens me. 
My partner treats me like a dunce. 
My partner is surly and rude to me. (( 

Standardized Result: Double Checked: 

Source: Fischer, J., & Corcoran, K. (1994). Measures for clinicalpractice: A sourcebook (2nd ed.). New 
York. Free Press. 

Modifications to the scale were made by YWCA SKFSC. Given the margin restrictions in the Appendix, 
the format of this scale is presented tighter than what was distributed to the clients. 



Appendix L 

Partner Abuse Scale: Physical Abuse 

This questionnaire is designed to measure the physical abuse you have experienced in your relationship 
with your partner. It is not a test, so there are no right or wrong answers. Answer each item as carelidly 
and as accurately as you can by placing a number beside each one as follows: 

1 =Never 5 = A good part of the time 
2 = Very little 6 = Very fiequently 
3 = A little of the time 7 = All of the time 
4 = Some of the time ...................................................................................... 

A. Are you currently in a relationship where abuse has occurred? ONO Yes If yes, for how 
long? 

B. If NO*, (i) how long were you in the abusive relationship? (ii) When did it end? 
(Please still complete this queationndre based on the past abusive relationship h terms of how abusive you were and how 
much abuse you experienced). 

My partner physically forces me to have sex. 
My partner pushes and shoves me around violently. 
My partner hits and punches my arms and body. 
My partner threatens me with a weapon. 
My partner beats me so hard I seek medical help. 
My partner slaps me around the face and head. 
My partner beats me when hdshe drinks. 
My partner makes me afraid for my life. 
My partner physically pushes me around the room. 
My partner hits and punches my face and head. 
My partner acts as if helshe would like to kill me. 
My partner threatens to cut or stab me with a sharp knife or sharp object. 
My partner has tried to choke or strangle me. 
My partner knocks me to the ground and stomps or kicks me. 
My partner twists my fingers, arms or legs. 
My partner throws dangerous objects at me. 
My partner bites or scratches so badly hdshe leaves bruises or the wound bleeds. 
My partner pinches or twists my skin. 
My partner badly hurts me when we are having sex. 
My partner hurts my breasts or genitals. 
My partner has tried to suffocate me with pillows, towels or other objects. 
My partner pokes or jabs me with pointed objects. 
My partner has broken one or more of my bones. 
My partner has kicked my face or head. 

Raw Result: Standardized Result: Double Checked: 

Source: Fischer, J., & Corcoran, K. (1994). Measures for clinical practice: A sourcebook (2nd 
ed.). New York. Free Press. 

Modifications to the scale were made by YWCA SKFSC. Given the margin restrictions in the Appendix, 
the format of this scale is presented tighter than what was distributed to the clients. 



Appendix M 

Impact of Events scale5 
Below is a list of comments made by people after stressful life events like abuse. Please circle the 
appropriate descriptor after each item, indicating how frequently these comments were true for you 
IN THE LAST 7 DAYS. If they did not occur during that time, please circle "not at all". 

[ It => refers to abuse ] 

1. I thought about it when I didn't mean to. not at all rarely sometimes often 

2. I avoided letting myself get upset when I thought about it or not at all rarely sometimes often 
was reminded of it. 

3. I tried to remove it fiom memory. not at all rarely sometimes often 

4. I had trouble falling asleep or staying asleep, because of not at all rarely sometimes often 
pictures or thoughts about it that came into my mind. 

5. I had waves of strong feelings about it. not at all rarely sometimes often 

6. I had dreams about it. not at all rarely sometimes often 

7. I stayed away from reminders of it. not at all rarely sometimes often 

8. I felt as if it hadn't happened or it wasn't real. not at all rarely sometimes often 

9. 1 tried not to talk about it. not at all rarely sometimes often 

10. Pictures about it popped into my mind. not at all rarely sometimes often 

11. Other things kept making me think about it. not at all rarely sometimes often 

12. I was aware that I still had a lot of feelings about it, but I didn't not at all rarely sometimes often 
deal with them. 

13. I tried not to think about it. not at all rarely sometimes often 

14. Any reminder brought back feelings about it. not at all rarely sometimes often 

15. My feelings about it were kind of numb. not at all rarely sometimes often 

Source: Fischer, J., & Corcoran, K. (1994). Measures for clinical practice: A sourcebook (2nd 
ed.). New York. Free Press.225 

Modifications to the scale were made by YWCA SKFSC. Given the margin restrictions in the Appendix, 
the format of this scale is presented tighter than what was distributed to the clients. 




