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Objective.\p=m-\Toexplore primary care physicians' experiences with domestic violence victims to determine the barriers to problem recognition and intervention in
the primary care setting.
Design.\p=m-\Ethnography,a qualitative research method involving the use of
open-ended, semistructured interviews.
Setting.\p=m-\Anurban health maintenance organization serving a predominantly
white, middle-income population.

Participants.\p=m-\Thirty-eightphysicians, predominantly family practitioners
(89%), were interviewed.
Results.\p=m-\Analysisof the interviews revealed that physicians found exploring
domestic violence in the clinical setting analogous to "opening Pandora's box." Their
issues include lack of comfort, fear of offending, powerlessness, loss of control, and

time constraints.
Conclusion.\p=m-\Thisstudy revealed several barriers that physicians perceived as
preventing them from comfortably intervening with domestic violence victims.
These issues need to be addressed in training programs. Further studies should
be done to assess generalizability of these findings to other groups of physicians.
(JAMA. 1992;267:3157-3160)

THE IMPACT of repetitive violence on
an individual's health often brings do¬
mestic violence into the medical setting.
Since it is believed that the majority of
medical visits related to domestic vio¬
lence are not in the form of overt trauma,
but present as multiple somatic com¬

plaints

or

stress-related

illnesses, pri¬

mary care physicians are in a key posi¬
tion to offer referral for intervention.1
Although the term domestic violence is
used to describe the use of violence

against a variety of household members,
this study focuses on primary care phy¬
sicians' response to violence between
intimate partners or spouses.
The landmark prevalence study for
the general population was conducted in
1975.2 In a nationwide random sample of
couples, 28% were found to have expe¬
rienced violence at some point in their
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history. Furthermore, 3.8% of women
living in couples had experienced se¬
vere violence in the year of the study.
When extrapolated to the general pop¬

ulation, this represents 1.8 million
women per year being battered; if di¬
vorced or separated women are included,

this estimate is 3 to 4 million women per

year.3

In the medical

literature, most of the

prevalence data are from emergency de¬
partment studies. One survey4 of emer¬
gency department patients found that

22% of both men and women had expe¬
rienced at least one episode of domestic
violence. McLeer and Anwar5 found that
when an appropriate trauma history was
obtained, 30% of female trauma cases
were a result of domestic violence.
Recently, concern about physician re¬
sponsiveness to domestic violence has
been expressed.6 Several studies have
shown that even with knowledge of the
underlying cause of the trauma, many
physicians fail to respond to the batter¬
ing. One study7 found that in 40% of the
cases where physicians interacted with
battered women in an emergency depart¬
ment setting, physicians made no re¬
sponse to the abuse. In another emer-

gency department that had a protocol for
domestic violence, in 92% of the domestic
violence cases, physicians failed to give
any referral or follow-up for abuse.8
Little information is available on the
prevalence of domestic violence in the
primary care setting or on the primary
care physicians' response to domestic

study explores primary
physicians' experiences with and

violence. This
care

attitudes about domestic violence to de¬
termine the barriers to effective inter¬
vention in a primary care setting.

METHODS
The goal of this study was to uncover
the barriers to domestic violence inter¬
vention from within the physician's
frame of reference, as opposed to ver¬
ifying the investigators' a priori hypoth¬
eses about the barriers. For this reason,
ethnography was the chosen research
method. Ethnography is a qualitative
research method that seeks to generate
hypotheses through analysis of narra¬
tive data obtained by in-depth inter¬
views. One of us (N.K.S.) conducted all
the interviews after studying ethno¬
graphic techniques and training with a
medical anthropologist.
The study consisted of semistructured,
open-ended interviews with 38 primary
care physicians between August 1990
and February 1991. The study was ap¬
proved by the Human Subjects Review
Committee at the University of Wash¬
ington, Seattle, and informed consent
was obtained from all participants. Phy¬
sicians were asked to describe domestic
violence cases they had managed. Probe
questions were asked concerning the
physicians' role in identifying and in¬
tervening in domestic violence cases and
also the physicians' own personal expe¬
riences of violence or abuse. The inter¬
views lasted approximately 1 hour and
were audiotaped. Demographic informa¬
tion was obtained at the end of the in¬
terviews. Brief field notes were made
after the interviews, and the tapes tran¬
scribed.

The Study Site
A large, urban health maintenance or¬
ganization (HMO) was chosen as the site
of the study. The HMO had several at¬
tributes that made it an optimal study

site, including a large primary care phy¬
sician staff, an orientation toward dis¬
ease and injury prevention, and a re¬

search group interested in the preva¬
lence of domestic violence. There was
no protocol in place for dealing with in¬
timate-partner violence at the time of
this study. The HMO served an enrollee
population that was predominantly white
and middle-income, with the majority of
enrollees having received some educa¬
tion beyond high school.
The

Participants
Primary care physicians serving in

six of seven satellite clinics associated
with the urban hospital were selected
for the study. One clinic was excluded
from the study because of the familiar¬
ity of the clinic staff with the investi¬
gator. At the onset of the study, the
intent was to interview 35 to 40 sub¬
jects. The physicians were sent letters
describing the study and requesting par¬
ticipation. Of the 58 physicians who re¬
ceived the letter, 41 (71%) agreed to
participant, eight (14%) refused to par¬
ticipate, and nine (14%) could not be
reached after multiple telephone at¬
tempts. Three physicians who agreed to
participate were not interviewed be¬
cause of schedule conflicts. Of the 38
physicians who were interviewed, 63%
were men and 37% were women, which
was representative of the male-to-fe¬
male primary care provider ratio at the
institution. The age range was from 33
to 58 years old, with a mean of 41 years.
The study group was 89% white, 8%
Asian, and 3% black. Eighty-two per¬
cent of the physicians were married, and
87% had children. The group consisted
of 34 family practitioners and four in¬
ternists. Time since graduation from
medical school ranged from 4 to 29 years,
with a mean and median of 15 years.

Analysis
Multiple readings of the transcripts
were performed to identify major ideas
or themes revealed in the physicians'
words, phrases, metaphors, and exam¬
ples. Important and frequently ex¬
pressed ideas or themes were then stud¬
ied for patterns of connection and
grouped into broader categories, for ex¬
ample, issues of power, issues of pri¬
vacy, and issues of time constraints. The

dominant ideas and patterns of connec¬
tion were compared between various
subgroups of physicians, such as men
and women, abused and nonabused.

Validity
Method of analysis and review of re¬
sults were critiqued by two indepen¬
dent medical anthropologists. Peer re¬
view of hypothesis formation and data
analysis was formally accomplished in
work-in-progress sessions with nine phy¬
sicians who were not study participants
and not staff members of the HMO study
site. Member group review was accom¬
plished by distributing the final results
to all physicians who participated in the
study and asking for their critiques. Of
the five participants who responded with

critiques, none expressed concern re¬
garding the accuracy of the findings.
RESULTS

Repeatedly, the image of opening Pan¬
dora's box1 was used by physicians to
describe their reaction to exploring do¬
mestic violence with patients. Eighteen
percent of physicians used the phrase,
"Pandora's box."

to Greek
the first
woman. Her creation was part of Zeus'
revenge against Prometheus for provid¬
ing mankind with fire. She single-hand¬
edly opened a box and unleashed the
spites of aging, labor, sickness, insanity,
passion, and vice into the world.9) Eight
percent used analogous phrases such as
"opening a can of worms."

(According

mythology, Pandora

was

I think that

some physicians, and I do the
thing, if you are very busy and have
lots of patients waiting, you just don't ask a
question that you know is going to open a
same

Pandora's box. Even if it crosses your mind,
you don't ask.

This metaphor suggests the fear of
unleashing a myriad of evils. By exam¬
ining the comments of the respondents,
these "evils" begin to take the shape of
"too close for

comfort," "fear of offend¬
ing," "powerlessness," "loss of control,"
and "tyranny of the time."
Too Close for Comfort

The close identification that physicians
have with their patients may preclude
them from considering the possibility of
domestic violence in their differential
diagnosis. Close identification was a ma¬
jor theme for 39% of physicians in this
study. Physicians who came from white,
middle-class backgrounds, with no ex¬
perience of domestic violence, often as¬
sumed that their patients with similar
characteristics would likewise not be at
risk for violence.

Maybe you're dealing with, presuming you're

with a husband and two kids, a pro¬
fessional, you're so similar to me, we probably
both drive Suburbans, both go skiing, we all
don't abuse the children.... And then maybe
you get a young black woman in with two
a woman

little kids, unemployed, having a headache or
God knows what, you might bring it up
because it is chaos, social chaos. Although, I
guess both women could be abused.

Although most physicians intellectu¬
ally acknowledged that domestic vio¬
lence cuts across all races, classes, and

ethnic groups, the socioeconomic status
of the patient was clearly used as a
marker for determining whether abuse
was

likely.

Now the kind of patients that I take care of
are probably somewhat less at risk for that
while, primarily these are, at least in this
clinic, white, middle-class folks. And obvi¬
ously there is domestic violence in white
middle-class folks, but it's not rampant. And
I see it very seldom.
...

Many physicians also admitted that
they were more likely to ask patients of
lower socioeconomic status about abuse.

We have a unique population here in that it's
poorer, inner-city population, fairly substan¬
tial Afro-American population. So I think we
see the majority of domestic violence in that
group. I think we are looking for it more
there too. We're more tuned in to it.

Among women physicians, the close
identification with patients created an¬
other problem. Uncovering domestic
violence among patients similar to them
would expose some of these physicians
to their own fear of vulnerability and
lack of control.
I think it's that I tend to identify with these
people too much. If they are getting beaten up
and don't have control over the situation,
maybe that could happen to me_And if it
is some lady who doesn't speak much English
because she came from Ethiopia, well, that's
one of those people. But if it's a PhD who
teaches... which is what I used to do before I
went to medical school, that gets pretty close.

The diagnosis of abuse may also be
hindered when physicians too closely
identify with abused patients due to
their own past experience of abuse or
violence. When asked about a previous
history of child abuse or physical vio¬
lence with an intimate partner, 14% of
male physicians and 31% of female phy¬
sicians acknowledged their own experi¬
ence. As a group, abused physicians
could not be distinguished from nonabused physicians in their major
themes or patterns of responses.
Fear of Offending
Fear of offending the patients was
one of the strongest fears expressed by
physicians. Over half (55%) revealed con¬
cern regarding offending the patient.
This fear often originated in the physi¬
cian's discomfort with areas that are cul¬
turally defined as private.
The second factor is the fear of offending the
patient. I don't ask a married woman if she has

lesbian thoughts. It just doesn't occur to me
even though I might ask sexual preference of
other patients. Again, out of context, where
I'm not really thinking of domestic violence,
it's sort of a sensitive private area that I
might not explore unless I really need to.

The uncertainty of whether patients
would consider domestic violence a le¬

gitimate area to probe was distressing
to physicians.
It's the same kind of hesitance that I have or

feeling of comfort I have in dealing with
people's sexual preference. I'm not wanting
to touch on something that they are uncom¬
fortable dealing with too. It has to do with
both of us, our levels of comfort. And also I
don't want to be nosing into somebody's
business if they don't want me nearby.

Physicians felt that by even broach¬
ing the subject of violence, the patient
would take offense at the implications of
the question. However, many male phy¬

sicians voiced an even stronger fear
that if they were to inquire about vio¬
lence, it would be viewed as a betrayal
of trust by the patient and endanger the

physician-patient relationship.

I guess it is because you are asking about
behavior that the great majority of people
would find abhorrent. Tough questions about
sexual preference or anything else, some
people get the worrisome thought that by
asking the question, the patient is going to
think that you think that he does that. He is
going to think, "I'm not like that, Doc. What
must you think of me?" That, you worry, does
violence to your relationship.

It is of interest that even though female
physicians expressed concern about of¬
fending the patient, none suggested that
inquiring would j eopardize the physicianpatient relationship.
The fear of offending the alleged batterer may underlie some physicians ex¬
pressing the need to judge the truth of
the situation and the discomfort they

felt if the truth

was

not clear.

With children I have an automatic sense of
vulnerability. With domestic violence I have
enough of a sense of uncertainty about the
vulnerability and the dynamics between the
two_Whenever I thought it was clear-cut
and began to explore it with the partner, it
quickly became more complex and not as
clear-cut, and so I would, I guess, with even
the little experience I have had with it, have
been left in doubt about the clarity of who is
vulnerable and who isn't.

A patient responding positively to a
physician's question concerning whether

abuse had occurred did not establish the
diagnosis of abuse for some physicians.
These physicians felt they needed to get
unbiased information and go to persons
other than the patient to get the truth.
The language used to express the con¬
cern of truth took on a legal tone for
some

physicians.

one thing is the credibility of the wit¬
Some people will say things that I may
not tend to believe, I may not have reason to
believe them. And in that setting I may well
contact some other family member or some¬
thing to see if I have some confirmation of the
problem, with the permission of the patient
if I can get it... Because for some people
there may be secondary gain in trying to say

Well,
ness.

.

something.

It appears that to suggest the diag¬
nosis of domestic violence is to "accuse"
the partner of being a batterer. When
this weight of judgment is placed on the
diagnosis, full "truth" is required by
some physicians. For some physicians,
blame needed to be assigned, and a
"true victim" and "true perpetrator"
needed to be identified. Anything less
clear-cut was unsettling.
Powerlessness
Many of the physicians (50%) voiced
frustration and feelings of inadequacy
when discussing what would constitute

appropriate interventions.

Well, it doesn't seem to make any difference

to me if you have a skull fracture because a
tree fell on you or a baseball bat fell on you.
It is still a skull fracture. It needs to be dealt
with. And you try to prevent another occur¬
rence. If it is a baseball bat that a spouse
used, then that seems to be a legitimate

for concern. But the problem
the hell do you do about it?
cause

is, what

Many pointed to the complexity of the
problem and the fact that they had no
"tools" to help.
I think we tend to look more on the technical
side of medicine, things we can help, like ap¬
pendicitis. Domestic violence is a big morass
which we will never escape. I get a headache
thinking about it. And that attitude translates
into the type of care we give those patients.

There was a strong sense of power¬
lessness when physicians described
their inability to "fix it." Many pointed
to their lack of training on this issue,
with 61% revealing that they had no
training on intimate-partner violence in
medical school, residency, or continuing
medical education courses, as opposed
to 8% who expressed that they had re¬
ceived good training in this area.
Loss of Control

Forty-two percent of physicians ex¬
pressed the frustration that although
they would intervene with advice or re¬
ferral to resources, ultimately the control

Many physicians were frustrated by
inability to control the patient's
behavior, and the patients' inability to
their

control the circumstances of their lives.
This need to gain control and expedi¬
ently solve the problem was one of the
major obstacles to physicians' willing¬
ness to address domestic violence.

And the fact is I am not sure I'd have any ef¬
fect anyway. I certainly find that most of my
advice on smoking and alcohol and other
self-destructive behaviors has no effect on
people and it gets very frustrating. And to
see this as rarely as I do, I get the feeling that
it would be another one of those frustrating
situations where I get involved and invest
myself and yet have nothing come of it.

This issue of control was most prom¬
inent when physicians described their
frustration with the repetitive nature of
domestic violence. This reaction was
most marked among female physicians.
I get to the point where I feel discouraged
because I feel like, with someone that's in...
an abusive situation, until that person's
ready to take care of it, I'm banging my head
against the wall. I'm doing it over and over
and over again, and it's like my own abuse in
a sense.... At what point do I just say "We'll
take up your hypertension today, and I'm
sorry your family life isn't going so well"?

The Tyranny of the Time Schedule
The majority of physicians (71%)
identified the time constraints of a busy
primary care practice as the major de¬
terrent for asking about violence in the
home. Their greatest fear was that this
is one more issue that will consume
more of their scarce time.
You don't open a Pandora's box for the same
you don't generally ask people, "Do
you have sexual problems?" Not because it is
not important, but because you don't have
time to do that. You literally don't have time
to deal with all this.
reason

The majority of the physicians inter¬
viewed felt that domestic violence was
of such low prevalence in their patient
population that pursuing it was not a
good investment of time.

Well, I think in part because you still see it
rarely. You know, it's not the major medical
issue that you see in your practice. It might
be there much more than you realize, but it
is not a confrontation in your practice. There
are so many topics that this one is low on my
list of how yielding, I mean, how much yield
do you get to spend 5 minutes, 3 minutes on

ofthe outcome was in the hands ofthe pa¬
tient. Until the patient was motivated to
change, these physicians felt their at¬
tempts at intervention were useless.

this.

I try to refer to resources. But that is part of
my sense of impotence. I can't give this
woman a job. I can't hold her hand. I can't do
it for her.

In the case of being a primary care provider
and being expected to deal with the total
person and the total body and you have 30
minutes, you can't ask all the questions.

Several physicians voiced frustration
overwhelming role physicians

with the
were

being asked

to

play.

Outliers
There were two physicians who stood
out from the rest because of their level
of comfort in dealing with domestic vi¬
olence. They differed from their col¬
leagues in several ways. They identified
domestic violence cases often in their
practice. They had a comfortable, neu¬
tral, business-as-usual approach to ask¬
ing questions about violence. They per¬
ceived their role as validating a patient's
feelings, discussing safety issues, and
referring patients to appropriate re¬
sources. They also saw the time frame
for change as a prolonged course and
were not concerned with the idea of a
quick fix. One physician had encountered
several abused patients early in his clin¬

ical career and had experienced positive
outcomes when the issue was addressed
in the medical setting. A sense of per¬
sonal competence developed through
subsequent reading on abuse and expe¬
rience with abused patients. The other
physician had a previous history of abuse
for which he had received counseling.
His own recovery was his evidence that
intervention had a significant effect.

COMMENT
The issues raised by the physicians in
this study have broad implications. The
close identification of physicians with pa¬
tients of their own socioeconomic back¬
ground can generate a denial that leads
to two dangerous consequences. First,
abused patients from higher socioeco¬
nomic groups will not be identified be¬
cause they will not be asked. Second, the
misconception that domestic violence is
predominantly a product of poverty will
be perpetuated through selective ques¬
tioning of lower socio-economic groups.
If physicians have a personal experi¬
ence of violence, the impact of that ex¬
perience is likely to influence their abil¬
ity to broach the issue with patients. As
was revealed in this small group, vio¬
lence with intimate partners and child
abuse are experiences that are not un¬
known to physicians. It is interesting to
note that no clear difference in the pat¬
tern of response was found between
abused and nonabused physicians. Fur¬
ther research is necessary to understand
how a previous history of abuse influ¬
ences a

physician's ability

to

diagnose

and intervene with domestic violence.
The fear of offending the patient is
embedded in the cultural construct of
what is private. Not wanting to over¬
step the bounds of what is private, yet
acknowledging that domestic violence
has medical consequences, leaves the
physician wary of how to approach the
issue. It is the same tension that had to
be overcome in addressing such issues
as cigarette smoking, alcohol and drug

use, and sexual

preference.

When physicians encounter instances
of domestic violence, they may feel inef¬
fective in their ability to intervene. Some
physicians felt they had no power because
their tools were limited to medications or
surgeries, and these were clearly inappro¬
priate approaches to "fixing" of domestic
violence. Other physicians felt they did
have tools in the form of emotional sup¬
port and/or appropriate referrals, but
were frustrated by their inability to con¬
trol whether a patient accepted what they
offered. This is an area where the deficit
in training is most evident. Physicians
need to be educated in appropriate inter¬
vention strategies and need to become
knowledgeable about the expected time
course of change so that issues of power
and control become less problematic.
The time element was the most perva¬
sive and driving fear. It magnified the
other fears mentioned by the physicians.
Problems that could be offensive or have
no easy answers may not be delved into
because of time pressure. Higher prior¬
ity will likely be given to the organic
causes of disease that can be expediently
dealt with in the time frame that has
emerged for medical practice. Given the
number ofillnesses that do not fall neatly
into 20 minutes, it may be necessary to
re-examine the clinical time schedule
that has evolved.
The data generated by ethnography
provide information on the dilemmas
confronting physicians, from within the
physicians' frame of reference and in
the physicians' language. This type of
information is crucial in designing edu¬
cational programs. It is clear from this
study that educating physicians to in¬
tervene more effectively in domestic vi¬
olence is not simply a matter of provid¬
ing facts. As with all health issues that
encompass elements of both medicine
and social work, education on domestic
violence must include examining and re¬
shaping the internal barriers that may
hinder physicians' clinical skills. Describ¬
ing the actual educational approach to
these issues is beyond the scope of this
paper but is an area in great need of
further research and development.
Several limitations to this study should
be cited, since most medical researchers
will not be familiar with ethnographic
research. First, the nature of qualita¬
tive research is to explore what is
present, as opposed to counting how of¬
ten something is present. The percent¬
ages given in this study cannot be used
to determine the prevalence of a belief,
but only to give the frequency of ex¬
pression of the dominate themes. The
statement that 71% of physicians iden¬
tified time as an issue does not mean
that 39% did not think time is an issue

but that the comments of 39% did not
reveal time to be a dominant theme.
Next, "reliability" and "validity" are
not concepts that can be directly taken
from quantitative research and applied to
qualitative research. These concepts, it
has been suggested, are represented in
the qualitative research domain by con¬
cerns about "trustworthiness."10 Would
another investigator examine our data
and discover the same themes? Probably,
but not certainly. This issue was dealt
with explicitly by peer review, the pro¬
cess by which dominant themes were re¬
viewed and confirmed by physicians not
involved in this study. Do the results ac¬
curately reflect the beliefs of the physi¬
cians studied? We believe they do. The
group member review, where the results
were reviewed by all the study partici¬
pants, supports this belief.
Penally, would all physicians produce
the same themes if given the opportu¬
nity? We do not know. Qualitative re¬
search results are not assuredly generalizable. The in-depth nature of the study
method does not lend itself to large sam¬
ple sizes, nor are the participants chosen
randomly. The information obtained is
true to the locale studied. Further study
by survey or widely dispersed focus
groups would be needed to produce generalizable information. The subject mat¬
ter is serious enough to merit such an ef¬
fort since the course of domestic violence
tends to be repetitive and to escalate in
severity, making early diagnosis and in¬
tervention necessary to prevent severe
injury or death. The issues raised in this
study need to be addressed for physi¬
cians to develop a nonthreatening ap¬
proach to domestic violence that will no
longer raise the specter ofPandora's box.
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