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CHAPTER ONE 

INTRODUCTION 

 A diagnosis of dissociative identity disorder (DID) can result from severe and 

sustained abuse and neglect in childhood that begins at a very young age (American 

Psychiatric Association [APA], 2013).  It is estimated that a diagnosis of DID affects 

about one percent of the population (over three million Americans), making DID as 

common as schizophrenia (Brand, Loewenstein, & Lanius, 2014). 

All forms of child maltreatment are well documented risk factors for exposure to 

intimate partner violence (IPV) in adulthood, which can lead to exacerbated mental 

health problems, increased incidence of psychiatric hospitalization, and increased 

suicidality (Laylor & McElvaney, 2010).  It is estimated that one in four women will 

experience IPV at some point in her lifetime.  In the United States (U.S.), over 200,000 

women are raped by an intimate partner each year, and approximately 1.3 million women 

are physically assaulted by an intimate partner each year (Black et al., 2011). 

 Very little research has focused on the overlap of DID and IPV.  Women with 

DID present with unique challenges related to IPV, due to forgetting abuse, 

underreporting abuse, suffering from an impaired ability to detect danger and self-protect, 

and other factors.  Some personality states may love the abuser, some may hate the 

abuser, and some may be indifferent or unaware of the abuse.  Therefore, our current 

understanding of the experience of women with DID who experience IPV may not be 

accurate or sufficient.  This is particularly concerning because it is estimated that the IPV 

rate for survivors of childhood maltreatment is at least double that of the general 

population (Arnow, 2004; Webermann, Brand, & Chasson, 2014).   
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Specific Aims and Research Questions 

Primary Specific Aim: Inform the development of a theory that explicates the coping 

experiences of women with DID who have experienced IPV. 

Secondary Aim: Describe the experiences of women with DID and the factors that 

contribute to their continued engagement in abusive relationships in adulthood. 

Research Question 1: How do women with DID cope with IPV? 

Research Question 2: What are the experiences of women with DID who are exposed to 

IPV, and what factors contribute to continued exposure to IPV? 

Literature Review 

Child Maltreatment 

 Child abuse and neglect are highly prevalent and serious problems that experts 

believe are grossly underreported.  In 2012 alone, the U.S. Department of Health and 

Human Services (HHS) reported that over 3.2 million children were the subject of at least 

one Child Protective Services (CPS) report of child maltreatment, and 686,000 children 

were confirmed survivors of abuse and neglect (about 9.2 per 1,000 children).  An 

estimated 1,640 children died as a result of abuse and neglect in 2012 (HHS).  Along with 

a plethora of other physical, psychological, emotional, and behavioral disturbances, a 

diagnosis of DID can result from severe and sustained maltreatment throughout 

childhood (APA, 2013). 

Dissociative Identity Disorder (DID) 

 DID is the most serious and chronic of the dissociative disorders, causing severe 

impairment in functioning that frequently requires inpatient psychiatric hospitalization to 

prevent catastrophic self-harm and suicide (Brand et al., 2014).  Studies indicate that the 
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prevalence of dissociative disorders in the general population is about ten percent (APA, 

2013).  Women are at a higher risk for developing DID and dissociative disorders in 

general because they are more likely to experience abuse and violence than men (Brand 

et al., 2014; World Health Organization [WHO], 2016). 

 DID is characterized by the presence of two or more distinct personality states 

that repeatedly take control of an individual, causing changes in behavior, significant 

lapses in memory, alterations in consciousness, changes in affect, and impairment in 

judgment, perception, and cognition (APA, 2013).  A host personality state usually 

identifies with the individual’s legal name and may be unaware of the presence of some 

or all alternate personality states.  Different personality states typically remember 

different aspects of autobiographical information, resulting in significant amnesia that 

goes beyond normal forgetfulness (APA, 2013; Brand et al., 2014).  Environmental 

events, particularly stressors like IPV, can cause rapid shifts between personality states 

and severely impaired functioning.  As a result, women with DID may be more 

vulnerable to IPV, less likely to acknowledge or seek help for IPV, or may not go through 

the same coping process as other IPV survivors. 

Intimate Partner Violence (IPV) 

 IPV, also referred to as domestic violence and spousal abuse, includes any 

physical, sexual, emotional, psychological, spiritual, and financial abuse, aggression, or 

coercion by a current or former intimate partner, which also includes stalking and dating 

violence (Centers for Disease Control and Prevention [CDC], 2015).  Intimate partners 

can be current and former spouses, boyfriends, girlfriends, and sexual partners.  IPV 

occurs in both heterosexual and non-heterosexual relationships and does not require 
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sexual intimacy (CDC, 2015).  Like DID, IPV disproportionately affects women, with 

roughly 85 percent of survivors being female (Black et al., 2011).  Like child 

maltreatment, IPV is another underreported phenomenon with enormously tragic personal 

and societal consequences.  Survivors endure tremendous pain and suffering, which can 

result in earlier death and decreased quality of life due to physical, psychological, and 

emotional problems.  Children of IPV survivors are more likely to have physical, 

psychological, emotional, and behavioral problems that result in missing school, 

dropping out of school, and increased juvenile and adult crime rates.  Girls who witness 

IPV are more likely to experience IPV as adults, and boys who witness IPV are more 

likely to become abusers than their non-abused counterparts (Song, Wenzel, Kim, & 

Nam, 2015).   

From a financial standpoint, the most recent data from 1995 indicates that IPV in 

the U.S. costs nearly $6 billion each year, about $4 billion of which is related to medical 

and mental health services, even though less than one-fifth of survivors seek care 

(National Center for Injury Prevention and Control [NCIPC], 2003).  IPV results in over 

18.5 million mental healthcare visits each year.  Female survivors of IPV lose over 8 

million hours of paid work each year, the equivalent of over 32,000 full-time jobs.  

Women who experience IPV are more likely to attempt and die by suicide, and nearly 

one-third of female homicide victims are killed by an intimate partner, highlighting the 

seriousness of this issue (NCIPC, 2003). 

Conceptual Framework 

 Freyd (1994) first proposed the concept of betrayal trauma in the early 1990s, 

which is defined as a violation of trust that produces a conflict as a result of both an 
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individual’s innate desire to avoid future betrayals and dependence on a caregiver 

necessary for survival.  Child maltreatment, in any form, is a prime example of betrayal 

trauma, especially when the abuser is a primary caregiver.  From a survival standpoint, 

the abused child is best served by behaving in a way that will not worsen the caregiver’s 

abuse or neglect, such as pretending the abuse is not occurring rather than fighting back.  

Freyd (1994) developed betrayal trauma theory (BTT) to address and describe this need 

for survivors to develop dissociative amnesia, remaining unaware of the abuse in order to 

survive.   

BTT provided a sound framework for this research study involving females 

experiencing IPV who are diagnosed with DID because it addressed the unique 

dissociative aspect of these women’s experiences as an adaptive survival mechanism 

resulting from child maltreatment.  BTT also accounted for the need to maintain a 

relationship with an abusive partner on whom the women may be dependent for housing, 

food, finances, and other necessities (Freyd, 1994).  Since women diagnosed with DID 

are survivors of child maltreatment, BTT was applicable in that these women may have 

already adaptively developed dissociative amnesia as a result of child maltreatment and 

may continue to use it in current abusive situations.  Survivors of IPV are frequently 

terrorized by abusive partners with threats of serious harm to self and loved ones if abuse 

is disclosed, as are child maltreatment survivors, and this may intensify fears and 

contribute to dissociative amnesia (Barnes, Noll, Putnam, & Trickett, 2009).  

Additionally, BTT explicated another barrier to interrupting the cycle of IPV, given that 

abused women may be victims of betrayal blindness, in which IPV is ignored because it 

is considered to be normal, tolerable, or shameful (Platt, Barton, & Freyd, 2009).  In this 
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study, BTT was used to develop interview questions.  It was also used to examine the 

findings. 

Research Design and Methods 

 A grounded theory approach was used to describe the experiences of women with 

DID who are survivors of IPV and their coping strategies.  The purpose of grounded 

theory is to gain understanding of the ways in which reality is socially constructed, with 

the eventual goal of theory development (Richards & Morse, 2013).  A grounded theory 

approach is warranted when studying phenomena in which change occurs, seeking to 

understand and describe the process by which that change occurs by learning from 

participants.  The researcher analyzes data in the form of interviews, field notes, and 

observations, while looking for emerging concepts that may generate theoretical insight 

and lead to the development of a midrange theory (Richards & Morse, 2013).  Grounded 

theory was an appropriate method for this investigation because the study aimed to 

describe the coping process of women diagnosed with DID who experience IPV. 
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CHAPTER TWO 

CHILD MALTREATMENT AND THE LINK TO EXPERIENCING INTIMATE 

PARTNER VIOLENCE IN ADULTHOOD 

This invited manuscript is currently under review at the Journal of Midwifery & 

Women’s Health. 

Abstract 

Abuse and neglect are global phenomena with devastating personal, familial, and societal 

effects.  When occurring in childhood, maltreatment increases the risk for additional 

abuse experiences across the lifespan.  This purpose of this review is to summarize and 

analyze current research about the relationship between the experience of child 

maltreatment (CM) and intimate partner violence (IPV) in adulthood.  The majority of 

literature supports that CM increases the risk for IPV, and the link appears to be stronger 

in specific populations, including female veterans, teens, sexual minorities, and 

individuals with mental illness.  Nurse-midwives are uniquely poised to prevent and 

address this maltreatment, due to the intimate nature of the care they provide to clients 

and their families, but continue to encounter barriers in practice.  Nurse-midwives need 

additional resources and training related to abuse, and they must take an active role in 

assessing, treating, providing resources, and making appropriate referrals to 

interprofessional colleagues. 

Keywords: child abuse, child maltreatment, intimate partner violence, domestic violence, 

spousal abuse 
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Quick Points 

 Abuse and neglect, including child maltreatment and intimate partner violence, 

are serious problems worldwide. 

 A history of child maltreatment increases the risk for experiencing intimate 

partner violence in adulthood. 

 Nurse-midwives are uniquely poised to play a key role in preventing and 

addressing abuse and neglect, due to the intimate nature of the care they provide 

to women and their families. 

 Nurse-midwives must thoroughly assess all clients for abuse and neglect, 

particularly those with a history of child maltreatment.  

 Abuse and neglect are complex phenomena that affect millions of individuals 

worldwide in all stages of life (World Health Organization [WHO], 2016a).  In addition 

to the tragic personal consequences of abuse and neglect, the profound negative effects 

on families, communities, and society as a whole are pervasive and sustained over time.  

Despite concerted prevention and intervention efforts, these multifaceted problems 

continue to be a major cause for concern, demanding attention and action from key 

institutions, such as the World Health Organization (WHO), United Nations (UN), 

Centers for Disease Control and Prevention (CDC), and the Health and Medicine 

Division of the National Academies (formerly the Institute of Medicine, or IOM).  

Although complicated in nature and difficult to study, extensive research has been 

conducted on the topics of abuse and neglect, particularly on the cumulative effects of 

multiple occurrences across the lifespan.  This review examines the current literature on 
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abuse and neglect, specifically the link between child maltreatment (CM) and intimate 

partner violence (IPV) in adulthood. 

CM and IPV can cause serious harm to an individual’s physical and mental 

health, with potential culmination in death, homicide, and suicide (Centers for Disease 

Control and Prevention [CDC], 2016; WHO, 2016a).  Nurses, again ranked as the most 

trusted profession in the United States (US) for the 15th straight year (Gallup, 2016), are 

uniquely poised to play a significant role in preventing and addressing this abuse and 

neglect (Snyder, 2016; WHO, 2016a).  Nurse midwives are no exception, particularly due 

to the intimate nature of the care they provide to women and their families (Mauri, 

Nespoli, Persico, & Zobbi, 2015).  Implications for nurse midwifery practice, areas 

warranting additional research, and suggested courses of action regarding CM and IPV 

are discussed at the conclusion of this review. 

Background 

Child Maltreatment 

 Child maltreatment (CM), also referred to as child abuse and neglect, is defined as 

“all forms of physical and emotional ill-treatment, sexual abuse, neglect, and exploitation 

that results in actual or potential harm to the child’s health, development, or dignity” 

(WHO, 2016a).  CM applies to individuals under the age of 18 years old and 

encompasses physical abuse, sexual abuse, emotional abuse, psychological abuse, 

neglect, and witnessed abuse, such as intimate partner violence (IPV; Gay, Harding, 

Jackson, Burns, & Baker, 2013; Iverson, McLaughlin, Adair, & Monson, 2014; Snyder, 

2016; WHO, 2016a; Widom, Czaja, & Dutton, 2014).  In general, experts agree that CM 

is underreported for a variety of reasons: varying definitions of CM, failure to report due 
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to shame or cultural norms, failed detection by mandated reporters, misclassification of 

CM as accidental, and poor reporting or tracking practices by various local or national 

organizations (CDC, 2016; WHO, 2016a).  This inconsistency can result in wide ranges 

in CM estimates, adding to difficulties in CM research.  Still, global estimates indicate 

that about 1 in 5 women and 1 in 13 men experience sexual abuse as a child (WHO, 

2016a).  About 25% of all adults report experiencing physical abuse as a child (WHO, 

2016a).  Children are especially susceptible to maltreatment in war zones and refugee 

settings, but CM is perpetrated most commonly by someone known to the child (WHO, 

2016a; CDC, 2016). 

 In the US, the Department of Health and Human Services reported that over 3.2 

million children were the subject of at least one Child Protective Services (CPS) report of 

CM, and 686,000 children were confirmed to have experienced abuse and neglect (about 

9.2 per 1,000 children) in 2012 alone (CDC, 2014).  In estimated 1,640 American 

children died as a result of CM in 2012 (CDC, 2014).  According to the most recent data, 

groups experiencing the highest rates of CM are those under the age of 1 year, females, 

and African Americans (CDC, 2014).  In the US, the overwhelming majority (80.3%) of 

CM perpetrators were parents, followed by other relatives, unmarried partners of parents, 

acquaintances, and strangers (CDC, 2014).  In addition to immeasurable personal 

suffering and far-reaching effects on families and society, the total lifetime financial cost 

of fatal and nonfatal CM cases is over $120 billion in the US (CDC, 2014). 

 While it is apparent that all forms of CM are traumatic, there is debate among 

experts as to which form of CM is the most detrimental.  Neglect and emotional abuse are 

cited most frequently as the forms of CM with the most damaging effects on the survivor, 
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which may be a result of the constant, omnipresent nature of these types of abuse 

(Atmaca & Gençöz, 2016; Gay et al., 2013; Webermann, Brand, & Chasson, 2014; 

Widom et al., 2014).  While physical and sexual abuse tend to occur as separate events, 

children often report that emotional abuse and neglect seem to be continuous and 

inescapable (Widom et al., 2014).  Additionally, emotional abuse may be more insidious 

and difficult for children to recognize and for outsiders to detect (Gay et al., 2013).  

Despite a recent increase in recognition of its harmful effects, the literature reflects that 

the most often overlooked form of CM is witnessing IPV between parents and primary 

caregivers (Faulkner, Goldstein, & Wekerle, 2014; Iverson et al., 2014; Webermann et 

al., 2014). 

Intimate Partner Violence 

 Intimate partner violence (IPV), also referred to as domestic violence and spousal 

abuse, is defined as any physical, sexual, emotional, psychological, spiritual, and 

financial abuse, aggression, or coercion by a current or former intimate partner (CDC, 

2015).  IPV also includes stalking and dating violence.  Just as witnessing IPV is a form 

of CM, threatened or actual CM by an abusive partner is recognized as a form of 

emotional and psychological IPV (Zanoni, Warburton, Bussey, & McMaugh, 2014).  

Intimate partners can be current and former spouses, boyfriends, girlfriends, and sexual 

partners.  IPV occurs in both heterosexual and homosexual relationships and does not 

require sexual intimacy (CDC, 2015).  IPV can be unidirectional, meaning only one 

partner is the abuser, or bidirectional (also referred to as mutual or reciprocal IPV) in 

which both partners are abusive toward each other (Flemke & Underwood, 2014; Gay et 

al., 2013; Iverson et al., 2014). 
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 Like CM, IPV is widespread and underreported, with inestimable tragic 

consequences (Black et al., 2010; CDC, 2015).  About 85% of those who experience IPV 

are female, and roughly 1 in 4 American women will experience IPV at some point in her 

lifetime (CDC, 2015; United States Department of Justice [USDOJ], 2017).  IPV rates are 

slightly higher internationally, with an estimated 1 in 3 women predicted to experience 

IPV (WHO, 2016b).  Over 200,000 American women are raped by an intimate partner 

each year, and roughly 1.3 million American women are physically abused by an intimate 

partner each year (USDOJ, 2017).  Globally, IPV survivors are more likely to have poor 

physical and mental health outcomes, and they are more likely to attempt and die by 

suicide or intimate partner homicide than their non-abused counterparts (Black et al., 

2010; WHO, 2016b).  From an economic standpoint, IPV costs many nations billions of 

dollars annually, despite estimates that less than 20% of IPV survivors seek care (Black 

et al., 2010; WHO, 2016b).  Factors thought to increase the risk of experiencing IPV 

include low socioeconomic status, low educational level, unemployment, substance 

abuse, social isolation, mental illness, and others (CDC, 2015).  One of the more complex 

factors implicated in the risk for experiencing IPV as an adult is a history of CM. 

Methods 

 The question this literature review sought to answer was: what is the link between 

CM and IPV?  Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

MEDLINE, and PsycINFO were the databases chosen, based upon their relevance to CM 

and IPV.  Searches were performed using combinations of the following terms: child 

maltreatment, child abuse AND intimate partner violence, domestic violence, spousal 

abuse.  After an initial search of each database, a total of 1,948 articles were retrieved, 
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and 260 were deemed suitable for consideration (Table 1).  After applying inclusion and 

exclusion criteria (Table 2) and reading abstracts closely, 28 articles were chosen for 

inclusion in this review (Table 1).  All 28 articles were read carefully, and major findings 

were extracted and compiled. 

The Complex Link 

 Though multifaceted and challenging to study, the majority of current scientific 

research supports the position that a personal history of CM increases an individual’s risk 

for experiencing IPV as an adult (Atmaca & Gençöz, 2016; Barrios et al., 2015; Iverson 

et al., 2014; Simmel, Postmus, & Lee, 2012; Webermann et al., 2014; Widom et al., 

2014; Zamir & Lavee, 2015).  Expert opinions and scientific evidence diverge, however, 

on the exact nature, strength, and comprehensiveness of the link between CM and IPV, 

with the understanding that the experience of CM alone does not cause future IPV.  Some 

studies demonstrate that all forms of CM increase the odds of experiencing IPV later in 

life (Anderson, Howard, Dean, Moran, & Khalifeh, 2016; Barrios et al., 2015; Kaukinen, 

Buchanan, & Gover, 2016).  Others differentiate between different forms of CM and their 

link to specific types of IPV, often with contrary results.   

In a retrospective study of Turkish women researchers found that sexual and 

emotional CM specifically predicted physical, psychological, and sexual IPV, while 

physical CM was only associated with physical IPV in adulthood (Atmaca & Gençöz, 

2016).  Conversely, a study of female Jordanian college students demonstrated that 

physical CM led to a higher risk of physical and sexual IPV in adulthood, while those 

who had witnessed IPV had a higher risk of severe physical IPV (Al-Modallal, 2016).  A 

study of American college women indicated that emotional CM had a stronger link to all 



18 

 

forms of IPV than any other type of CM (Gay et al., 2013), while another study 

conducted with both men and women demonstrated that neglect had the most significant 

link to IPV (Widom et al., 2014).  Other researchers have found that more severe IPV is 

linked to specific forms of CM: betrayal trauma (CM perpetrated by a trusted primary 

caregiver on which the child is dependent for survival, usually a parent) (Babcock & 

DePrince, 2012; Babcock & DePrince, 2013), complex trauma (repeated and sustained 

CM perpetrated by a primary caregiver at key, early developmental junctures) (Flemke & 

Underwood, 2014), and double betrayal trauma (betrayal trauma coupled with a negative 

response to CM disclosure to an authority figure) (Wager, 2013). 

 In contrast, several scientific studies have failed to find a significant relationship 

between a personal history of CM and the experience of IPV in adulthood, at least 

between particular forms of each or under specific conditions (Brown, Burnette, & 

Cerulli, 2015; Engstrom, El-Bassel & Gilbert, 2012; Zamir & Lavee, 2014).  Brown et al. 

(2015) argue that CM is linked to post-traumatic stress disorder (PTSD) but not 

necessarily IPV.  Findings from their study with a population of American women 

indicated that the perception of danger may be more important than the number or 

severity of traumatic childhood events, so it is critical to determine how individuals 

perceive the impact of CM on their daily lives (Brown et al., 2015).  Similar results have 

been reproduced in a group of American nurses and a population of minority men, 

indicating that screening for PTSD and post-traumatic stress symptoms (PTSS) may aid 

in identifying individuals at risk for future IPV (Loeb et al., 2014; Messing, La Flair, 

Cavanaugh, Kanga, & Campbell, 2012).  Likewise, in a population of female substance 

abusers, Engstrom, El-Bassel and Gilbert (2012) found that sexual CM involving force 



19 

 

and perpetrated by family was associated with PTSD and overall psychological distress 

but not IPV directly.  Findings from a study with female Israeli graduate students 

demonstrated that CM was not significantly associated with IPV when participants had 

high levels of psychological mindedness, indicating that the ability to effectively self-

regulate emotion is a protective factor for survivors (Zamir & Lavee, 2014). While in a 

population of female American veterans, researchers found that physical CM was not 

linked to IPV (Iverson, Mercado, Carpenter, & Street, 2013). Ultimately, no research 

study is without flaws, and researchers on all sides of this complex issue acknowledge 

limitations in their work; however, key institutions and organizations validate that the 

experience of CM increases the risk for IPV in adulthood, based on the preponderance of 

scientific evidence (Black et al., 2010; CDC, 2015; CDC, 2016; WHO, 2016a). 

Special Populations 

 The literature also demonstrates that certain populations of people with a CM 

history may be more vulnerable to and more likely to experience IPV than others, 

indicating that CM does not affect all people equally.  For example, several researchers 

evaluated their findings by gender (Anderson et al., 2016; Kaukinen et al., 2015; Loeb et 

al., 2014; Zanoni et al., 2014).  A study of American men and women showed that the 

link between CM and sexual IPV was weaker for women than for men (Anderson et al., 

2016).  A suggested explanation for this finding was that women tend to experience more 

violence and trauma over the course of their lives than men, so unfortunately, CM may 

not seem as catastrophic or abnormal for female survivors as it does for males and may 

not result in the same detrimental, long-term effects (Anderson et al., 2016).  In a 

population of male and female college students, sexual CM and neglect increased the risk 
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of bidirectional IPV in males, while physical CM and neglect carried the greatest risk for 

bidirectional IPV in females (Kaukinen et al., 2015).   

Minority gender and sexuality groups experience high rates of CM and IPV, 

including transgendered, homosexual, and bisexual individuals (Koeppel & Bouffard, 

2014).  Koeppel and Bouffard (2014) found that non-heterosexuals with a CM history 

were more likely to experience IPV than their heterosexual counterparts with a CM 

history, with bisexual individuals reporting higher rates of abuse than homosexuals. One 

theory for the higher rate of abuse in this population is due to gender atypicality (the idea 

that non-heterosexual boys are “sissies” and non-heterosexual girls are “tomboys”), 

which may worsen abuse for children who do not fit into rigid culturally gender norms 

(Koeppel & Bouffard, 2014).  In general, gender differences in CM and IPV are 

challenging to define, as significantly more data exist on the experiences of females than 

males or other gender populations.  While it is commonly accepted that abuse 

disproportionately affects more women than men, other causes for the dearth of data on 

male abuse experiences may include limited reporting due to shame, embarrassment, and 

cultural norms as well as failure of others to believe reports based on the false assumption 

that males can only be perpetrators of abuse (Loeb et al., 2014; Zanoni et al., 2014). 

 Race, ethnicity, and culture appear to influence the link between CM and IPV, as 

well (Atmaca & Gençöz, 2016; Barrios et al., 2015; Kaukinen et al., 2015; Kennedy, 

Bybee, Kulkarni, &Archer, 2012; Loeb et al., 2014).  A link between CM and IPV has 

been demonstrated through research in a variety of cultures worldwide, including those in 

North America, South America, Asia, Africa, Europe, Australia, and the Middle East, and 

is recognized by the WHO and UN as a global phenomenon (Al-Modallal, 2016; Atmaca 
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& Gençöz, 2016; Chan, 2011; United Nations [UN], 2016; WHO, 2016b). Research 

indicates that the link between CM and IPV tends to be stronger, particularly for women, 

in cultures with strict beliefs about gender roles and expectations (Al-Modallal, 2016; 

CDC, 2015).  In a sample of American college students without a history of CM, African 

American women had a significantly higher rate of bidirectional IPV than Caucasian 

women (Kaukinen et al., 2015).  Findings from the same study showed that CM 

significantly increased the likelihood of bidirectional IPV for both Caucasian and African 

American women to almost equal levels; however, African American men were 

significantly more likely than Caucasian men to experience bidirectional IPV when both 

had a history of CM (Kaukinen et al., 2015).  Socioeconomic status is another factor 

thought to interact with race and gender related to the link between CM and IPV.  Lower 

socioeconomic status and unemployment are known risk factors for IPV (CDC, 2015) 

and have been tied to increased rates of IPV in CM survivors, as well (Barrios et al., 

2015; Kennedy et al., 2012). 

 Other populations with unique considerations include veterans, individuals with a 

substance abuse history, and individuals with mental illness (Anderson et al., 2016; 

Engstrom et al., 2012; Iverson et al., 2013; Chou, 2012).  Female veterans are more likely 

to experience IPV than nonveteran females, and a history of sexual CM combined with 

unwanted sexual advances while in the military increase their IPV risk even further 

(Iverson et al., 2013).  In a group of men and women receiving community mental health 

treatment, all forms of CM independently increased the odds of IPV in adulthood 

(Anderson et al., 2016).  In another study by Chou (2012), adults with mental illness with 

a history of CM and IPV were significantly more likely to be psychiatrically hospitalized 
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and retraumatized.  Interestingly in a population of women with a substance abuse 

history, sexual CM was not associated with IPV, but was significantly associated with 

PTSD (Engstrom et al., 2012). 

Discussion 

Implications for Nurse-Midwives 

 So, what does this mean for nurse-midwives?  First, knowledge of the risks for 

and signs of IPV is mandatory for providing comprehensive, holistic care to clients and 

families (Williams, Foster, & Watts, 2013).  Although IPV does not discriminate, and 

individuals from all walks of life experience abuse, research indicates that certain groups 

are more vulnerable than others and warrant increased vigilance and inquiry on the part 

of the nurse-midwife.  Specifically, nurse-midwives should have a higher index of 

suspicion for IPV when working with clients who have survived CM, as this review 

demonstrates that the majority of current evidence supports this link.   

Second, more comprehensive, focused training on assessment and intervention 

strategies for clients experiencing IPV must be incorporated into midwifery curricula.  

When surveyed, most midwifery students report feeling insufficiently prepared to deal 

with IPV (Bradbury-Jones & Broadhurst, 2015).  Among practicing nurse-midwives, 

two-thirds did not know the risks for and signs of IPV when surveyed, despite 88% of 

them reporting having some kind of IPV training (Baird, Saito, Eustace, & Creedy, 

2015).  The literature continues to demonstrate that providers can be resistant to assess 

for abuse for a variety of reasons, despite clients wanting to be asked about it (Bradbury-

Jones & Taylor, 2013; Bradbury-Jones, Taylor, Kroll, & Duncan, 2014; Snyder, 2016; 

Williams et al., 2013).  Fortunately, most midwifery students and nurse-midwives report 
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a desire for additional knowledge and training regarding IPV, which should include 

learning to assess for abuse experiences across the lifespan (Baird et al., 2015; Bradbury-

Jones & Broadhurst, 2015).  Beyond traditional educational experiences, researchers have 

found success using platforms like World Café to foster discussion and share knowledge 

on the topic of IPV (Halsall & Marks-Maran, 2014). 

Third, nurse-midwives must engage in active self-reflection regarding their own 

attitudes and potential biases about CM and IPV.  Due to the pervasive nature of abuse, it 

is reasonable to assume that nurse-midwives may have experienced abuse themselves or 

have loved ones who are survivors, which may influence their personal beliefs and 

treatment of their clients (Bradbury-Jones & Taylor, 2013).  Nurse-midwives must have 

access to resources for personal and professional support when working with survivors of 

abuse, due to the potential emotional and psychological burdens associated with their 

care (Williams et al., 2013).   

Along those lines, nurse-midwives rely on their professional organizations, such 

as the American College of Nurse-Midwives (ACNM), to provide education and clear 

protocols when working with survivors of abuse, so these institutions must have easily 

accessible, evidence-based tools and resources available for use in practice (Halsall & 

Marks-Maran, 2014; Krans, Moloci, Housey, & Davis, 2014).  Organizations must go 

beyond merely recommending that nurse-midwives screen all clients for abuse and 

outline specifically how the assessment should be done and the precise steps for action 

when abuse is determined to be present.  For example, the Abused Women, Awareness, 

Recognition, and Empowerment (AWARE) framework developed by Bradbury-Jones et 

al. (2014) can assist nurse-midwives and students with the complex disclosure process by 
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both aiding clients in recognizing their experiences as abusive, as well as aiding providers 

in recognizing and taking action when abuse is present.  Other research supports various 

models and assessments for providers working with survivors of IPV, which should be 

evaluated for utility based on nurse-midwifery scope and standards of practice (Krans et 

al., 2014; Williams et al., 2013).   

Future Research 

 Aside from brief mention in the context of bidirectional IPV, the well-

documented link between CM and perpetration of IPV is beyond the scope of this review.  

Additional research is warranted involving the responsibilities of nurse-midwives when 

caring for clients who are perpetrators of IPV.  Additionally, recent research has shown 

that roughly 50% of nurse-midwives made referrals to outside providers (e.g., social 

workers, psychiatrists, and psychologists) when clients presented with psychosocial 

stressors, such as IPV (Krans et al., 2014).  This movement towards more integrated and 

interprofessional care shows promise for increased efficiency, continuity of care, and 

improved client outcomes (Krans et al., 2014; Messing, Campbell, Wilson, Brown, & 

Patchell, 2017; Williams et al., 2013).  Further research may elucidate best practices in 

coordinating care for midwifery clients who are survivors of abuse, as well as optimal 

ways to incorporate interprofessional collaboration in nurse-midwifery education and 

training. 

Conclusions 

 CM and IPV are complex and multifaceted phenomena, as is the link between 

them.  Though anyone may experience abuse, women are at a disproportionate risk.  As 

intimate care providers to women and their families, nurse-midwives must be prepared to 
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assess their clients and recognize signs of IPV, particularly those with a CM history.  

Early detection and intervention are essential to favorable health outcomes for survivors 

of abuse, so nurse-midwives and other providers must consistently take an active role in 

addressing this pervasive problem.  This involves engaging in continuing education, 

keeping current with evidence-based best practices, conducting thorough assessments on 

all clients and their families, documenting appropriately, offering resources, and making 

referrals to interprofessional colleagues as appropriate. 
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Table 1 

Results of Database Search 

Database Number of articles 
Number of 

duplicates 
Irrelevant articles 

Number of articles 

to be considered 

CINAHL 731 332 313 85 

MEDLINE 450 236 102 112 

PsycINFO 768 378 327 63 

Total 1,948 946 742 260 

Total number of articles included in review after inclusion/exclusion criteria applied 28 
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Table 2 

Inclusion and Exclusion Criteria 

Inclusion Criteria Exclusion Criteria 

 All types of CM and IPV 

 National and international populations 

 Experimental and non-experimental research 

reports 

 Qualitative, quantitative, and mixed methods 

designs 

 Peer-reviewed articles 

 Written in English 

 Date limit 2011-2016 to capture most current 

information 

 Opinion papers, commentaries, and letters to 

the editor 

 Articles focusing on the link between CM and 

future perpetration of IPV only 
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CHAPTER THREE 

WOMEN’S EXPERIENCE OF BEING INTERVIEWED ABOUT ABUSE: A 

QUALITATIVE SYSTEMATIC REVIEW 

Snyder, B.L. (2016). Women’s experience of being interviewed about abuse: A 

 qualitative systematic review. Journal of Psychiatric and Mental Health Nursing. 

23, 605-613. doi: 10.1111/jpm.12353 

 

Abstract 

Introduction 

Collections of quantitative data exist outlining the costs and benefits of asking female 

research participants about their abuse experiences; however, no known meta-syntheses 

have been conducted to evaluate the qualitative data that exist on the experiences of 

women being asked about their abuse. 

Aim/Question 

The purpose of this qualitative systematic review was to analyze and interpret qualitative 

findings regarding asking women about their abuse experiences with the intention of 

understanding risks and benefits. 

Method 

The sample (N=11) was derived from an expansive search of peer-reviewed literature 

using multidisciplinary electronic databases.  Qualitative findings were extracted, coded, 

and categorized.   Reflective memos were developed, and themes emerged.   

Results 

While initially distressing, being interviewed about abuse is more beneficial than harmful 

for women, due to the therapeutic process of talking about abuse.   
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Discussion 

To maximize the therapeutic impact of discussing abuse, women must maintain 

autonomy and feel they are in a safe and confidential environment.  Within this 

supportive atmosphere, very few women report any regret after discussing abuse and are 

able to identify positive outcomes. 

Implications for Practice 

Findings from this review support the need for mental health nurses and other clinicians 

to create an optimal environment for discussing abuse and offer relevant practice 

recommendations.  Researchers are encouraged to include women in studies that involve 

asking about abuse experiences. 

Keywords: abuse, domestic violence, interview, intimate partner violence, qualitative 

methodology, women survivors of abuse 
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Accessible Summary 

What is known on the subject 

 There is disagreement about the costs and benefits of asking women about their 

abuse experiences in practice and research settings. 

 No known meta-syntheses have been conducted to evaluate the qualitative data 

that exist on the experiences of women being asked about their abuse. 

What this paper adds to the existing knowledge 

 This review adds robust qualitative evidence that interviewing women about their 

abuse experiences can be a beneficial and healing experience for them. 

 Mental health nurses are in an ideal position to create a therapeutic environment 

to interview women about their abuse experiences. 

What are the implications for practice 

 Mental health nurses are strongly encouraged to ask about and document abuse in 

all of their interviews and assessments, as well as act as advocates and discuss 

reported abuse within their interdisciplinary teams, in order to provide 

individualized, trauma-informed care.  

 The mental health nurse should listen attentively, avoid judgment, offer 

reassurance, make appropriate referrals, and provide resources for women, 

including those with both past and current abuse histories. 

 Nurses are strongly encouraged to ask about abuse in all settings in which they 

encounter women, including in psychiatric and mental health settings. 
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Introduction 

Rationale 

Abuse is a devastating and widespread societal problem that can take many forms, 

most commonly physical, sexual, emotional, verbal, and financial in nature (Centers for 

Disease Control and Prevention, 2016).  Abuse can occur at any age and occurs between 

intimate partners, family members, acquaintances, and strangers (Centers for Disease 

Control and Prevention, 2016).  Although both sexes experience abuse, research has 

shown that females are more likely to be abused (U.S. Department of Justice, 2013).  The 

impact of abuse is not limited to the experiences of the survivor and extends far beyond 

to include the survivor’s family, community, and society as a whole (Black et al., 2011). 

Child abuse and neglect are substantial societal problems that experts believe are 

grossly underreported.  In 2012 alone, the U.S. Department of Health and Human 

Services reported that over 3.2 million children were the subject of at least one Child 

Protective Services (CPS) report of child maltreatment, and 686,000 children were 

confirmed victims of abuse and neglect (about 9.2 per 1,000 children).  An estimated 

1,640 children died as a result of abuse and neglect in 2012 (U.S. Department of Health 

and Human Services, 2012).  Those that survive abuse and neglect often have poorer 

health outcomes than the general population and are more likely to remain caught in the 

cycle of abuse (Black et al., 2011).  In fact, all forms of child maltreatment are well 

documented risk factors for experiencing intimate partner violence (IPV) in adulthood, 

and subsequently, the focus of this qualitative systematic review (QSR) relates to abuse 

experienced by women across the lifespan (Laylor & McElvaney, 2010).   
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IPV disproportionately affects women, with roughly 85% of victims being female 

(Black et al., 2011).  It is estimated that one in four American women will experience 

IPV at some point in her lifetime (U.S. Department of Justice, 2013).  Globally, the rate 

of IPV increases to one in three women (World Health Organization, 2016).  In the U.S., 

over 200,000 women are raped by an intimate partner each year, and 1.3 million women 

are physically assaulted by an intimate partner each year (U.S. Department of Justice, 

2013).  Nearly half of women report suffering psychological aggression by an abuser, and 

one in six women report experiencing stalking to the extent that they feared for their lives 

or the lives of their loved ones (Black et al., 2011).  Like child maltreatment, IPV is 

another underreported phenomenon with enormously tragic personal and societal 

consequences.  Survivors endure tremendous pain and suffering, resulting in earlier death 

and decreased quality of life due to physical, psychological, and emotional problems 

(Black et al., 2011).   

From a financial standpoint, the most recent data from 1995 indicates that IPV in 

the US costs nearly $6 billion each year, about $4 billion of which is related to medical 

and mental health services, even though less than one-fifth of survivors seek care for their 

injuries.  IPV results in over 18.5 million mental health care visits each year.  Female 

survivors of IPV lose over 8 million hours of paid work each year, the equivalent of over 

32,000 full-time jobs, as a result of abuse and are less likely to perform household chores 

and necessary childcare responsibilities (National Center for Injury Prevention and 

Control, 2003).  Australian estimates are similar to those in the US, indicating that IPV 

costs over $6.1 billion ($8.1 billion Australian dollars) each year (Australian 

Government, 2004).  Promising data from the United Kingdom (UK) demonstrate that 
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both the rate and financial impact of IPV have decreased from 2001 to 2008; however, 

the annual cost continues to exceed $21 million (£16m) (Walby, 2009).  Worldwide, 

women who experience IPV are more likely to attempt and die by suicide, and roughly 

one-third of female homicide victims are killed by an intimate partner as reported by law 

enforcement (National Center for Injury Prevention and Control, 2003; World Health 

Organization, 2016). 

Objectives 

Although the statistics support the obvious need for research and interventions 

aimed at addressing the problem of abuse, there remain varying opinions on the costs and 

benefits of asking women about their abuse experiences.  Without question, learning 

about the experiences of these women is invaluable because they offer first-hand 

accounts, but opinions differ on how to best obtain that information.  Researchers have 

found that some individuals, including healthcare providers, harbor the opinion that 

asking female patients in healthcare settings and female research participants about 

sensitive and traumatic topics like abuse will be psychologically and emotionally 

detrimental to them, causing potentially life-threatening decompensation (Burke 

Draucker, 1992; Örmon, Sunnqvist, Bahtsevani, & Torstensson Levander, 2016).  On the 

opposite end of the continuum, others argue that asking women about their abuse 

experiences is cathartic and aids in the healing process, while failing to ask about abuse 

experiences is harmful and neglectful (Becker-Blease & Freyd, 2006; Örmon et al., 

2016).  This debate is of particular relevance to mental health nurses, as the literature 

demonstrates that the majority of women treated in mental health settings have 

experienced at least one form of abuse over their lifetime, with the highest rates of abuse 
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reported among psychiatric inpatients (National Center on Domestic Violence, Trauma 

and Mental Health, 2011; Örmon et al., 2016). 

Aim and research questions.  Collections of quantitative data exist outlining the 

costs and benefits of asking female research participants about their abuse experiences; 

however, no known meta-syntheses have been conducted to evaluate the qualitative data 

that exists on the experiences of women being asked about their abuse in both healthcare 

and research settings.  Therefore, the purpose of this QSR is to thoroughly analyze and 

interpret qualitative findings related to asking women about their abuse experiences 

across the lifespan with the intention of understanding risks and benefits, as well as 

making recommendations on how to best interview women about abuse in clinical 

practice and how to best include female survivors of abuse and their experiences in future 

research endeavors.  The aim of this QSR is to address aspects of the following questions: 

what are women’s experiences of being interviewed about abuse?  Do they find it 

beneficial/helpful, and if so, why?  Do they find it harmful/unhelpful, and if so, why?  

How do women prefer to be interviewed about abuse? 

Methods 

Qualitative systematic reviews are the result of the methodical collection, 

analysis, and interpretation of qualitative research findings on a given topic (Finfgeld-

Connett, 2010).  Seasoned researchers use intuitive, creative, and rigorous literature 

searching techniques, such as berrypicking and footnote chasing, to compile a sample of 

qualitative studies and analyze the findings from these studies (Bates, 1989).  The 

purpose of conducting QSRs may vary and can include model and theory development, 

as well as making qualitative research findings more meaningful and accessible to those 
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in clinical practice and policy-making arenas (Ring, Ritchie, Mandava, & Jepson, 2011).  

The methods used in conducting this QSR were selected with the intention of 

synthesizing and building knowledge, rather than simply compiling data on women’s 

experience of being interviewed about abuse. 

Search and Information Sources 

 An expansive literature search was conducted in the PubMed, Scopus, and Ovid 

databases.  Expansive literature searches identify relevant sources that are rich in data and 

contribute to data saturation, without being exhaustive and redundant (Finfgeld-Connett 

& Johnson, 2013).  The idea for this QSR resulted from a quantitatively-focused article 

on the ethical implications of asking female research participants about past child and 

intimate partner abuse (Becker-Blease & Freyd, 2006).  The literature review began with 

a broad, general search using the phrase asking women about abuse, which returned 130 

sources in PubMed, 173 sources in Scopus, and 10,990 in Ovid.  The purpose of this 

initial broad search was to investigate if a sufficient number of qualitative studies existed 

on this topic, as well as to identify keywords and Medical Subject Heading (MeSH) terms 

that could be used to refine further searches.  Sources were excluded if they were 

quantitative in nature, letters or opinion pieces, written in a language other than English, 

or focused on elder abuse, substance abuse, and military trauma, as these topics are 

unique, substantial phenomena that are not within the scope of this QSR.  Of the sources 

returned on the initial search, 41 articles that were qualitative or mixed-methods in nature 

were identified that were relevant to the topic of this QSR, which indicated it was likely 

that a meaningful systematic review could be conducted. 
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Important keywords and MeSH terms identified as a result of this initial 

exploration of the literature included abused women, battered women, domestic violence, 

intimate partner violence, spouse abuse, qualitative, screening, interview, and focus 

group.  Additional searches were conducted using combinations of these keywords and 

MeSH terms; however, no new sources resulted from these searches.  Literature search 

strategies consistent with Bates’ (1989) berrypicking method were employed, including 

footnote chasing, citation searching, and author searching, in an attempt to achieve the 

ideal goal of retrieving all studies relevant to women’s experience of being interviewed 

about abuse for analysis and synthesis, rather than a sample of them (Barroso et al., 

2003). 

In keeping with an expansive approach, literature searches were not limited by 

date, culture, or country initially but were limited to sources available in English.  

Ultimately, due to the paucity of qualitative research about women’s experience of being 

interviewed about abuse, no additional restrictions were necessary and, therefore, not 

imposed.  The full text of each of the 41 sources was assessed for eligibility.  Sources 

were excluded for methodological inconsistencies, unclear data collection procedures, 

and duplicate analyses of the same data set.  Of the 41 sources identified in the broad 

literature search, 11 studies were selected for review in this QSR, based on their 

qualitative findings being of specific relevance to the purpose of the QSR. 

Data Collection Process 

 The 11 articles selected from the literature search process were read carefully.  

Study attributes were identified and extracted, including theoretical framework, purpose, 

research question, sample, sampling technique, and methods.  An electronic matrix was 
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constructed to organize study attributes extracted from each article.  Qualitative findings 

were identified and underlined, and preliminary notes about possible codes were made in 

the margins.  As described by Sandelowski and Barroso (2002), qualitative findings may 

be found throughout an article and are not limited to the Findings or Results sections of 

an article.  Therefore, qualitative findings were identified to be those statements made by 

the authors that were a synthesis and interpretation of raw data, supported by direct 

quotes and field notes rather than outside literature.   

A second electronic matrix was constructed to organize qualitative findings 

extracted from each article.  Commonalities began to emerge, including catharsis, 

healing, empowerment, finding meaning, supportive atmosphere, and distressing but 

worthwhile.  Over time, categories were combined under broader headings, such as 

therapeutic process, for clarity and to more fully capture the overall picture of the 

findings.  Throughout the extraction and data analysis processes, individual qualitative 

findings were evaluated for quality and fittingness   This approach is consistent with 

Pawson’s (2006) method of evaluating the quality of qualitative findings, in which high 

quality findings are identified based on “appraisal in relation to the precise usage of each 

fragment of evidence within the review” rather than the quality of the entire study being 

evaluated as a whole (p. 141).  Findings included for analysis were those that were amply 

supported by relevant, meaningful raw data (e.g., direct quotes and field notes) and 

deemed to be logical and insightful syntheses of existing evidence. 

Synthesis of Results 

Once extraction and categorization of all findings from the 11 articles was 

complete, major themes were identified across the studies.  Data were recoded and 
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recategorized as necessary to fit under more appropriate headings, and ultimately, the 

coded/categorized data were collapsed into the two major themes: therapeutic process 

and supportive atmosphere.  Analytic interpretation and synthesis of data under each of 

the major themes then began through the process of memoing.  Memoing provided a 

means of interpreting and synthesizing the data.  This is consistent with the MEMO 

process (Mapping research activities, Extracting meaning from the data, Maintaining 

momentum, Opening communication) described by Birks, Chapman, and Francis (2008).  

Extensive memoing continued to reflect upon the major themes and subheadings and data 

within them.  This allowed a more complete exploration and refinement of key elements 

and the connections between them.   

Validity 

Throughout data analysis and extraction, qualitative findings were evaluated 

individually for fit with the purpose of the systematic review, rather than the entire article 

being assessed for strengths, weaknesses, and overall quality (Pawson, 2006).  Fit is 

essential to all stages of the research process and can be used to evaluate internal and 

external validity (Morse & Singleton, 2001).  This means that the data collected and 

methods used (e.g., berrypicking and “digging for nuggets”) are consistent with the 

purpose of the QSR (Barroso et al., 2003; Pawson, 2006).  Data that did not fit with the 

purpose of the QSR were excluded, such as findings related to provider’s experiences of 

interviewing women about abuse, as this information was not central to the synthesis 

conducted.  All 11 articles selected for analysis and interpretation contributed 

significantly to the main topics and themes of the QSR, and saturation was achieved to 

the point where no new information obtained would significantly alter the findings.  
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External validity is demonstrated in that the topic of the QSR, interviewing women about 

abuse, could be applied to multiple settings and situations (e.g., clinics, emergency 

departments, shelters, and inpatient units) and is not limited to psychiatric and mental 

health settings.   

Triangulation and reflexivity.  To further promote validity, results were 

reviewed by a seasoned, doctorally-prepared psychiatric nurse faculty colleague, 

employing analyst triangulation.  Triangulation of sources was achieved by including 

qualitative studies conducted in a variety of countries and settings, as well as in a variety 

of qualitative and mixed methods designs (Robert Wood Johnson Foundation, 2008).  A 

reflexive journal was used to record thoughts, opinions, and monitor potential sources of 

bias throughout the data extraction and analysis process. 

Results 

Study Characteristics 

 The 11 studies included for analysis were published between the years of 1993 

and 2014.  They were methodologically diverse, including mixed methods, 

phenomenology, and elements of grounded theory.  One study identified a theoretical 

framework that was used throughout the research process: Pennebaker, Colder, and 

Sharp’s (1990) Inhibition-Confrontation Model of Coping (Burke Draucker, 1999).  The 

purpose and research questions identified in each study varied, but all either directly or 

indirectly related to women’s experience of being interviewed about abuse across the 

lifespan, which is the central purpose of the QSR. 

The 11 studies were conducted with diverse populations of women, including 

rural American, urban American, Australian, Danish, and British.  In ten studies, data 
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were collected through focus groups and video- and audio-taped individual interviews, 

and one author extracted data from her previous works on the subject (Burke Draucker, 

1999).  Data were collected primarily in English, except in the case of select focus groups 

that were conducted in Spanish (Chang et al., 2005) and in the study conducted in 

Denmark (Mørk, Andersen, & Taket, 2014).  Data were collected in a variety of settings, 

including clinics, emergency departments, and shelters.  In some cases, the exact number 

of respondents was unclear; however, it is estimated that over 2,700 women and over 300 

practitioners participated in the 11 studies under review.  This large number of 

participants is due largely to the use of large focus groups in several of the studies. 

The purpose of this QSR was to thoroughly analyze, interpret, and synthesize 

qualitative findings related to asking women about their abuse experiences across the 

lifespan with the intention of understanding risks and benefits, as well as making 

recommendations on how to best interview women about abuse in clinical practice and 

how to best include female survivors of abuse and their experiences in future research 

endeavors.  In this context, two key themes ultimately emerged from the data analysis 

process: supportive atmosphere and therapeutic process. 

Synthesis of Results 

 Supportive atmosphere.  Women who survive abuse want to be asked about it, 

but they want providers to recognize that it can be distressing to discuss (Chang et al., 

2005; Mørk et al., 2014; Burke Draucker, 1999; Kondora, 1993).  They consistently 

expect specific circumstances when deciding to disclose details of abuse, and in many 

cases, they put the responsibility on the healthcare provider to create the right conditions 

for disclosure.  They expect providers to ask their partners to leave the room to create a 
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safe, private atmosphere, and they expect providers to be attentive, patient, and respectful 

(Chang et al., 2005; Mørk et al., 2014; Wester, Wong, & Lagro-Janssen, 2007).  

Somewhat paradoxically, while putting the onus on providers to take certain measures to 

create a suitable atmosphere for disclosing abuse, women also want to maintain 

autonomy throughout the process of disclosing abuse (Chang et al., 2005; Mørk et al., 

2014; Kondora, 1993; Burke Draucker, 1999).   

Women are often telling their story for the first time and want to share the details 

of their experience beyond conventional abuse screening questions (Burke Draucker, 

1999; Kondora, 1993; Mørk et al., 2014).  They have mixed feelings about providers 

emphasizing that abuse questions are part of a normal assessment that they ask every 

patient.  Some women feel this is impersonal and report feeling like a checkbox on a 

sheet that a provider just needs to mark off (Mørk et al., 2014; Rhodes et al., 2007).  

Other women feel more comfortable with this, like they were not being targeted by the 

provider as someone who looks or acts like a victim and thus warrants additional 

questioning, and report feeling more like a typical patient being seen for a routine 

wellness visit (Chang et al., 2005; Salmon, Baird, & White, 2013).   

Women want to be presented with options and resources for help, whether or not 

they are contemplating leaving their abuser.  They appreciate being given handouts and 

telephone numbers directly by a provider (Mørk et al., 2014), and they also appreciate 

having pamphlets and brochures in waiting rooms for them to pick up inconspicuously on 

their own (Chang et al., 2005; Malpass et al., 2014).   Women expect not to be judged by 

the provider for not disclosing abuse, disclosing only limited information, or stating that 

they do not want or are not ready to leave an abuser, even when the provider has created 
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a safe, confidential atmosphere for them to do so (Chang et al., 2005; Mørk et al., 2014; 

Kondora, 1993; Burke Draucker, 1999; Salmon et al., 2013; Wester et al., 2007).  

Whether or not they disclose abuse, women expect providers to acknowledge how 

difficult it is for them and appreciate when providers leave the conversation open-ended, 

inviting them to call when they are ready to talk (Chang et al., 2005; Malpass et al., 

2014).   When they do decide to disclose, women expect that providers will be empathic, 

respectful listeners that will validate their experiences and emotions (Kondora, 1993; 

Burke Draucker, 1999; Salmon et al., 2013; Wester et al., 2007). 

 Therapeutic process.  In the presence of a supportive atmosphere, women 

interpret talking about abuse as a healing experience, despite being initially distressing, 

because they feel empowered by an increased sense of self-worth (Burke Draucker, 1999; 

Kondora, 1993; Mørk et al., 2014; Chang et al., 2005; Malpass et al., 2014; Valpied, Cini, 

O’Doherty, Taket, & Hegarty, 2014).  They find value and meaning within themselves, 

and they report finding a missing piece of themselves (Kondora, 1993).  As a result, they 

are able to work toward self-acceptance and begin caring for themselves (Kondora, 1993; 

Valpied et al., 2014).  Women also report experiencing relief, catharsis, validation, and 

an increase in inner strength as a result of honest disclosure about past abuse (Burke 

Draucker, 1999; Kondora, 1993; Spangaro, Zwi, & Poulos, 2011; Valpied et al., 2014)  

Based on the qualitative findings reviewed, most women feel the benefits of talking about 

abuse outweigh the negatives and report little to no regret after disclosure (Kondora, 

1993; Burke Draucker, 1999; Chang et al., 2005; Mørk et al., 2014; Edwards, Sylaska, & 

Gidycz, 2014).  Those who did report regret after disclosure tended to have prior 
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experience with a statutory agency, such as Child Protective Services (CPS) (Spangaro et 

al., 2011). 

By talking about and reflecting on their experiences, women are able to make 

meaning of them, often acknowledging how surviving abuse has transformed them into 

more emotionally and psychologically resilient individuals, and report they are able to 

view the reflective, healing process of talking about abuse as a celebration of the human 

spirit (Kondora, 1993; Burke Draucker, 1999; Valpied et al., 2014).  By viewing 

themselves as strong individuals and survivors, they are able to make difficult decisions 

that result in positive life changes, such as setting boundaries with unhealthy people in 

their lives (Kondora, 1993; Malpass et al., 2014; Spangaro et al., 2011)  Women feel that 

talking about abuse enables them to use their experiences to help other survivors of 

abuse, adding to a sense of purpose, empowerment, and increased self-esteem (Kondora, 

1993; Burke Draucker, 1999; Valpied et al., 2014; Edwards et al., 2014). 

Discussion 

 The majority of women treated in mental health settings report having 

experienced at least one form of abuse over their lifetime, and those in inpatient mental 

health facilities report the highest rates of abuse (National Center on Domestic Violence, 

Trauma and Mental Health, 2011; Örmon et al., 2016).  These high rates of abuse are of 

particular importance to mental health nurses, as they typically are the first providers to 

interact with and interview these women in both outpatient and inpatient facilities 

(Örmon et al., 2016).  Although collections of quantitative data exist, no known QSRs 

have been conducted to evaluate the qualitative data that exists on the experiences of 

women being interviewed about abuse they experience across the lifespan.  A 
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comprehensive review and understanding of both quantitative and qualitative data are 

essential to support the evidence-based practice of the mental health nurse.  This 

qualitative review adds more robust, multifaceted insight into the phenomenon of 

interviewing women about their abuse experiences and offers concrete recommendations 

for psychiatric and mental health nursing practice.   

Based on the results of this QSR, it appears that, while initially distressing, being 

interviewed about abuse is more beneficial than harmful for women, due to the cathartic, 

healing nature of the process of talking about abuse.  Quantitative data support these 

findings, indicating that nurses should be actively asking about abuse in all settings, 

rather than assuming women will take the initiative to disclose this information (Becker-

Blease & Freyd, 2006; Berry & Rutledge, 2016; Keeling & Birch, 2004).  Nurses are in 

an ideal position to create the supportive atmosphere necessary for the therapeutic 

process to take place, as they are ranked consistently as one of the most trusted 

professions in the US and receive training and extensive clinical practice related to 

creating safe, confidential environments for patients and therapeutic communication 

(Gallup, 2014).  To maximize the therapeutic impact of discussing abuse, women must 

maintain autonomy and feel they are in a safe, confidential, and supportive environment, 

which largely depends on the actions, words, and tone of the health care provider.  Within 

this supportive atmosphere, very few women report any regret after discussing abuse and 

are able to identify many positive outcomes, including an improved sense of self and a 

newly recognized sense of purpose to help other survivors of abuse. 

 As is consistent with quantitative findings, the qualitative data indicate that 

women appreciate being included in research studies that involve being interviewed 
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about abuse, due to personal benefits described previously and a sense of helping others 

(Becker-Blease & Freyd, 2006; Berry & Rutledge, 2016; Keeling & Birch, 2004).  Like 

mental health nurses and other healthcare providers, researchers are encouraged to be 

mindful of their words, actions, and tone, creating a supportive atmosphere for their 

research participants.  Researchers must seek approval from the necessary institutional 

review boards and ethics committees prior to conducting research in order to ensure the 

proper safeguards and protocols are in place to protect participants.  Additionally, 

researchers need to respect women’s autonomy and what they chose to disclose, as well 

as be prepared to provide resources for them. 

Implications for Practice 

As supported by the findings of this review, mental health nurses are strongly 

encouraged to ask about and document abuse in all of their interviews and assessments, 

as well as act as advocates and discuss reported abuse within their interdisciplinary 

teams.  Nurses are instrumental in collecting valuable information that can then be used 

to tailor each individual’s treatment plan and assist clinicians in providing trauma-

informed care to women who have experienced abuse.   

The mental health nurse should take time to interview the individual in a private 

area, away from potential perpetrators and others who may overhear sensitive topics 

being discussed.  The nurse should listen attentively, avoid judgment, offer reassurance, 

make appropriate referrals, and provide resources for women, including those with both 

past and current abuse histories.  Mental health nurses should respect individual 

boundaries and encourage women to disclose only information which they feel 

comfortable sharing in each interaction, rather than pressuring women for information.  
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Additionally, nurses must refrain from imposing their personal beliefs and opinions on 

survivors and must respect an individual’s choice to leave or remain in an abusive 

situation, with the understanding that survivors are at the greatest risk for harm when they 

leave an abusive partner (Pinto & Caple, 2016). 

Resources should be offered to women in all stages of readiness for change, and 

mental health nurses should make appropriate mandated reports related to IPV as their 

national, state, or local government requires.  In the US, less than 30 percent of states 

require that nurses and other clinicians notify law enforcement of suspected or confirmed 

IPV, independent of the survivor’s wish to make a report (Durborow, Lizdas, O’Flaherty, 

& Marjavi, 2010).  In the majority of states, nurses making a report against the survivor’s 

wishes are considered to be in violation of the survivor’s privacy.  Most states only 

mandate reporting when the injuries involve substantial burns or injuries caused by a 

deadly weapon, such as a firearm or knife (Durborow et al., 2010).  This is also the case 

in Australia, where mandated reporting requirements vary widely across geographic 

jurisdictions (Mathews & Walsh, 2014).  In the UK, nurses are able to make referrals to 

organizations so that legal action against suspected perpetrators can be pursued, 

independent of the survivor wishing to make a report (Crown Prosecution Service, 2016).  

It is imperative that mental health nurses are thoroughly aware of the mandated reporting 

laws and regulations in the location in which they practice in order to provide safe, 

consistent care with the best possible outcomes for their patients.   

Limitations 

 This QSR is limited to sources available in English, so the experiences of other 

populations of women may not be adequately represented (e.g., Asian, African, and 



54 

 

South American women).  Further research is encouraged to capture the experiences of 

these groups.  Additionally, several studies included qualitative findings related to health 

care providers’ experiences of interviewing women about abuse (Mørk et al., 2014; 

Rhodes et al., 2007).  These findings, while important, were not central to the focus of 

this QSR, and warrant a separate systematic review. 

Conclusions 

 Women appreciate being asked about abuse experiences across the lifespan and 

acknowledge it as a potentially healing process.  Health care providers, particularly 

mental health nurses, are primarily responsible for creating the optimal environment for 

discussing abuse and are encouraged to provide options and resources to women in all 

stages of readiness for change.  Nurses are encouraged to ask about abuse in all settings 

in which they may encounter women and follow up with these women whenever 

possible.  Researchers are encouraged to include women in studies that involve asking 

about abuse experiences and are expected to provide a similar environment and 

resources. 
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CHAPTER FOUR 

WOMEN WITH DISSOCIATIVE IDENTITY DISORDER WHO EXPERIENCE 

INTIMATE PARTNER VIOLENCE 

Abstract 

Introduction 

No known qualitative findings currently exist relating to the process by which women 

with dissociative identity disorder (DID) cope with the experience of intimate partner 

violence (IPV).  This is despite the fact that women with DID are significantly more 

likely than women in the general population to experience IPV. 

Aim/Question 

The purpose of this qualitative investigation was to explicate the experiences of women 

with DID who experience IPV and describe how they cope. 

Method 

Grounded theory was used to conduct this investigation.  Purposive sampling was used to 

recruit participants (N=5) for face-to-face semi-structured interviews.  Verbatim 

transcripts were coded and categorized, and reflective memos were developed to 

explicate substantive categories. 

Results 

To manage their lives with IPV, women with DID employ coping strategies that are 

consistent with their diagnosis, such as switching and dissociating.  These coping 

mechanisms reflect past self-preservation strategies that were developed in association 

with severe childhood maltreatment. 
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Discussion 

Women with DID who experience IPV seek to mitigate and safeguard themselves 

from current danger by using strategies they developed as maltreated children.  Nurses 

can use these findings to better recognize and understand the motivations and behaviors 

of women with DID who experience IPV.  Additional research is recommended to 

understand how women with DID cope with IPV and to enhance assessment and 

intervention strategies. 

Keywords: abuse, domestic violence, intimate partner violence, dissociative identity 

disorder, coping, self-protection, grounded theory 

Accessible Summary 

What is known on the subject 

 Survivors of child maltreatment, including women with dissociative identity 

disorder (DID), are more likely to experience intimate partner violence (IPV) than 

the general population. 

 No known qualitative studies have been conducted to explore how women with 

DID cope with IPV. 

What this paper adds to the existing knowledge 

 Women with DID use self-preservation strategies that they developed during 

childhood to cope with IPV in adulthood. 

 Women with DID employ switching and dissociating to cope with IPV. 

What are the implications for practice 

 Nurses are urged to take into consideration the unique strategies that women with 

DID use to cope with IPV. 
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 A diagnosis of dissociative identity disorder (DID) can result from severe and 

sustained abuse and neglect that begins at a very young age (American Psychiatric 

Association [APA], 2013).  It is estimated that a diagnosis of DID affects about one 

percent of the population (over three million Americans), making DID as common as 

schizophrenia (Brand, Loewenstein, & Lanius, 2014). 

All forms of child maltreatment are well documented risk factors for exposure to 

intimate partner violence (IPV) in adulthood, which can lead to exacerbated mental 

illness symptoms, increased incidence of psychiatric hospitalization, and increased 

suicidality (Laylor & McElvaney, 2010).  It is estimated that one in four women will 

experience IPV at some point in her life (Black et al., 2011).  In the United States (U.S.), 

over 200,000 women are raped by an intimate partner, and approximately 1.3 million 

women are physically assaulted by an intimate partner each year (Black et al., 2011). 

 Following child maltreatment, quantitative findings suggest that dissociation 

plays a role in increasing the risk of experiencing IPV as an adult (Webermann, Brand, & 

Chasson, 2014).  Prior to this investigation, no known qualitative research had been 

conducted to explore the relationship between DID and IPV.  Therefore, current 

knowledge relating to women with DID who experience IPV may not be accurate or 

sufficient.  This is particularly concerning because the incidence of IPV among survivors 

of childhood maltreatment is at least double that of the general population (Arnow, 2004; 

Webermann et al., 2014).   

Conceptual Framework 

 Betrayal trauma theory (BTT; Freyd, 1994) was used as a framework for this 

investigation.  BTT (1994) explicates the need for individuals who experience child 
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maltreatment to develop dissociative amnesia for overwhelming abuse and neglect 

experiences in order to survive.  Survivors are often dependent on abusers for basic needs 

(e.g., food and shelter), so it behooves them not to retaliate towards abusers and risk 

worsening the maltreatment.  BTT was appropriate for this investigation because it 

relates to the unique dissociative experiences of women with DID as an adaptive survival 

mechanism.  BTT was used to develop interview questions, analyze data, and evaluate 

findings. 

Aim and Research Questions 

 The primary aim of this qualitative inquiry was to explicate coping processes of 

women with DID who have experienced IPV.  A secondary aim was to describe the 

experiences of women with DID and the factors that contribute to their continued 

engagement in abusive relationships in adulthood.  The researcher sought to answer the 

following questions: 

1. How do women with DID cope with IPV? 

2. What are the experiences of women with DID who are exposed to IPV, and 

what factors contribute to continued exposure to IPV? 

Methods 

Grounded theory was used to conduct this investigation.  Prior to beginning data 

collection, the study was approved by the Health Sciences Institutional Review Board at 

the University of Missouri-Columbia. 

Sampling 

 Purposive sampling was used to recruit participants.  To be included in the study, 

women were required to be IPV survivors, diagnosed with DID, English-speaking, and 
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aged 18 or older.  Participants received their diagnosis of DID from experts in the field, 

in accordance with guidelines in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5; American Psychiatric Association, 2013).  To aid in the diagnostic 

process, the Structured Clinical Interview for DSM-IV Dissociative Disorders Revised 

(SCID-D-R; Steinberg, 1994) was used, which is the current gold standard.  For safety 

reasons, individuals were excluded from the study if they had been psychiatrically 

hospitalized within the last year and/or if they were not currently under the care of an 

outpatient clinician (e.g., therapist, psychiatrist, or psychologist).  

Recruitment 

 Participants were referred to the researcher by psychiatrists, psychologists, and 

therapists who treat women with DID at a private psychiatric hospital in the northeastern 

area of the United States.  These DID and IPV experts assisted the researcher to recruit 

women who were well known to them and stable in outpatient treatment for at least one 

year.  Stability criteria included minimal dissociation, a high level of communication and 

cooperation among personality states, and no psychiatric hospitalizations for at least one 

year.   

Clinicians provided potential participants with the researcher’s contact 

information, and they contacted the researcher by telephone and email about participating 

in the study.  The researcher then ensured inclusion criteria were met and set up an 

appointment to enroll the individual in the study.  The researcher met participants in a 

private office at the local private psychiatric hospital.  The researcher explained the 

study, answered all of the participants’ questions, and obtained written consent.   
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Data Collection 

 Consultations and individual interviews with the researcher’s doctoral committee 

and DID/IPV experts were conducted to develop and refine interview questions, while 

considering concepts from BTT (Freyd, 1994).  Sample interview questions are presented 

in Table 1. 

 Data were collected by the researcher via face-to-face interviews in a private 

office at the local private psychiatric hospital.  Follow-up telephone interviews were 

completed with four out of five participants to obtain clarification and discuss emerging 

themes.  All tape-recorded interviews were semi-structured and guided by open-ended 

questions.  Initial interviews averaged 55 minutes (range 48 to 72), and follow-up 

telephone interviews averaged 18 minutes (range 11 to 22).  Each participant received a 

copy of the consent, a safety card containing referral information for women who 

experience IPV, a list of local IPV resources and telephone numbers, and a $30 gift card 

for participating.   

Data Analysis 

 All recordings were transcribed by the researcher, and coding and categorizing 

was completed using electronic tables.  Sample codes and categories are shown in Table 

2.  Open coding was conducted, and basic core concepts emerged.  Codes were then 

iteratively grouped together to form categories (i.e., axial coding).  Memoing occurred 

throughout the data analysis process to further explicate categories (Richards & Morse, 

2013).  During data analysis, the researcher noted emerging codes and concepts that were 

consistent with BTT (Freyd, 1994) and made an effort to inquire further about these in 

subsequent interviews. 
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Validity 

 Each researcher brings his or her own personal thoughts, emotions, philosophies, 

assumptions, and experiences to the table when conducting research.  To conduct a valid 

study in spite of these factors, the researcher must be self-aware, acknowledge the impact 

these personal beliefs may have on the research being conducted, and take steps to avoid 

bias (Berger, 2013).  To ensure validity, the researcher used reflexivity to continuously 

examine potential researcher bias throughout all stages of data collection and analysis 

(Berger, 2013; Doyle, 2013).  Validity was also enhanced based on the richness of 

interview data.  Follow-up telephone calls allowed the researcher to present participants 

with interpretations of their previous statements and emerging themes for confirmation of 

accuracy.  The follow-up calls also gave the participants an opportunity to add or clarify 

information, further enhancing the quality of the data. 

Findings 

 Five participants completed the study.  All were Caucasian females with an 

average age of 41 years (range 38 to 65).  Two were divorced with a past history of IPV, 

and two were married and currently experiencing IPV.  One had a history of IPV but had 

never been married.  Two women experienced IPV with multiple partners, and three 

women experienced IPV with a single partner.  Co-morbid mental illnesses within the 

sample included posttraumatic stress disorder (PTSD; N=3), anorexia nervosa (N=3), 

major depressive disorder (MDD; N=3), obsessive-compulsive disorder (OCD; N=1), and 

bipolar disorder (N=1).   

Analysis of the transcribed interviews resulted in the following substantive 

categories: childhood maltreatment and its impact, use of self-states to cope with IPV, 
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worsening symptoms, and desire for resources.  Childhood maltreatment and its impact 

are discussed first. 

Childhood Maltreatment and its Impact 

All participants reported severe childhood maltreatment by an immediate family 

member, including parents and siblings.  Some reported abuse by unrelated individuals, 

which included ritual abuse and trafficking.  All participants reported witnessing abuse in 

childhood, including intimate partner violence between parents, child maltreatment of 

siblings, and trafficking of other children.  As a result, participants described the 

experience of lacking a family, or as one participant put it, “There was no home.”  This 

idea of a damaged, incomplete, or missing home was associated with a sense of increased 

vulnerability.  One participant explained: 

Being molested by a stepfather, being very abused by a brother, as far as 

physically.  Very physically.  A stepbrother molested me.  Just a broken home.  I 

mean, I was definitely seeking attention, so that made me more vulnerable, and so 

I definitely was a target [for an abuser]. 

Another participant described her experience with her parents in the following way. 

“They were the only people I had ever associated with, and they were abusive, and I was 

trying desperately to get away from them.  So, I jumped into the first relationship that 

came along, even though he was abusive.”   

Participants acknowledged that this experience of lacking family support, or 

having an outright abusive family, limited their options when experiencing IPV.  “I 

would not go back to my parents’ house, even though they were only 45 minutes away, 
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because they’re abusive, too.”  Another participant explained the situation in the 

following manner. 

I never had a family, so that [being married to an abuser] gave me family security.  

You know, I never really had a mother or a father figure, so it just made me feel 

like a complete family, like I wasn’t abandoned or alone. 

This intense fear of abandonment was a prominent theme throughout each 

interview.  Participants described the unbearable fear of being alone as their “biggest 

horror,” even while enduring serious abuse and a partner’s infidelity.  They reported 

being “so afraid and so obsessed” with the idea of being alone, even reporting recurrent 

nightmares of their partner abandoning them.  As a result, fear of abandonment was cited 

as a major barrier to ending an abusive relationship. 

Participants also endorsed the idea that abuse was familiar and expected, due to 

the very early onset and sustained experience of child maltreatment.  After years of 

experiencing and witnessing abuse, participants came to view it as normal.  As one 

participant put it, “I don’t think I noticed it [being hit by a partner] as being an odd 

thing.”  Another said, “Just the fact of being used to being hit…I guess there are homes 

where people don’t scream at each other?  It’s just really hard to believe.”  One 

participant described the experience of first learning that abuse was not normal by 

watching a popular talk show as an adult.  Along with this idea, participants discussed the 

implicit understanding that abuse was not to be talked about outside of the home, a belief 

that was carried into adulthood. 
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Use of Self-States to Cope with IPV  

Participants employed coping strategies for IPV that were consistent with coping 

strategies that they used for self-protection in childhood and that are associated with DID.  

Self-states, or “parts,” that developed as a result of overwhelming and intolerable 

childhood maltreatment were unconsciously and consciously called upon to cope with 

IPV.  For example, some participants described self-states that dealt with intimacy. “I had 

parts [self-states] that were assigned to have sex with him, but they were like trafficked 

parts and prostituted parts.  And they always felt like they were being raped. It felt very 

much like sexual abuse.”   

Others described switching to child self-states (e.g., hiding or curling up on the 

floor in tears) or aggressive, sometimes masculine, self-states (e.g., confronting, 

provoking, hitting the abuser) when experiencing verbal and physical abuse from a 

partner. Some participants expressed confusion and surprise at their varied reactions to 

IPV, particularly if they were unaware of the function of self-states and received their 

DID diagnosis after the abusive relationship had ended.  Switching between self-states 

was a mechanism for participants to protect both themselves and their self-states when 

they were unable to handle IPV.   

Participants also developed new self-states as a result of IPV experiences. 

I’ve always had this experience with my mother and stuff like that, who was one 

of my abusers.  She would scream at me, and I would be sort of like, sucked out 

of the room, and my brain would just feel like it was shattering into a million 

pieces.  It just felt like I was splintering off, and it was just like the weirdest 
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sensation.  I sometimes get that with him [abuser], where I feel like new parts are 

breaking off and being created. 

Another participant described the development of a new self-state when she met 

her abusive husband.  This self-state loved the abuser unconditionally and had no 

memory of past abuse. 

Conflicting beliefs among self-states were cited as both impediments to ending 

abusive relationships and justifications for remaining in abusive relationships.  While 

some self-states may love an abuser, others may harbor extreme hatred and homicidal 

ideation towards them, with a broad spectrum of feelings and beliefs in between the two 

extremes.  One participant explained her experience in this way.  “There are parts that are 

going to die, believe will die, when he [abuser] walks out the door.  I don’t know why 

they have more power than any other parts inside, but they do.”  She went on to discuss 

how one particular self-state who loved her husband “unconditionally” played a role in 

continuing the abusive relationship by begging him to come back after he left her for 

another woman. 

Another participant described the chaos and confusion that can result from 

varying beliefs among self-states in the following manner. “When we’re [participant and 

her partner] fighting, especially internally, it just gets so chaotic with parts and all having 

different feelings about it and reacting different ways.”   

 Dissociation and memory impairments.  All participants endorsed experiencing 

increased dissociation and memory impairment during IPV, which is consistent with 

childhood coping mechanisms.  By “disconnecting” or “going away” during episodes of 

abuse, participants were self-protecting.  Paradoxically, this self-protection mechanism 
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also appeared to intensify conflict with an abusive partner.  For instance, one participant 

stated: “I’m so disorganized, and I can never find anything or remember anything, so that 

causes fights.”  Participants reported that dissociation limited their ability to sense and 

flee from danger in some cases. “When I’m in a fight with him, I dissociate so badly, I 

know I cannot get behind the wheel [of a car].”   

Worsening Symptoms 

 Experiencing IPV worsened the mental health of participants.  As described 

previously, they endorsed more frequent and rapid switching between self-states, 

formation of new self-states, increased dissociation and time loss, and more pronounced 

amnesia.  Participants also reported increased suicidality and worsening of co-morbid 

conditions, such as depression and eating disorders.  One participant described increased 

“depression, self-hate, self-abuse” and “sleeping and smoking my head off.”  Another 

woman described her situation in this way. 

It activates my parts a lot.  Probably still does cause new splintering.  I’ve been 

very suicidal myself…and if I think about all the times he [abuser] told me I 

should do it [kill self] or how he would do it [kill participant]…that really doesn’t 

help my case very much.  It feels like a jackhammer in my brain. 

Abusers frequently used a history of mental illness against participants and 

blamed them for problems in the relationship.  For example, abusers would label 

participants as crazy, sick, forgetful, unreliable, and inconsistent.  “I can’t trust you 

because you’re crazy.  You have all these problems, so how do I know that anything you 

say is true?”   
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In some cases, abusers were intrusive in participants’ treatment and therapy or 

blocked participants’ access to mental health care, further limiting their coping options.  

“He [abuser] was very angry the first time I got hospitalized [for an eating disorder].  He 

did not want me to go.”  One participant described her interactions with her abusive 

husband following her therapy sessions in the following manner. 

He would follow me…all around the house asking what I talked about in therapy.  

Saying things like, you need to tell me because I’m the only one who can help 

you because I love you and I know you the best and she [therapist] doesn’t know 

you and she doesn’t care about you. 

Desire for Resources 

 When asked what they would create for other women like themselves if given a 

magic wand, participants requested resources to help them cope with IPV.  Chief among 

them was more healthcare professionals who are trained to provide trauma-informed care 

for IPV survivors with DID.  “I don’t have any doctors who will see me or who know 

how to treat me.  I wish.”  Another participant described her experience in the following 

way. 

So, after my last assault with [ex-husband], I went to two hospitals.  First, I went 

to [Hospital 1], and they didn’t do any tests or anything.  They just let me go.  

They didn’t do any kind of screening.  So, I was thinking, if there was more 

funding to train nurses about this kind of stuff, that would be good. 

Another participant recommended “some kind of residential place where you 

could go with your kids and be safe.  Not like a traditional shelter, but like a really nice 

comfortable safe place…where there’s treatment providers around.”  This statement 
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reflected the participants’ overall dissatisfaction with traditional shelters.  Other 

participants described shelters as “horrible” and “not helpful.”  One woman stated, “I 

called the [local domestic violence shelter] during one of our bad times, and whoever 

answered the phone told me I couldn’t be serious.  That this wasn’t something worthy of 

domestic violence, and I should be happy that it’s not a lot worse.”   

Other recommendations included financial assistance and both in-person and 

online peer support groups.  Participants reported, “even Facebook can be good” and “I 

wish I had heard the story from someone like me.”  Spiritual leaders and faith-based 

organizations were also identified as positive sources of support. 

Discussion 

The experiences and coping strategies described in this study are consistent with 

BTT (Freyd, 1994).  According to Freyd, maltreated children learn to respond to abuse 

and neglect in a way that will not worsen their maltreatment, particularly because they 

rely on caregivers for food, shelter, and other necessities.  As such, children adaptively 

develop dissociative amnesia for trauma experiences, rather than fighting back.  It is 

feasible that women with DID who experience IPV developed dissociative amnesia as 

maltreated children and may continue to do so when experiencing abuse as adults.  The 

findings from this study support this, indicating that women with DID do experience 

increased dissociation and amnesia while in an abusive relationship. 

Women with DID who experience IPV endorse multiple sources of perceived and 

actual danger, which can be abstract (e.g., fear of abandonment) or concrete (e.g., violent 

partner).  They seek to mitigate and safeguard themselves by using strategies that are 

similar to those they employed for self-protection as maltreated children.  While these 
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self-protection strategies may have been necessary for survival in childhood, they have 

the potential to make women more vulnerable to IPV in adulthood.  For example, 

switching to a vulnerable child self-state during IPV may limit the woman’s ability to 

detect danger and self-protect.  Switching to an aggressive self-state during IPV may 

increase the risk for bidirectional IPV.  Having multiple self-states with a variety of 

mixed feelings about an abuser further complicates the already complex decision to leave 

or stay with an abuser. 

About 70% of individuals with DID attempt suicide as outpatients (APA, 2013), 

so exacerbated mental illness symptoms and increased suicidality resulting from IPV are 

critical concerns.  Lack of knowledge about this pathological process tends to delay 

accurate diagnosis and treatment of DID (Chu et al., 2011).  When appropriate treatment 

is delayed, women with DID may experience catastrophic outcomes. 

Implications for Practice and Research 

 Practice. The women in this study reported remaining in abusive relationships for 

many of the same reasons that are commonly cited in the literature: lack of housing, lack 

of transportation, financial dependency, desire to keep the family unit intact, child 

custody concerns, and concern for safety (Black et al., 2011; Bradbury-Jones, Taylor, 

Kroll, & Duncan, 2014; Webermann et al., 2014).  Thus, nurses should take the initiative 

to assess for DID along with abuse in settings in which they are likely to encounter high-

risk women.  Nurses should inquire about a history of childhood maltreatment.  

Assessment should also include questions about memory, amnesia, and time loss.  For 

individuals known to have DID, nurses are urged to inquire about the frequency of 

switching between self-states, as well as the patient’s perceived control over switching.  
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Due to the risk for increased mental health problems, nurses should assess for increased 

self-harm impulses and suicidality.  Nurses should also be alert for comorbidities, such as 

an increase in depressive and/or eating disorder symptoms. 

 These assessments should be performed in a confidential, compassionate, and 

nonjudgmental manner.  Autonomy is paramount, and nurses should respect how much 

information survivors are willing to disclose.  Along those lines, nurses should never 

pressure survivors for more information, nor pressure them to report or leave an abuser.  

Nurses should respect a survivor’s readiness to make a change and follow up consistently 

in subsequent interactions or appointments, while offering reassurance and support.  In 

addition, nurses are encouraged to become familiar with barriers experienced by IPV 

survivors with DID, such as the aforementioned, and be prepared to provide information 

on appropriate resources for support.   

Dissociative disorders are not discussed extensively in the majority of pre-

licensure nursing programs, so nurses may not feel comfortable working with this 

population (Loewenstein & Wait, 2008).  Participants in this study specifically 

recommended increased training for nurses and other healthcare providers related to both 

DID and empathic care for IPV survivors.  Nurses would benefit from continuing 

education on DID and other dissociative disorders, including etiology, symptoms, 

prevalence, recommended interventions, and the increased risk for experiencing IPV.  

Improved and more widely available training in trauma-informed care may improve 

nurses’ ability to recognize and sensitively respond when treating individuals with DID. 

 Research.  Additional qualitative research is warranted with a larger sample.  A 

larger sample would allow for further development of the substantive categories that were 



77 

 

identified in this study.  It would also allow for exploration of incidental evidence that 

emerged from this investigation, relating to potential intervention strategies (e.g., 

involvement of law enforcement, appointment of advocates, and marriage counseling).  

Nurses are urged to remain abreast of current research in this area, to make appropriate 

referrals to resources that will have the most benefit for this population. 

 All participants reported at least one comorbid mental health problem, with PTSD 

and anorexia nervosa being the most common (N=3 for each).  In addition to DID, it is 

possible that these comorbid conditions may have had an impact on the process of coping 

with IPV.  To improve care of women with DID who experience IPV, this confluence of 

diagnoses requires further investigation. 

Limitations and Strengths 

Limitations.  The greatest limitation was the small sample size.  Additionally, all 

participants were middle-aged, Caucasian females, and they were recruited from the same 

location.  The small sample size, homogeneity of the sample, and limited geographic 

scope compromise the transferability of the study findings.  Recruiting and interviewing 

additional diverse participants would strengthen the quality of the study and improve the 

validity and transferability of the results. 

All research relying on self-report is limited by the possibility of recall bias and 

incomplete or inaccurate participant responses, which may be compounded in a 

population of individuals with DID who endorse varying degrees of memory impairment.  

That aside, the women who participated in this investigation appeared to be forthcoming 

when they were unable to remember details of an event or they could not provide a 

complete answer to a question. 
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Strengths.  Despite limitations, findings from this investigation add valuable 

information to the existing literature on the experiences and coping strategies of women 

with DID.  Middle-aged, Caucasian females are the group that most commonly presents 

with DID, so this investigation contributes important insights that are relevant to the 

experiences of that demographic (Brand et al., 2009).  Overall, there is a dearth of 

literature relating to IPV survivors diagnosed with DID, and the findings from this study 

have the potential to benefit this under-researched and difficult-to-reach population.  The 

findings also illuminate future directions for research with this vulnerable group. 

Conclusions 

In addition to more commonly known coping mechanisms, women with DID 

employ strategies consistent with their diagnosis of DID, such as switching and 

dissociating, to cope with IPV.  These DID-specific coping mechanisms reflect past self-

preservation strategies resulting from severe childhood maltreatment.  To improve care 

for this extremely vulnerable and underserved population, nurses are urged to educate 

themselves about dissociative disorders and recognize the potential need for adapted 

interventions and referrals.  Finally, additional research is warranted to enhance the care 

of women with DID who experience IPV.   
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Table 1 

 

Sample Interview Questions 
 

Interview Type Interview Guide Samples 

Initial face-to-face interview 

 Describe resources you have used to cope 

with abusive intimate partners. 

 Describe factors that you think might 

contribute to your exposure to abusive 

intimate partner relationships. 

 Describe barriers that prevent you from 

leaving abusive intimate partner 

relationships. 

Follow-up telephone interview 

 Several women I have interviewed 

mentioned that a barrier to leaving an 

abusive partner is an intense fear of 

abandonment that they feel stems from 

their childhood abuse.  Do you think that 

applies to your experiences?   
 If yes, can you tell me more about that? 
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Table 2 

 

Sample Link Between Category, Codes, and Data 
 

Category Select Codes Select Examples from the Data 

Impact of Childhood 

Experiences 

Fear of Abandonment 

 

 

Child Maltreatment 

 Dreading being alone 

 Lacking a family 

 Incomplete family 

 Broken home 

 Being a target 

 Witnessing abuse 

 Waiting for abuse 
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CHAPTER FIVE 

CROSS-CHAPTER SUMMARY: CONCLUSIONS AND IMPLICATIONS FOR 

PRACTICE AND RESEARCH 

Quantitative data reflect that women with dissociative identity disorder (DID) are 

significantly more likely than the general population to experience intimate partner 

violence (IPV; Webermann, Brand, & Chasson, 2014).  At the time this study was 

conducted, no known qualitative data existed on the process by which women with DID 

cope with the experience of IPV, and there were no known guidelines for nursing practice 

and care of these individuals.  Chapter One provides an introduction and brief summary 

of existing knowledge on the key components of this inquiry: child maltreatment (CM), 

DID, IPV, and betrayal trauma theory (BTT; Freyd, 1994).  Chapter One also includes 

specific aims and research questions designed in an effort to address deficits in the 

scientific literature and explicate how women with DID cope with IPV. 

Chapter Two is a review of the literature that examines the link between CM and 

the risk for experiencing IPV in adulthood.  The majority of evidence found in the 28 

articles reviewed for Chapter Two supports the link between CM and IPV in a variety of 

different populations.  Overwhelmingly, CM survivors are at a higher risk for 

experiencing IPV in adulthood, which supports the need for the qualitative study that was 

conducted with women with DID and reported in Chapter Four. 

The qualitative systematic review (QSR) in Chapter Three was conducted in an 

effort to address concerns about interviewing vulnerable populations about an 

emotionally-laden phenomenon, or more specifically, asking women about their abuse 

experiences.  Synthesis of qualitative findings demonstrated that women find it more 
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beneficial than harmful to be interviewed about abuse, particularly in a safe, confidential 

environment in which they can maintain autonomy.  They report that talking about their 

abuse experiences can be therapeutic and cathartic, and they identified positive outcomes 

and few regrets.  Based on the findings from the QSR in Chapter Three, it was decided 

that a qualitative study using face-to-face interviews could be conducted safely with a 

population of women with DID to determine how they cope with IPV. 

Chapter Four explicates major findings from this qualitative investigation.  

Women with DID who experience IPV endorse multiple sources of perceived and actual 

danger, which can be concrete (i.e., a violent partner) or more abstract (i.e., a fear of 

abandonment).  They seek to mitigate and safeguard themselves from current danger by 

using strategies they employed for self-protection as maltreated children.  In addition to 

more commonly known coping mechanisms, women with DID employ strategies 

consistent with their diagnosis of DID, such as switching and dissociating, to cope with 

IPV.  Consistent with BTT (Freyd, 1994), these specific coping mechanisms reflect past 

self-preservation strategies that were used during episodes of childhood maltreatment.  

Switching, dissociating, dissociative amnesia, and the creation of new self-states are self-

protection strategies employed to protect the women themselves and their self-states.   

Strengths and Limitations 

Strengths 

 At the time the study was conducted, this was the only known qualitative inquiry 

of its kind exploring the coping processes of women with DID who experience IPV.  In 

casual conversations that occurred before and after the semi-structured interviews, 

participants bemoaned the lack of available information and quality research related to 
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their diagnosis and life experiences.  One participant compared providers’ lack of 

knowledge about DID and IPV to being admitted to the hospital to receive treatment for 

diabetes, yet “nobody knows that you need insulin, knows how to administer it, or knows 

how to do nutrition teaching.”   

Participants readily provided valuable details about their lives and experiences to 

bolster a scant body of nursing knowledge on the coping processes of women with DID 

who experience IPV.  Despite some challenges accessing this population, rich data were 

obtained from participants and clear concepts emerged from the data.  Participant 

responses also generated insight into the need for future investigations that focus on the 

needs of women with DID who experience IPV.  This is consistent with findings from the 

QSR in Chapter Three, which indicated that abuse survivors appreciate being asked about 

their experiences, and researchers should design and include them in research studies 

related to abuse. 

Limitations 

Regarding Chapter Four, the greatest limitation was the small sample size.  

Additionally, all participants were middle-aged, Caucasian females.  All participants 

were recruited through mental health providers at one private psychiatric hospital located 

in the eastern U.S.  All participants were survivors of IPV in heterosexual relationships, 

although the literature demonstrates that IPV affects homosexual and bisexual individuals 

at least equally as often (Koeppel & Bouffard, 2014).  The small sample size, 

homogeneity of the sample, and limited geographic scope compromise the transferability 

of the study findings.  Similarly, the QSR in Chapter Three included qualitative studies 

that had been conducted with primarily American and European women.  Including the 
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experiences of additional, diverse participants (e.g., non-heterosexual women, 

transgendered women, women of color, and women from various areas of the world) 

would strengthen the quality of the study and improve the validity and the transferability 

of the results.  Indeed, the findings compiled in the literature review in Chapter Two 

suggest that these and other minority groups are more likely to experience IPV with a 

history of CM and warrant inclusion in future studies. 

Additionally, all research relying on self-report is limited by the possibility of 

recall bias and incomplete or inaccurate participant responses, which may be 

compounded in a population of individuals with DID who endorse varying degrees of 

memory impairment.  In general, participants were forthcoming with the researcher and 

openly verbalized when they were unable to remember details of an event or could not 

provide a complete answer to a question.  Although it was not a large financial sum, it is 

also possible that the gift card incentive for participation in the study reported in Chapter 

Four compromised the validity of the participants’ responses to the researcher. 

Implications for Nursing 

 The women interviewed for this study reported remaining in abusive relationships 

for many of the same reasons that are commonly cited in the literature: lack of housing, 

lack of transportation, financial dependency, desire to keep the family unit intact, child 

custody concerns, and concern for safety (Black et al., 2011; Bradbury-Jones, Taylor, 

Kroll, & Duncan, 2014; Webermann et al., 2014).  Abuse screening must occur in all 

settings in which nurses encounter patients, especially with high-risk populations like 

women and the mentally ill.  Nurses must be familiar with common barriers that IPV 

survivors experience, such as the aforementioned, and be prepared to provide 
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nonjudgmental care and appropriate resources for support.  Nurses must also make 

appropriate referrals to interdisciplinary team members when women need higher levels 

of support and intervention, moving toward a culture of holistic, coordinated care. 

 Improved and more widely available training in trauma-informed care may 

improve nurses’ ability to recognize and sensitively respond when treating individuals 

with DID.  Nurses would benefit from continuing education on DID and other 

dissociative disorders, including etiology, prevalence, recommended interventions, and 

the increased risk for experiencing IPV.  Dissociative disorders are not discussed 

extensively, if at all, in the majority of basic pre-licensure nursing programs, so nurses 

may not feel comfortable working with this population (Loewenstein & Wait, 2008).  

Participants in this study specifically recommended increased training for nurses and 

other healthcare providers related to both DID and empathic care for IPV survivors, 

based on both positive and negative personal experiences.  Healthcare providers must 

recognize that one approach may not be helpful for every survivor of IPV.  Nurses should 

remain abreast of current research in this area, so as to make appropriate referrals to 

resources that will have the most benefit for this population.  As discussed extensively in 

Chapter Two, nurse-midwives are in need of additional training and education, as well, 

particularly because of the intimate care they provide to women. 

 As part of increased training and continuing education for nurses, common co-

morbidities and related factors, specifically post-traumatic stress disorder (PTSD) and 

substance abuse, should be discussed in relation to dissociative disorders and IPV.  Due 

to the high percentage of IPV survivors who also have PTSD and substance abuse issues, 

nurses should have a higher index of suspicion for related problems when assessing 
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patients presenting with one of these complaints and perform comprehensive screening 

(Engstrom, El-Bassel, & Gilbert, 2012; United States Department of Justice, 2013).  

Nurses must also be trained to assess for more insidious forms of IPV that frequently go 

undetected: verbal, emotional, and psychological abuse.  Participants reported that these 

specific forms of abuse were more damaging than physical or sexual abuse because they 

were constant and pervasive.  They also reported some hesitancy and shame in reporting 

these types of abuse, fearing they would not be believed or taken seriously.  These reports 

are consistent with existing literature, which demonstrates that verbal, psychological, and 

emotional abuse are often missed by healthcare providers or not given adequate attention 

(Atmaca & Gençöz, 2016; Gay, Harding, Jackson, Burns, & Baker, 2013; Widom, Czaja, 

& Dutton, 2014). 

 Women in the study consistently reported a desire for more mental health 

providers with specialized knowledge of dissociative disorders and DID.  Early access to 

expert care was a chief concern among participants.  Participants consistently felt that 

earlier recognition and treatment of DID would have improved their chances of avoiding 

or escaping IPV.  As discussed in Chapter Two, nurse-midwives are just one group that 

could play a pivotal role in early detection and appropriate coordination of care.  Peer 

support was another suggestion that participants recommended to improve care of women 

with DID who experience IPV.  Improving nurses’ access to trauma-specific training 

would allow them to facilitate group therapy interventions.  Due to negative experiences 

in shelters, participants recommended the creation of a temporary residential facility 

specifically for women with dissociative disorders staffed by trauma-informed nurses and 

providers, as well. 
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Opportunities for Future Research 

As discussed previously, additional research with a more diverse sample is 

warranted.  Other qualitative approaches, such as phenomenology and narrative analysis, 

would contribute more robust data about the experiences of women with DID who 

experience IPV.  Additionally, it may be beneficial to replicate the study with a 

population of men with DID who experience IPV.  Although this is an even smaller and 

more difficult population to access, the literature demonstrates that male survivors of 

child maltreatment do experience IPV (Loeb et al., 2014), and it is feasible that they may 

cope differently.  It is more difficult to detect both IPV and DID in a male population, so 

healthcare providers would need additional training and support on how to screen and 

assess these individuals (Loeb et al., 2014). 

Additional quantitative research with this vulnerable population would be a 

valuable addition to what is currently a very limited body of knowledge.  Specifically, 

statistical information about the number and frequency of IPV resources utilized by 

women with DID, as well as their level of satisfaction and perception of the outcomes, 

would assist providers in tailoring interventions to the specific needs of this population.  

Experimental intervention studies to test the efficacy of various group therapies, 

individual therapy, and educational interventions would bolster nurses’ ability to plan and 

implement specialized care to women with DID who experience IPV.  Due to challenges 

in accessing this vulnerable population, online and other distance-mediated experimental 

interventions may lead to the creation of programs that would increase access to care and 

begin to address the shortage of healthcare providers specializing in the treatment of 
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dissociative disorders.  The development and testing of standardized assessment tools 

specific to individuals with DID who experience IPV should be pursued, as well. 

Participants in the study described in Chapter Four consistently observed that 

nurses and other healthcare providers would benefit from additional education on 

dissociative disorders and IPV.  Similarly, QSR findings reported in Chapter Three 

illuminate the importance for the healthcare provider to create a safe atmosphere to 

discuss abuse with patients.  Chapter Two discusses educational deficits within the nurse-

midwife population, as well as a desire for additional training to work with survivors.  

Future research directions might include the creation and distribution of an electronic 

survey to compile detailed information about the education and training of nurses in this 

area.  Surveys could be distributed to schools of nursing or practicing nurses, both 

nationally and internationally, to collect data about the quality, amount, and type (e.g., 

theory and/or clinical) of education and training provided on dissociative disorders and 

IPV at all educational levels (baccalaureate, masters, and doctoral).  These data may 

inform strategies to improve training of nurses and other healthcare professionals in this 

area. 

Although it was beyond the scope of this qualitative inquiry, some participants 

reported aggression or abuse towards their abusive partners.  Chapter Two acknowledges 

the link between CM and perpetration of IPV, but that phenomenon is not included in the 

scope of the review.  Further qualitative and quantitative studies may add additional 

insight into the experiences of women with DID who are perpetrators of IPV, as the 

literature demonstrates that complex trauma may be a significant factor (Flemke & 

Underwood, 2014).  Additionally, two participants discussed the importance of service 
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dogs, in terms of sources of support and positive coping mechanisms.  Although the 

benefit of service animals is widely known and often studied, particularly in veteran 

populations (Krause-Parello, Sarni, & Padden, 2016), additional research on the 

perceived benefit of a supportive service animal would improve knowledge and 

potentially offer an additional coping resource for women with DID who experience IPV. 

Overall, the women interviewed for the study described in Chapter Four 

expressed a desire to “give back” by participating and sharing their experiences.  They 

acknowledged wanting to help other women like themselves get earlier and more 

specialized care.  This is consistent with findings from the QSR in Chapter Three, 

indicating that women appreciate being asked about their abuse experiences and 

participating in research (Snyder, 2016).  Going forward, researchers should strive to 

reach vulnerable populations that are at risk for abuse and endeavor to include them in 

future studies. 
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