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ABSTRACT

Intimate partner violence (IPV) is a crucial public health concern with substantial detrimental
effects, including poorer physical and mental health as well as increased difficulties accessing
formal services. Most research to date has focused on frequencies, barriers, and facilitators of
service use among [PV survivors. However, what remains poorly understood is the perspectives
of IPV survivors on their experiences of accessing multiple services after leaving the abusive
situations. To answer this, six one-on-one semi-structured interviews were conducted with
survivors using expanded definition of “services,” which included social services, shelters, health
care, police, legal assistance, and so forth. Data were analyzed using Constant Comparison. Four
resulting themes were (a) Positive Aspects, (b) Negative Aspects, (c) Impact of Experiences
With Services, and (d) Contextual Factors. Within each of these categories, several sub-
categories emerged and are discussed within the context of the literature and recommendations
are made for improving services for IPV survivors.
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Introduction

Intimate partner violence (IPV) is a major public health issue globally and
encompasses physical, emotional, sexual, or psychological violence (Krug,
Dahlberg, Mercy, Zwi, & Lozano, 2002). IPV is of particular concern for
women due to high rates of victimization and severity. The reported lifetime
prevalence of IPV for women ranges from 21% to 55% in North America (M.
M. Cohen & Maclean, 2004; U.S. Department of Justice, 2003). Women
report more severe forms of IPV and repeated victimization than men
(Statistics Canada, 2009). They also suffer from poor physical and mental
health along with multiple social consequences, such as isolation, unstable
housing, and financial difficulties (Campbell, 2002; Plichta & Falik, 2001).
IPV is also associated with high economic costs for society. For instance,
USD $5.8 billion is spent annually in the United States to assist [PV cases,
70% of this amount is directed to medical and mental health care services
(National Center for Injury Prevention and Control, 2003). In Canada, Varcoe
et al. (2011) estimated that $6.9 billion (CAD) is spent annually to support
abused women aged 19 to 65 after they leave abusive situations.

Over the last few decades, the complex and chronic nature of IPV has led
to the emergence of several services. [PV service provision evolved from a
criminal justice perspective, which emphasized women’s experience and vic-
tim retribution (Kilpatrick, 2004). Subsequently, stark statistics on the chronic
and trans-generational consequences of TPV have led to a multi-sectoral
approach, and the adoption of a public health perspective (Tjaden, 2005), to
address IPV. Current services for the survivors of IPV range from crisis
helplines and shelters, transitional housing, legal support, financial assistance
and health care (Statistics Canada, 2009). Notably, health care settings are
frequently accessed by women experiencing IPV for their health problems
but many do not disclose their victimization (Kernic, Wolf, & Holt, 2000;
Rivara et al., 2007). And conflicting research about the effectiveness of
screening for domestic violence in these settings continues to prevent com-
mon practices around early intervention (MacMillan et al., 2006; Wathen &
MacMillan, 2003). According to Statistics Canada, only 28% of women with
experiences of [PV contact or use any formal service to deal with their expe-
rience of violence (Statistics Canada, 2009). The same report finds that 23%
of abused women accessed police services, 15% sought legal action, 30%



accessed medical care, more than 30% saw a counselor, and 14% went to a
crisis center. Evidence shows that many women experiencing IPV refrain
from accessing formal services in a timely manner due to denial, lack of
knowledge, social stigma, fear of partner retaliation, concerns about chil-
dren’s custody, lack of financial independence, and low self-esteem (Alaggia,
Regehr, & Jenney, 2012; DeVoe & Smiith, 2003; Gerbert et al., 1996; Hegaity
& Taft, 2001; Peckover, 2003; Petersen, Moracco, Goldstein, & Clark, 2004;
Rodriguez, Quiroga, & Bauer, 1996). Specific barriers to accessing formal
services among visible minorities and immigrants include: differences in cul-
tural values and gender roles, lack of trust, language difficulties, and fear of
deportation (Ahmad, Driver, McNally, & Stewart, 2009; Ahmad, Riaz,
Barata, & Stewart, 2004; Dasgupta & Warrier, 1996; Krishnan, Baig-Amin,
Gilbert, El-Bassel, & Waters, 1998; Yoshioka, Gilbert, El-Bassel, & Baig-
Amin, 2003). These multiple barriers encountered by abused women are
compounded by their weak social support (Petersen et al., 2004), making
timely access to formal service even more crucial.

Studies with IPV survivors have also examined their sources of motiva-
tion to access services. The reported motivating factors include: knowledge
about IPV and available IPV services; concerns about children’s well-being:
supportive family and friends; severity of violence; and reaching an emo-
tional or physical breaking point (Ahmad et al., 2009; Ahmad, Rai, Petrovic,
Erickson, & Stewart, 2013; Du Mont, Forte, Cohen, Hyman, & Romans,
2005; Duterte et al., 2008; Gerbert et al., 1996; Hegarty et al., 2013; Petersen
et al., 2004). Survivors’ expectations of the health care sector have also been
examined. In 2006, a meta-analysis of qualitative studies found that women
wanted health care providers to be non-judgmental and sensitive, to maintain
confidentiality, understand the complex long-term nature of IPV, and
acknowledge its social and psychological consequences (Feder, Hutson,
Ramsay, & Taket, 2006). Specifically, women wanted services that would
increase their confidence and validate their experience of abuse as unaccept-
able and undeserved. They wanted providers to respect their decisions and to
help them work through the complex feelings about their abuse. This meta-
analysis provides valuable insights but is limited to health care providers.
Little is known about expectations of IPV survivors from multiple service
providers. Addressing this knowledge gap is important as IPV survivors
require diverse services to resolve complex situations post victimization.

The primary aim of the present study was to elicit perspectives of I[PV
survivors on their experiences of accessing violence-related services after
leaving an abusive situation. The term services was not restricted to one sec-
tor. The expanded definition of “services” included social services, shelters,
health care, police, legal assistance, and so forth. This broad definition was



adopted to reflect the broad nature of services that IPV survivors access
(Petersen et al., 2004), thereby giving a more complete and holistic picture of
the complicated and multi-step process that occurs when survivors leave their
abusive environment.

Method

Qualitative in-depth, face-to-face interviews were conducted to elicit and
gather experiences of I[PV survivors about their access to services after leav-
ing an abusive situation. Interviews were conducted between January and
April of 2010 using a semi-structured interview guide. Individual interviews
were preferred over focus groups to ensure participant privacy and comfort
(Gill, Stewart, Treasure, & Chadwick, 2008). Research ethics approval was
obtained from the University of Toronto.

Participants

The eligibility criteria included being a woman who was at least 18 years
of age, fluent in English and perceived herself as a survivor of TPV with
termination of abusive relationship and a user of IPV-related services after
leaving the abuser. The study information was disseminated by flyers
placed on community bulletins in women’s shelters, and drop-in centers
within the City of Toronto. Women interested in participating called the
provided phone number for details. Interviews were scheduled at a research
office at a time convenient for the participant. Additional participants
came forward through a snowballing effect of contact with women already
in the study.

Six women participated and all were Canadian-born (Table 1). Two par-
ticipants had less than high school education and the rest had college or
above. Five of the participants were single, three had never been married, and
one was married. Three of the participants had children ranging in age from
6 years to 42 years old. One participant had experienced abuse from her sib-

lings and the rest had experienced abuse from their spouse or partner. Self-
reported diagnoses included depression, anxiety, and posttraumatic stress
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disorder (PTSD).

Data Collection

The interviewer (C.R.P.) conducted the interviews and drew from her clinical
experience with vulnerable populations. All participants received the study
details prior to the interview, and a written informed consent was obtained.



Table I. Demographic Data.

Characteristic Number of Participants
Age

30-49 3

60-69 |

Not specified 2
Marital status

Single 5

Separated |
Number of children

0-1 2

2-4 3
Education level

<High school 2

College/university 3

Postgraduate |
Employment

Unemployed 3

Part-time 2

Retired/disability |
English speaking 6

Self-reported health

Poor/fair 3

Good 2

Very good/excellent I
Social support

Poor/fair 2

Good I

Very good/excellent 3
Self-reported diagnoses

Depression/anxiety 2

PTSD I

None I
Abuse experienced

Psychological and emotional 5

Physical and sexual p

Note. PTSD = posttraumatic stress disorder.

Each participant was assigned a randomly generated number for identifica-
tion. The semi-structured nature of the interview enriched the collected data.



Participants were comfortable in discussing the sensitive topic of IPV, and the
interviewer had flexibility to explore particular issues in-depth depending on
the interviewee’s responses. The interview guide included the following
questions: (a) Where did you go to get help when you made the decision to
address your concerns in relation to your violent/abusive relationship? (b)
What types of formal help or services did you feel you needed most and why?
(c) Can you tell me about some of the most positive and negative experiences
you had when getting help from services? In what way were they helpful/not
helpful? (d) From any of the services you have mentioned, is there any
experience(s), good or bad, that stands out for you as being significant? (¢)
Do you feel that you were able to get the help that you needed? Why or why
not? (f) Do you have any recommendations to make these services more ben-
eficial or helpful? (g) Overall, for you, what do you think was the personal
impact or result of seeking help? (h) Did any of the services you used work
together or collaborate? All interviews were audio-recorded for accuracy and
detail. Field notes were taken to enhance the transcripts by adding informa-
tion about non-verbal communication such as body language, affect, emo-
tional responses, and tone of voice. Participants also completed a brief
demographic survey.

Data Management and Analysis

All collected data were transcribed verbatim. The transcribed data were ana-
lyzed for dominant and unique themes using the “constant comparison’ tech-
nique, which involves iterative phases of discovery, coding, and discounting
(Taylor & Bogdan, 1998). The interviewer (C.R.P.) started to discover pat-
terns and concepts during data collection by reading and re-reading the tran-
scribed data soon after each interview (Kvale, 1996). This led to the
development of a preliminary coding scheme. This scheme was then applied
to the transcribed data by other team members to identify key themes across
and within interviews. The data were re-organized by themes and were re-
read by all team members followed by group discussions. In this intense pro-
cess of analysis, frequent self-questioning or discounting facilitated
refinements. This involved paying attention to details such as solicited versus
unsolicited information, direct versus indirect statements, and filtration of
data through researcher’s lens. The end point of the analytic process was
defined as achieving saturation of the data—meaning that no new insights,
codes, or categories could be produced, and all of the data had been accounted
for in the developed core categories and sub-categories (L. Cohen, Manion,
& Morrison, 2006).



Findings

Four major themes were identified in relation to women’s experience of
accessing violence-related services: (a) Positive Aspects with sub-categories
of autonomy, empowerment, and identity; (b) Negative Aspects with sub-
categories of provider coercion, system discord, and stigma and shame; (c)
Impact of Experiences With Services with sub-categories of parent—child
relationship, personal resources, and being a good victim; and (d) Contextual
Factors with a focus on social environment and type of abuse.

1. Positive Aspects

When discussing the experience of accessing services, women discussed
how it led to their enhanced autonomy and feelings of empowerment, impact-
ing their 1dentity.

a. Autonomy

All of the women emphasized how much they had to do for themselves,
including finding resources and programs. The women uniformly described
these experiences as having a positive emotional effect on them because they
had practical gains, such as system know-how and access to the needed
resources. As one woman related, “When I go and do my own thing, and
make my own decisions, I’m getting a lot farther ahead!”

b. Empowerment

Some women experienced positive interactions with service providers and
felt empowered. They discussed that validation of their experiences by some
of the police officers, counselors, and/or health care staff boosted their self-
esteem and confidence in their choice of actions, which led to feelings of
empowerment. In words of a participant:

It’s validating for yourself . . . especially somebody who’s in a high power
position say to you, “you did the right thing . . . ” And you think, again “I’m not,
I’'m not crazy and I’'m not stupid, some of the decisions [ make are . . . Great!”

Participants appreciated those providers who listened to their concerns in
a respectful and non-judgmental manner and followed up with practical
actions to assist them. One woman explained,



The most positive cxperience [ had was when T was in the shelter with the
counselor there, she was extremely unconditional and she heard you through
and through without putting any walls up in her mind . . . she always made
suggestions for me, and always followed through. She helped me.”

c. Identity

Accessing services had a significant impact on the women’s identity.
Through their experiences, the participants described having to move from
denial of the abuse experience to acceptance of their experience, and then
onto making a new identity as a “survivor” with enhanced autonomy and
coping skills. Some participants became volunteers and advocates to help
other women experiencing violence. These participants found these new
roles meaningful and fulfilling:

Now [ actually, 1 volunteer at a women’s centre now because | want to—I
would have been so grateful for someone to say, “I don’t have the answers for
you right now, but I'm not gonna Icave you hanging.”

Many of the participants developed new coping skills or other life skills.
One woman described how getting involved with a women’s organization
allowed her to conquer her fear of public speaking: “And, you’re forced into
these situations that you may not have normally done if it was just for your-
self and it helps you overcome these fears, you know, that you had.”

2. Negative Aspects

Women discussed provider coercion, blaming the victim, system discord,
stigma, and shame as negative aspects of accessing [PV-related services.
These discussions were rich in all of the interviews.

a. Provider coercion

Many of the participants described providers’ behaviors as “bureaucratic™
or “accusatory.” Five of the participants shared negative interactions with
lawyers or staff from the Children’s Aid Society. Participants talked about
experiencing providers as abusive when they felt that the power differential
within their relationship was exploited. For example, one participant believed
her lawyer knew that he or she could influence the court case of the woman
and used this to force her to cooperate unquestioningly. She recalled her law-
yer’s statement: “you can’t afford a lawyer on your own . . . you do what



you’re told because you’re trapped.” Another woman described her interac-
tions with Legal Aid workers: “So you don’t necessarily have all the docu-
mentation required in order for you to get Legal Aid. They treated me with
very accusatory, you know, questioning; ‘why did T stay so long?’ “Where’s
all my papers?’”

b. Blame the victim

Women discussed their perceptions that some providers blamed them for
the violence they experienced. They provided examples of providers’ non-
responsive and judgmental behaviors or recalled what they said. Particularly,
participants identified police officers, as service providers, who often made
assumptions or had stereotypes leading them to blame the survivor for the
abuse. One participant explained, “A lot of the time, they [police] kind a
made me feel like it was my own fault, because they’d say ‘why do you keep
going back?’ That’s automatically what they thought.”

Some participants described how provider’s victim-blaming attitudes per-
mitted the abuser to become a victim by giving the abuser sympathy and
support. One woman explained that a worker from Children’s Aid Society
insisted that she should drop the charges against her partner because “this guy
was great” and it would be hard to fight against him.

c. System discord

All participants described substantial discord in the system, limiting the
ability of service providers to identify and adequately address the needs of
the survivors. Women discussed consequences of this discord in the form of
unmet needs or losses, such as income, the family home, employment, and
social relationships. Participants described the system discord in two ways:
First, they felt their needs were not met by the services offered, and second
they identified a lack of coordination between the systems themselves.
Women gave multiple reasons for the perceived lack-of-fit with services,
such as excessive wait lists and bureaucracy. One woman explained, “There’s
a lot of red tape. There are rules, because [my child] was still seeing the father
I couldn’t get any type of assessment done for [my child].” Women described
a lack of coordination within the system, particularly for services offered by
different sectors. One participant stated, “Agencies are more independent and
they don’t wanna work together. I think, there’s a level of hierarchy in some
agencies where one overpowers the other.”

d. Stigma and shame



Many women experienced feelings of shame and embarrassment while
accessing services, including food banks, legal advice, financial assistance, and
mental health care. One participant talked about the experience of needing to use
a food bank: “So standing in the food bank was another thing that I had to access
right away, and [ wanna tell you something, that was the most humiliating expe-
rience that I’ve ever personally had to deal with.” Another participant described
her worries about the legal system stereotyping her intentions about child cus-
tody and visitation, in particular around the issue of parental alienation:

I knew that the first thing that the courts and everybody are gonna think of, is
that T don’t want this [visitation]. I know that a lot of people try to stop access
[to child], and T didn’t wanna be perceived as one of those people. . . [illustrating
that women are receiving strong messages about expectations on them to be
supportive of child contact, even when they believe that it might not be safe for
their children. ]

3. Impact of Experiences With Services

Women identified consequences of having mostly negative experiences with
the services they accessed. These consequences affected the parent—child
relationship and personal resources along with the formation of a concept of
being a good victim.

a. Parent—child relationship

Accessing services had a complex mix of positive and negative effects on
participants’ relationships with their children. The effects ranged from cus-
tody and access issues, to communication, and finally, to their role as moth-
ers. One woman described how her use of services strained her ability to
communicate with her daughter: “Me and my daughter’s relationship has
been affected big time, because she doesn’t understand why I get so emo-
tional at times, visit the doctors-go to the doctors all the time, she things
‘mommy’s sick’ so she gets scared.”

Ultimately, all of the participants who were parents described how their
experiences had compromised their role as mothers. This was either because
they were forced to disclose things to their children that they did not want to
or because their ability to protect their children from their ex-partner was
limited due to required visitation. One participant perceived this as deeply
traumatic and became tearful in stating this as “awful” when “I’'m telling [my
child]: What you went through and what I went through is okay because now
you have to go [to] see him.”



b. Personal resources

Many of the women experienced a significant sense of loss. Participants
felt emotional loss by losing a family unit and trust in the system. They
described practical loss in terms of finance, employment, and housing. One
woman experienced extreme poverty: “l didn’t have any food, 1 didn’t have
any money—he closed everything [through lawyer]| in the end.” Another
woman explained that her financial status had been a source of pride for her
and its loss went beyond the loss of funds: “I’ve prided myself on being inde-
pendent and I’ve, I’ve made the income I need to make and I don’t wanna
lose it all just so that I can try and protect us, you know?”

Because of their substantial losses, many of the participants felt that they
would have been better off had they not accessed services. As one woman
commented, “I think I’m in a worse-off situation now than I was before I got
legal help.” Another participant explained, “I lost my trust in the system. You
know, in the legal system and the criminal system, family and civil.”

c. Beinga good victim

All women experienced mental stress due to the negative experiences
they had in accessing services. Some felt that the lack of coordination
within services and poor interaction style of the providers added time to
achieve optimal resolution. One participant stated, “I felt that so much
time had . . . slipped away when things could have been done, and they
weren’t being done.” This led some women to try and present themselves
in the “right” way to service providers to receive the help that they needed:
“Basically begging and pleading . . . I had to know how to market myself
accordingly in order for them to, to have a clue or understanding of what
they needed to do.” Another woman felt that her access to timely assis-
tance was compromised because she did not present herself as the “right”
kind of victim: “Because [ wasn’t comfortable talking about that kind of
thing [violence]. Because 1 just can NOT portray myself as a victim, [
couldn’t get the help that I needed.”

4. Contextual Factors

Women’s experiences in accessing the services were influenced by contex-
tual factors, which existed before the woman accessed the services. To this
end, women especially discussed their level of social environment and the
type of abuse.



a. Social environment

Several participants described how the escalation of partner violence led
to a decline in their social network. Participants felt that it also led to limited
practical and emotional social support from friends and family. One partici-
pant explained that her friends were too frightened of her partner to call or
visit. Some women disclosed or made related comments about exposure to
IPV as children. They discussed how previous experiences of abuse com-
pared with their current experience led to their delay in seeking help. One
participant stated, “I thought well, what T had was not so bad compared to
what my mother had.” Another woman explained that she was unable to turn
to some of her family members for support because of their previous abusive
and violent behaviors.

b. Type of abuse

The type of abuse endured played a key role in participants’ experiences
of getting formal help. All of the participants disclosed the type of abuse they
had experienced, despite the fact that this was never asked in the interview.
The type of abuse affected participants’ formal help-seeking in two ways:
First, it influenced the types of services they needed to leave the abusive situ-
ations. For example, participants with experiences of physical and sexual
abuse discussed accessing services for medical care, safety, and housing.
Conversely, participants who experienced psychological and emotional abuse
discussed seeking counseling, emotional, and legal support to know their
rights.

Second, the type of abuse affected whether the woman was believed and
how service providers treated her. Some participants explained that their
experiences of physical and sexual abuse were believed by providers and
taken seriously because of their visible injuries and/or provider’s witnessing
of the incident. A survivor of sexual abuse explained,

When they came to the assault, they showed up in all marked cars . . . The third
time, when he came back, that’s when they took him into custody. The third
time was when the sexual assault happened and they actually caught him in the
act.

A survivor of psychological abuse described a very different experience
with the police: “They dismissed everything. Everything about my daughter,
all the things that he had done to me, and his brutality, because I wasn’t physi-
cally abused . . . they just couldn’t quite get it, about mental abuse.”



Discussion

This study explored experiences of IPV survivors in accessing diverse IPV-
related services. Participants discussed police and legal systems more often
than the health care system. They described both negative and positive
aspects of seeking formal help, but their discussions predominantly focused
on the negative experiences, which is alarming. The undesirable effects of
service use included provider coercion, provider attitude of blaming the vic-
tim, system discord, and women’s feelings of shame and stigma. Experiencing
undesirable effects of service use compromised women'’s parent—child rela-
tionship, personal resources, and trust in the system. This caused some par-
ticipants to navigate service use by portraying themselves as a “good victim.”
Here, we discuss the key findings in the context of the existing literature
followed by implications.

Participant experiences of accessing services reveal that provider’s pre-
conceived judgments, blaming attitudes, disbelief, and lack of response were
prominent with police and legal services, including lawyers and staff in
courts and in children’s aid agencies. These findings are consistent with ear-
lier research illustrating the need to consider women’s experiences of abuse
to effectively provide service support (Dunn, 2005; Harrison, 2008;
Henderson, 2001; Leisenring, 2006). Although participants in our study made
few comments about health care providers, other studies report health care
staff allowing preconceived understandings of IPV to affect provision of care
(Easteal & Easteal, 1992; Haggblom, Hallberg, & Moller, 2005). Participants
in our study felt stigmatized by stereotypes of IPV victims held by police and
staff in legal sectors. This coincides with the recent findings that women’s
experiences are largely negative with respect to navigating the system after
disclosure of their TPV experiences (Alaggia et al., 2012). Participants
described that providers’ blaming attitudes generated support for the abusive
partner who in turn manipulated their access to resources. This led to an
amplification of financial, residential, and emotional challenges for the par-
ticipant women. One women experienced extreme deprivation of basic life
necessities. This is similar to a recent study which documented a novel means
of stalking a survivor through the use of frivolous lawsuits and false accusa-
tions as a means of exerting power, forcing contact, and creating financial
burdens for survivors (Miller & Smolter, 2011). As this form of abuse is only
recently coming to light, further research is needed to advance our under-
standing. Participants’ concerns about provider coercion and system discord,
and their lost trust in professional help are concerning. Participant’s over-
whelmingly negative perceptions might be partially caused by their contin-
ued interaction with providers in a system built inadequately to resolve their



intertwined concerns. A multi-prong approach through multi-sectoral col-
laboration is needed to address survivor’s concerns. Given the proximity that
police and legal service providers have with legislation, they have the power
to create the definition of IPV and who is an TPV victim (Department of
Justice, 2013: Royal Canadian Mounted Police, 2012). However, given the
diverse experiences of IPV, the definition of what [PV is and who IPV vic-
tims are needs to be negotiated together with the victim and various service
providers (Horwitz et al., 2011).

Participants also experienced some positive aspects of accessing services.
They experienced enhanced autonomy, which was also ironically a response
to difficulties they had in accessing services. For example, provider’s victim-
blaming attitudes, system discord, and expectation of being a “good victim”
made them more independent in identifying resources and becoming self-
advocates. Other scholars also report resilience in adversity by abused women
(Ahmad et al., 2013). Another positive aspect elicited by participants was
interactions with some empathetic, respectful, non-judgmental and respon-
sive providers from police, legal, and health sector. The validation of wom-
en’s experiences followed by practical support from providers led to an
increase in women'’s self-esteem and confidence to make decisions; this was
perceived as empowering. A similar impact of positive interactions with pro-
viders is reported in other studies with survivors of abuse, especially in health
care settings (Gerbert, Abercrombie, Caspers, Love, & Bronstone, 1999).

The participants’ identities evolved by moving from denial to acceptance
of victimization followed by a phase of survivorship. As a survivor, they
acquired new coping skills and autonomy along with meaningful engagement
in activities. Some participants became volunteers or advocates in [PV-
related services and cited a desire to protect future survivors as a primary
motivator. Participants’ identities were also influenced by perceptions of pro-
viders’ victim-blaming attitudes and expectations of being a “good victim”;
women had to modify their behavior to obtain the services they needed. This
is consistent with other research that has shown that stereotypes around
women abuse are prevalent in both professional and community settings
(Jenney, 201T).

The impact of using services was complex, and often had a net negative
effect on the survivor. Participants’ complex social situations, characterized
by oppression, childhood experiences of abuse or trauma, social isolation,
and economic dependency, may have magnified the negative impacts of [PV
service use. Accessing services affected participants’ ability to fulfill their
roles as parents and maintain healthy parent—child relationships. Particularly,
issues of access and custody created difficulties in communicating with chil-
dren. Furthermore, participants’ lack of trust in services was compounded by



their significant losses of personal resources. The dissolution of the family
unit and the family home along with mistrust of formal help led to both emo-
tional and financial loss. These factors may have contributed to the worsen-
ing or continuation of mental illness that many participants experienced. Five
of the participants reported having clinical diagnosis of depression, PTSD,
and/or anxiety. This is consistent with studies reporting high use of health
care among women with experiences of abuse compared with their counter-
parts (Kernic et al., 2000; Sansone, Wiederman, & Sansone, 1997).
Furthermore, Rivara et al. (2007) found 20% higher annual health care costs
among survivors, which persisted for more than 5 years after their experience
of IPV had ended. This speaks to the ongoing needs of women after they have
ended or left their relationship and emphasizes the fact that health does not
automatically improve with the termination of the relationship. Notably, none
of the participants discussed feeling safer or having a sense of relief that the
abuse was over. Instead, some of the participants questioned whether the
abuse experienced from service use was worse than what they had experi-
enced from their partners. This is especially concerning as negative experi-
ences while accessing services may contribute to women returning to, or
staying in, violent relationships. Increased informal awareness of the detri-
mental effects of service use may contribute to women’s reluctance or ability
to leave and stay away from abusive relationship. This finding supports the
crucial need for service improvement and further research in this area.

Implications

The findings of this study suggest that IPV services, particularly police and
legal services, are not fulfilling their mandate to support women leaving vio-
lent relationships. In light of these findings, improvements are needed at sev-
eral levels. To begin, structural changes are needed to effectively address the
multiple needs of IPV survivors. A paradigm shift toward a strength-based
approach is needed by highlighting the strengths and success, not pathology
and failures, of survivors in their experiences of adversity. An assets-based
focus on resiliency was noted as having a positive impact for survivors.
Organizational infrastructure and resources need to evolve to be able to facil-
itate and support survivors’ self-help efforts. To facilitate these structural
changes, more collaboration is needed between different service sectors (i.e.,
police, legal. health, and social services). To this end, successful examples of
collaboration should be examined for shared lessons (Beeman, Hagemeister,
& Edleson, 1999; Davies & Krane, 2006; Schechter & Edleson, 1994). More
s0, the bureaucratic administration of services needs to be rethought. Changes
in IPV services are needed, so that victims of IPV can access the needed



services more quickly, and service providers have more time to address IPV
cases. Such structural changes also require strategies to document various
forms of IPV and sharing of information across sectors to assist the survivors
in meaningful ways.

Extensive and ongoing training of service providers is integral to increase
their knowledge about abuse and ability to respond in a timely and compas-
sionate manner (O’Campo, Kirst, Tasmis, Chambers, & Ahmad, 2011). Not
knowing how to respond to IPV is frequently listed as one of the barriers to
encouraging disclosure of IPV (Bacchus, Mezey, & Bewley, 2003; Gutmanis,
Beynon, Tutty, Wathen, & MacMillan, 2007; Haggblom et al., 2005). Training
programs across all sectors need to focus on provider communication skills
with an emphasis on non-judgmental attitudes, respecttful listening, and vali-
dation of survivor’s experiences of violence. Service providers need to be
sensitive to their interactions with both the survivor and the perpetrator,
which is sometimes required in legal and social sectors. This is essential to
mitigate misplaced sympathies given to the perpetrator by service providers.
Such training programs would benefit from engagement and collaboration
with IPV survivors and diverse service providers.

Limitations

While insightful and informative, the exploratory and qualitative nature of
the present study design limits the generalizability to broader population. The
findings are unique to the characteristics of the participants who were all
English-speaking women. Furthermore, there is a possibility of volunteer
bias where women who had more traumatic experiences with service use
agreed to participate. The eligibility criteria of having left the abusive partner
may have shifted the focus to services accessed more frequently after leav-
ing. This may have caused participants to focus less on health services. To
enhance generalizability, future research with larger samples is therefore
needed. Future research should also examine perspectives of male survivors
and survivors belonging to diverse communities, such as ethnic minority,
immigrant, or same-sex relationship sub-groups.

Conclusion

The study revealed survivors’ experiences while accessing IPV-related
diverse services. The extent of their negative experiences from the use of
services, especially from police and socio-legal sectors, is worrisome. There
is a strong need to improve [PV services through structural changes, resource
allocation, and training programs. To this end, a multi-sectoral collaborative



approach with involvement of survivors, frontline staff, policy makers, and
researchers is likely to generate effective models of service provision for sur-
vivors of violence.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to the research,
authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, authorship, and/or publi-
cation of this article.

References

Ahmad, F., Driver, N., McNally, M. J., & Stewart, D. E. (2009). “Why doesn’t she
seek help for partner abuse?” An exploratory study with South Asian immigrant
women. Social Science & Medicine, 6, 613-622.

Ahmad, F., Rai, N., Pctrovic, B., Erickson, P., & Stewart, D. E. (2013). Resilicnce
and resources among South Asian immigrant women as survivors of partner vio-
lence. Journal of Immigrant and Minority Health, 15, 1057-1064. doi:10.1007/
$10903-013-9836-2

Ahmad, F., Riaz, S., Barata, P., & Stewart, D. E. (2004). Patriarchal beliets and
perceptions of abuse among South Asian immigrant women. Violence Against
Women, 10, 262-282.

Alaggia, R., Regehr, C., & Jenney, A. (2012). Risky business: An ecological analysis
of intimatc partner violence disclosurc. Research on Social Work Practice, 22,
301-312.

Bacchus, L., Mezey, G., & Bewley, S. (2003). Experiences of seeking help from
health professionals in a sample of women who experienced domestic violence.
Health and Social Care in the Community, 11, 10-18.

Beeman, S. K., Hagemeister, A. K., & Edleson, J. L. (1999). Child protection and
battered women’s services: From conflict to collaboration. Child Maltreatment,
4, 116-126.

Campbell, J. (2002). The health consequences of intimate partner violence. Lancet,
359, 1509-1514.

Cohen, L., Manion, L., & Morrison, K. (2006). Research methods in educa-
tion. Retrieved from http:// www.routledge.com/textbooks/9780415368780/e/
ch23doc.asp

Cohen, M. M., & Maclean, H. (2004). Violence against Canadian women. BMC
Women’s Health, 4(Suppl. 1), S22.

Dasgupta, S. D., & Warrier, S. (1996). In the footsteps of “Arundhati”: Asian Indian
women’s experiences of domestic violence in the US. Violence Against Women,
2,238-258.



Davies, L., & Krane, J. (2006). Collaborate with caution: Protecting children, helping
mothers. Critical Social Policy, 26, 412-425.

Department of Justice. (2013). Fumily violence initiative: Intimate partner violence.
Retrieved from http://www.justice.gc.ca/eng/rp-pr/cj-jp/fv-vi/fe-fa/p8.html

DeVoe, E. R.. & Smith, E. L. (2003). Don’t take my kids: Barriers to service delivery
for battcrcd mothers and their young children. Journal of Emotional Abuse, 3,
277-294.

Du Mont, J., Forte, T., Cohen, M. M., Hyman, 1., & Romans, S. (2005). Changing
help-seeking rates for intimate partner violence in Canada. Women & Health,
41(1), 1-19.

Dunn, J. L. (2005). “Victims™ and “survivors”: Emerging vocabularies of motive for
“battered women who stay.” Sociological Inquiry, 75, 1-30.

Duterte, E. E., Bonomi, A. E., Kernic, M. A., Schiff, M. A., Thompson, R. S.. &
Rivara, F. P. (2008). Correlates of medical and legal help seeking among women
reporting intimate partner violence. Journal of Women's Health, 17, 85-95.

Easteal, P. W., & Easteal, S. (1992). Attitudes and practices of doctors toward spouse
assault victims: An Australian study. Violence and Victims, 7, 217-228.

Feder, G. S., Hutson, M., Ramsay, J., & Taket, A. R. (2006). Women exposed to inti-
mate partner violence expectations and experiences when they encounter health
care professionals: A meta-analysis of qualitative studies. Archives of Internal
Medicines, 166, 22-37.

Gerbert, B., Abercrombie, P., Caspers, N., Love, C., & Bronstone, A. (1999). How
health care providers help battered women: The survivor’s perspective. Women
& Health, 29, 115-135.

Gerbert, B., Johnston, K., Caspers, N., Bleecker, T., Woods, A., & Rosenbaum, A.
(1996). Expcricnces of battcred women in health carc scttings: A qualitative
study. Women & Health, 24(3), 1-17.

Gill, P., Stewart, K., Treasure, E., & Chadwick, B. (2008). Methods of data collection
in qualitative research: Interviews and focus groups. British Dental Journal, 204,
291-295.

Gutmanis, l., Beynon, C., Tutty, L., Wathen, C. N., & MacMillan, H. L. (2007).
Factors influencing identification of and response to intimate partner violence: A
survey of physicians and nurses. BMC Public Health, 24, 7-12.

Haggblom, A. M., Hallberg, L. R., & Moller, A. R. (2005). Nurscs” attitudcs and prac-
tices towards abused women. Nursing & Health Sciences, 7, 235-242.

Harrison, C. (2008). Implacably hostile or appropriately protective? Women manag-
ing child contact in the context of domestic violence. Violence Against Women,
14, 381-405.

Hegarty, K. L., O’Doherty, L. J., Chondros, P., Valpied, J., Taft, A. J., Astbury, J.,
...Gunn, J. M. (2013). Effect of type and severity of intimate partner violence
on women'’s hcalth and scrvice usc: Findings from a primary carc trial of women
afraid of their partners. Journal of Interpersonal Violence, 28, 273-294.

Hegarty, K. L., & Taft, A. J. (2001). Overcoming the barriers to disclosure and
inquiry of partner abuse for women attending general practice. Australian and
New Zealand Journal of Public Health, 25, 433-437.



Henderson, A. (2001). Factors influcncing nurses’ responscs to abusced women: What
they say they do and why they say they do it. Journal of Interpersonal Violence,
16, 1284-1306.

Horwitz, S. H., Mitchell, D., LaRussa-Trott, M., Santiago, L., Pearson, J., Skiff, D.
M., & Cerulli, C. (2011). An inside view of police officers’ experience with
domestic violence. Journal of Familv Violence, 26, 617-625.

Jenney, A. (2011). Doing the right thing: Negotiating risk and safety in child pro-
tection work with domestic violence cases (Unpublished doctoral dissertation).
University of Toronto, Ontario, Canada.

Kernic, M. A., Wolf, M. E., & Holt, V. L. (2000). Rates and relative risk of hospi-
tal admission among women in violent intimate partner relationships. American
Journal of Public Health, 90, 1416-1420.

Kilpatrick, D. (2004). What is violence against women? Defining and measuring the
problem. Journal of Interpersonal Violence, 19, 1209-1234,

Krishnan, S., Baig-Amin, M., Gilbert, L., El-Bassel, N., & Waters, A. (1998). Lifting the
veil of secrecy: Domestic violence against South Asian women in the United States.
In S. D. Dasgupta (Ed.), 4 patchwork shawl: Chronicles of South Asian womanhood
in America (pp. 145-159). New Brunswick, NJ: Rutgers University Press.

Krug, E. G., Dahlberg, L. L., Mercy, J. A., Zwi, A., & Lozano, R. (2002). Violence
by intimate partners. In E. G. Krug, L. L. Dahlberg, J. A. Mercy, A. Zwi, & R.
Lozano (Eds.), Violence and health (pp. 89-121). Geneva, Switzerland: World
Health Organization.

Kvale, S. (1996). Interviews: An introduction to qualitative research interviewing.
Thousand Oaks, CA: Sage.

Leisenring, A. (2006). Confronting “victim” discourses: The identity work of battered
women. Symbolic Interaction, 29, 307-330.

MacMillan, H. L., Wathen, C. N., Jamieson, E., Boyle, M., McNutt, L., Worster, A.,
... McMaster Violence Against Women Research Group. (2006). Approaches to
screening for intimate partner violence in health care settings: A randomized trial.
Journal of American Medical Association, 296, 530-536.

Miller, S. L., & Smolter, N. L. (2011). “Paper abuse™: When all else fails, batterers
use procedural stalking. Violence Against Women, 17, 637-650.

National Center for Injury Prevention and Control. (2003). Costs of intimate partner
violence against women in the United States. Atlanta, GA: Centers for Discasc
Control and Prevention.

O’Campo, P., Kirst, M., Tasmis, C., Chambers, C., & Ahmad, F. (2011). Implementing
successful intimate partner violence screening programs in health care settings:
Evidence generated from a realist-informed systematic review. Social Science &
Medicine, 72, 855-866.

Peckover, S. (2003). “I could have just done with a little more help”: An analysis of
women’s help-sccking from health visitors in the context of domestic violence.
Health and Social Care in the Community, 11,275-282.

Petersen, R., Moracco, K. E., Goldstein, K. M., & Clark, K. A. (2004). Moving
beyond disclosure: Women’s perspectives on barriers and motivators to seeking
assistance for intimate partner violence. Women & Health, 40(3), 63-76.



Plichta, S. B., & Falik, M. (2001). Prevalence of violence and its implications for
women’s health. Women’s Health Issues, 11, 244-258.

Rivara, F. P., Anderson, M. L., Fishman, P., Bonomi, A. E., Reid, R. J., Carrell, D.,
& Thompson, R. S. (2007). Healthcare utilization and costs for women with a
history of intimate partner violence. American Journal of Preventive Medicine,
32, 89-96.

Rodriguez, M. A., Quiroga, S. S., & Bauer, H. M. (1996). Breaking the silence:
Battered women’s perspectives on medical care. Archives of Family Medicine,
5, 153-158.

Royal Canadian Mounted Police. (2012). Intimate partner violence and abuse—It can
be stopped. Retrieved from http://www.rcmp-grc.gc.ca/cp-pc/spouse-epouse-
abu-eng.htm

Sansone, R., Wiederman, M. W., & Sansone, L. A. (1997). Health care utilization and
history of trauma among women in a primary care setting. Violence and Victims,
12,165-172.

Schechter, S., & Edleson, J. L. (1994). In the best interest of women and children: A
call for collaboration between child welfare and domestic violence constituen-
cies. Retrieved from http:// www.mincava.umn.edu/documents/wingsp/wingsp.
html

Statistics Canada. (2009). Family violence in Canada: A statistical profile (Catalogue
No: 85-224-X). Ottawa, Ontario: Government of Canada.

Taylor, S. J., & Bogdan, R. (1998). Working with data: Data analysis in qualitative
research. In S. J. Taylor & R. Bogdan (Eds.), Introduction to qualitative research
methods (3rd ed., pp. 134-163). New York, NY: John Wiley & Sons.

Tjaden, P. (2005). Defining and measuring violence against women: Background,
issues, and recommendations. Geneva, Switzerland: UN Division for the
Advancement of Women.

U.S. Department of Justice. (2003). Intimate partner violence, 1993-2001 (Report
No: NCJ-197838). Washington, DC: Author.

Varcoe, C., Hankivsky, O., Ford-Gilboe, M., Wuest, J., Wilk, P., Hammerton, J., &
Campbell, J. (2011). Attributing sclected costs to intimate partner violence in a
sample of women who have left abusive partners: A social determinants of health
approach. Canadian Public Policy, 3, 360-381.

Wathen, C. N., & MacMillan, H. L. (2003). Interventions for violence against women.
Journal of American Medical Association, 289, 589-601.

Yoshioka, M. R., Gilbert, L., El-Bassel, N., & Baig-Amin, M. (2003). Social sup-
port and disclosure of abuse: Comparing South Asian, African American, and
Hispanic battered women. Journal of Family Violence, 18, 171-180.

Author Biographies

Carla Rose Pajak, BScN (hons), MD, earned her bachelor of science in nursing from
the University of British Columbia and her MD at the University of Toronto. She is
currently a resident doctor with the Department of General Surgery at the University
of British Columbia.



Farah Ahmad, MBBS, MPH, PhD, carncd her MBBS at the University of Punjab,
her MPH at Harvard University, and her PhD at the University of Toronto. She is cur-
rently an associate professor in the School of Health Policy and Management at York
University, and holds status appointment with the Dalla School of Public Health,
University of Toronto.

Angelique Jenney, PhD, RSW, earned her MSW at Wilfrid Laurier University and
her PhD in social work at the University of Toronto. She is currently the director of
family violence services at the Child Development Institute in Toronto and holds an
assistant professor (Status-only) position at the Factor-Inwentash Faculty of Social
Work at the University of Toronto.

Penny Fisher is a volunteer advocate and a public speaker on domestic violence
prevention, parental alienation, and children rights. She co-founded SurvivorGuide.
ca. She received the Victim Services Award of Distinction through the Ontario
Ministry of the Attorney General and was the first survivor to be elected to their Board
of Directors for the Woman Abuse Council of Toronto’s.

Linda M. Y. Chan, BA, MPH (student), earned her bachelor of arts in sociology and
health and society from the University of British Columbia. She is currently an MPH
student at the University of Toronto’s Dalla Lana School of Public Health.



