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Welcome 
Elizabeth B. Quitkin 

On behalf of Long Island Jewish-Hillside Medical Center I welcome 
you to this conference -- "Identification and Treatment of Spouse Abuse, 
Health and Mental Health Agency Roles." 

Long Island Jewish-Hillside Medical Center first became signifi­
cantly aware of the problem of battered women in 1977, through our social 
workers in the emergency room. At that time we were unabl e to fi nd 
services for many of the battered women and none at all for couples who 
were interested in working on the problem together subsequent to the 
emergency room visit. In response, a small, nontraditional program 
using volunteers supervised by professional staff was developed within 
the Medical Center and initially funded by the United Hospital Fund. In 
our own work and in our contact with other agencies over the past 3-1/2 
years it has become abundantly clear that no one program relating specif­
ically to spouse abuse comes close to meeting the need. Battered women 
have many entry points into the system: the emergency room, the psychi­
atric clinic or hospital, the courts, the welfare system, through their 
children's problems, and through medical clinics, health maintenance 
organizations, and private physicians, among others. 

It seems clear that the professionals meeting these women in which­
ever setti ng need to expand thei r knowl edge of the women I s needs and 
develop techniques for worki ng wi th thi s popul ation. The need seems 
even more urgent now, when we can anticipate very little, if any, Govern­
ment spending in this area for new program1ng and most probably cutbacks 
in already existing programs. To this end we have designed the conference 
today to offer health and mental health professionals an opportunity to 
share and examine new perspectives and innovative approaches to the 
identification and treatment of spouse abuse. Major presentations on 
traditional and nontraditional viewpoints will highlight this morning's 
session. The afternoon workshops will be devoted to specific areas of 
practice. From the enthusiastic registration for this conference it 
appears that many in the community feel the need for this kind of educa­
tional process. 
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Introductory Remarks 
Robert K. Match, M.D. 

Dr. Robert K. Match, M.D., is President of Long Island Jewish­
Hillside Medical Center. He is a Diplomate of the American Board of 
Surgery and a Fellow of the American College of Surgeons. He is Professor 
of Community Medicine, State University of New York at Stony Brook, 
and consultant in surgery at L.I.J. Dr. Match's commitment to the 
concepts and principles of community medicine has for more than 10 
years put Long Island Jewish-Hillside Medical Center in the forefront 
of efforts to develop programs meeting the health needs of the community. 
Dr. Match himsel f has been consi stently supportive of experimentati on 
and new programs, particularly as they relate to the interface of medical 
and psychosocial practice. - E.Q. 

Fi rst 1 et me say that I I m aston; shed by the turnout here, and I 
know that unfortunately many, many others were turned away. From this I 
think we can deduce several points: first, the subject is one that ' s 
increasingly on the minds of both public and health professionals and 
almost everyone else in our society; second, in addition to an increased 
awareness of the problem of spouse abuse, the problem itself is becoming 
greater, as our society turns more violent. That ' s unfortunate, but 
true. 

I think most of you know that the seminar is sponsored both by the 
Departments of Psychiatry and Social Work Services of Long Island Jewish­
Hillside Medical Center and the State University of New York at Stony 
Brook and that it was made possibl e by a grant from the Department of 
Health and Human Services, the Office of Domestic Violence, in Washington, 
D.C. It is significant that, at least up to this point, we are still 
seeing Federal funding for this type of activity. Let ' s hope it con­
tinues. 

Spouse abuse is both a family, social, and public health problem in 
thi s country, and it is more and more bei ng confronted di rectly and 
recogni zed by those of us who interface wi th it, seei ng it as a very 
serious and growing issue. There are often vet'y complex interactive 
factors that produce the syndrome of spouse abuse, and most frequently 
it is the emergency room staff that is confronted with these problems. 
No matter how complex the initiating factors, we have found that often 
the problems are intensified by a lack of awareness and sensitivity on 
the part of medical personnel, law enforcement officers, and families -­
almost everyone who surrounds these people at the time of the crisis. 

The basic thrust of our efforts today, in this conference, and in 
our emergency room and other programs is to try to increase the awareness 
and sensi tivi ty of peopl e to thi s probl em, to di spel some of the myths 
and misinformation surrounding it, and to remove some of the impediments 
surrounding the issues of spouse abuse to be dealt with. At L.I.J.-H.M.C. 
we have often initiated programs to deal with very special problems that 
are being neglected or ignot'ed by those around us, and spouse abuse is 
another such example. Our emergency room, which is quite active, was 
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seen as a key point for identification and early intervention in the 
problem of spouse abuse. \~1th a grant from the United Hospital Fund, 
we started a small, experimentdl pilot program to see if we could begin 
to make some impact and develop a referral network for deal i ng wi th 
people involvcCl in this program. It quickly became clear there was a 
need for both expanded services of this type and an improved referral 
network to deal with the many complex issues surrounding spouse abuse. 
So 11m parti cul arly pl eased that so many peopl e are here today. I thi nk . 
we have an outstandi ng facul ty who wi 11 provi de a very i nteresti ng and 
stimulating day for all of us. 
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Jntroductory Remarks 
Abraham Lurie, Ph.D. 

Dr. Abraham Lurie is Director of the Department of Social Work 
'Services at Long Island Jewish-Hillside Medical Center. Over the years, 
Dr. Lurie has helped the department pioneer many innovative programs and 
professional services. He was instrumental in helping the Medical Center 
obtain Funding for the Abused Spouses I Counseling Program and has provided 
ongoing support and encouragement to those of us involved in this area of 
practice and programing. Dr. Lurie is Professor of Social Work at the 
State University of New York at Stony Brook and Clinical Professor of Social 
Work at Adelphi. -- E.Q. 

I wish to bring greetings from Dr. Charles Rabiner, Chairman of the 
Department of Psychiatry, which is a co-sponsor of this project. Unfortu­
nately, he is not able to be here this morning because of an emergency. 

There is no question that spouse abuse is a reflection of societal 
and family tensions, and that these tensions arise from a variety of 
sources -- economic problems, prejudices, and psychological forces. 
Family life today is undergoing a tremendous transition, as evidenced 
by recent published statistics. In 1979 there were approximately 2,360,000 
marriages and 1,120,000 divorces; about 65 to 70 percent of the people who 
are divorced remarry. We are living in a pluralistic and polygamist society 
that gives many people several opportunities to become involved in marital 
relationships. In this process tensions are created, and they may result 
in problems, as social workers and others in the behavioral field know only 
too well. While it is true that in spouse abuse the patients who come to 
our attention are almost all women, occasionally a man who has been batter­
ed does appear. 

Years ago in a very popular comic strip, "Maggie," the man was 
depicted as coming home at night drunk and t~y;ng to tiptoe into the house .. 
He was always caught by Maggie and invariably hit over the head with a 
rolling pin. I suppose this does not happen any more, although there are 
other forms of abuse today that we1re not as thoroughly familiar with as 
perhaps we should be, such as psychological abuse which affects both men 
and women. 

The reasons for family abuse have been debated. In an article in the 
recent issue of Social S'ervice Review, Dr. R. Peterson has raised several 
questions concermng the cause of fami'!y abuse, based on data after 
several years of study. He has indicated that we should not ignore the 
social-class issue related to social structural change. And the second 
possibility is that violent behavior is learned in the family of origin. 
Violence has also become a subject of discourse that is throughly fami­
liar and ingrained through the mass media, and the question of its impact 
might well be raised. One factor that has helped bring this problem out 
of the closet is the changing role of women. The reverence for family 
structure does not appear to exist as it once did, and women are able to 
come forth and indicate more resolutely what their problems are. There are 
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still significant cultural biases, however, and we still have a sexist 
society. 

We need more research on and evaluation of some of our methods to 
h~lp people with this problem. And we hope that you who are representa­
tives of those agencies that have had some difficulty in dealing with 
this problem will gain an awareness on the basis of our conference today 
and begin to plan steps to deal with it. 

We do need an effective network of services that will be able to 
provide crisis intervention to help the abused spouse with difficult 
situations. We need protective, appropriate counseling and psychiatric 
services. We are hopeful that this conference will make a small :contri­
bution to understanding the problems of this very often forgotten 
group, particularly those we would consider a high-risk group, and make 
available to them appropriate and accessible facilities. We also hope 
this conference will give impetus to providing a better quality and 
more humane service for those in need. We hope that as a result of the 
interaction here the consciousness of all of us will be ~aised to the 
point where we will be able to contribute our expertise at a level that 
can ameliorate this very difficult problem. 
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PSYChiat.~c Perspectives on the Abuse of Women: 
A Critic\il_Approach 

Evan St~, Ph.D. 

Evan Stark is currently Fulbright lecturer in Sociology at the 
University of Essex, England. The work described in this paper was done 
whil e he was a Research Associ ate in the Department of Surgery and 
Center for Health Studies at Yale University and Director of the Family 
Violence Research Program there. Dr. Stark is a founding member of the 
New Haven Project for Battered Women. -- E.Q. 

Introduction 

We will address three questions: What are the major clinical pre­
sentations of abuse? What impact do medicine, psychiatry, and social 
work have on lithe battering syndrome"? What lessons can we learn from 
the impact of therapeutic intervention on the evolution of the syndrome? 

In sections I and II we draw on the medical histories of abused and 
nonabused women to distinguish battering as a socioclinical syndrome 
in which specific therapeutic approaches develop alongside injury and 
general medical and mental health problems. First, we describe the 
strictly clinical signs of battering. Next, we identify typical patterns 
of medical, psychiatric, and social work intervention. Then, in 
section III, we argue that the clinical signs of abuse and the typical 
patterns of intervention are structured into the syndrome through a 
staging process, during which the victims of abuse are taught to accept 
responsibility for their battering and often within reconstituted families 
where further violence is virtually inevitable. Finally, we consider 
the implications of the prevalent tendency to project therapeutic failure 
onto a patient population at risk for abuse. We argue for a positive 
therapeutics based on political support for current changes in normative 
sexual and family roles. 

Last year, approximately 8 million women in the United States were 
in abusive relationships, and more than 1 million of these women turned 
to emergency medi cal servi ces,1 Si nce many abused women are b€!aten on 
a regular basis and most have long histories of injuries, and since 
battered women comprise a significant percentage of rape victims, suicide 
attempts, psychiatric inpatients, mothers of abused children, alcoholics, 
and women who miscarry and abort, the medical needs and demands of this 
group are even greater than these numbers imply.2 Finally, our research 
shows that battered women make multiple visits to medical and psychiatric 
services for general health problems, which superficially appear to be 
unrelated to assault but which are as much a part of the battering syn­
drome as physical injury. Indeed, on an average, almost one woman in 
five who uses the emergency trauma service at Yale New Haven Hospital is 
battered, and almost half of the injuries women present to this service 
occur in the context of ongoing abuse. When Hilberman asked female 
patients at a rural psychiatric clinic about abuse, half acknowledged 
they had been beaten. 3 Pilot research indicates that almost half of 
the women in a Colorado mental hospital have been beaten. 4 
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Despite these facts, physicians, psychiatrists, and social workers 
rarely identify abuse or select it as a point for intervention. At the 
hospital where our research is conducted, medical personnel recognize 
ongoi ng abuse as the source of a batteri ng ; nj ury ; n fewer than one 
case in 10 and almost never appreciate its etiological significance. 
Similarly, in Hilberman's clinic, abuse was virtually never mentioned by 
persons making the psychiatric referrals. 5 Why is this? 

Thatwe are often innocent about social problems goes without 
saying. Until a decade ago, physicians and psychiatrists confronted 
wi th chi 1 d abuse resorted to extens i ve workups to di scover blood and 
metabolic disorders that could explain an accumulating history of multiple 
bruises and fractures. 6 Then too, sexual, racial, and economic bias 
presents,a purely objecti ve cons i derati on of compl ai nts presented by 
poor, black, or female patients. 7 At a prestigious emergency service, 
women who consistently present with vague complaints are termed "TBpls" 
(short for "total body pain"), a degrading euphemism that masks a frequent 
sign of abuse. Finally, work pressures limit our capacity to consider' 
situational problems unsupported by immediate breakdown. 8 

These expl anati ons mi ght be adequate were the fa; 1 ure to see abuse 
not compounded by a failure to see that we do not see. Medicine, psychi­
atry, and soci a1 work fai 1 to identify abuse as a primary eti 01 ogi cal 
factor even though it has received widespread publicity for over a cen­
tury and even though female patients repeatedly insist on its current 
importance. In practice, instead of comprehending the significance of 
assault, the helping services conceal its importance behind alternative 
perceptions, diagnoses, and interventions -- diverse means of nonrecogni­
ti on that uniformly aggravate the abused woman ISS i tuati on. Gi ven the 
systematic nature of clinical nonrecognition, a purely technical approach 
to identification is unsatisfactory. 

The fact that medicine, psychiatry, and social work often contribute 
to the battering syndrome raises political and therapeutic issues. 
Battering is epidemic, a phenomenon of mass, not just individual, 
psychology, and fully intelligible only in relation to normative behaviors 
and structures, including the "normal" ideas and habits of family life. 
Throughout the 19th century, wife beati ng was fought by el i te groups 
combating material deprivation and demanding legal protection and 
equal status for women. 9 But formal equality and limited protection 
have not ended female subordination in domestic life. Recognizing 
this, many in the Womenls Movement stress female independence and self­
help; emergency, community-based shelters; and the education of service 
professionals about female oppression. 10 But is education enough? Or 
a re more bas i c changes in the soci a 1 servi ces needed to remove thei r 
apparent commitment to traditional female and family roles? Current 
therapeutic modalities are conservative, converging with broader efforts 
to sustain male dominance in and outside the home. Since battering is 
one consequence of this dominance, it is not surprising that the present 
therapeutic approach often makes abuse inevitable. 

10 



I. Battering in a Clinical Context 

In this section, we identify the medical and psychiatric presenta­
tions of abuse and describe the immediate clinical response. 

Identifying Abuse 

Since clinicians rarely identify abuse and even less often use 
"battering" as an explicit diagnosis, estimates of abuse based on official 
figures will vastly underestimate the extent of the problem. However, a 
conservative estimate of abuse can be derived by reviewing the full 
trauma histories of each woman in a given patient population and by 
classifying each trauma incident, and ultimately the women themselves, 
into one of the follo\lJing categories of risk: 

positive: at least one injury was recorded as inflicted by a hus­
band, Doyfr1end, or other male intimate; 

probable: at least one injury resulted from a "punch," "hit," 
"kick," "shot," or similar and deliberate assault by another person, but 
the rel ati onship of assail ant to vi ctim was not recorded nor was the 
episode an anonymous assault of mugging; 

suagestive: at 1 east one injury was inadequately expl ai ned by the 
recorde medical history. 

A women is assigned to the reasonable negative category only if 
each injury in her medical record is adequately explained by the recorded 
etiology. When we applied these risk criteria to a sample of 3,500 
women using the emergency trauma service, we found that 18 percent had a 
history of abuse, a prevalence estimate that approximates studies using 
similar identification methods in a Philadelphia hospital and a random 
Harris poll of Kentucky housewives. 11 

This prevalence estimate reflects the magnitude of abuse confronting 
a medical system with no adequate means to identify or respond to batter­
ing. In such a context, the extent and complexity of abuse can be grasped 
only when it is viewed historically in relation to the medical and 
psychosocial problems that accompany physical injury. 

In order to determine which characteristics, problems, and types of 
medical resource utilization distinguish battered from nonbattered women 
in the clinical population, we randomly selected 690 nonbattered women 
as controls for our sample of 637 at-risk women. A review of the medical 
records of these women indicated that the abused women can be distinguished 
from nonbattered women by the type, anatomic location, and frequency of 
injury (trauma history), the reproductive history, the pediatric medical 
history, and psychosocial problems. In addition, we looked at battering 
risk among a separate sample of women who attempted suicide. 

Medical Presentations 

Battered women are injured three times as frequently as nonbattered 
women; they have used the service twice as long; and the location of 
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injuries that result from abuse is different from those resulting from 
other causes. Injuries to multiple anatomic sites or to the head, face, 
neck, throat, chest, and abdomen tend to be battering injuries. In 
contrast, injuries to the extremities or hip area are not generally 
9ssociated with domestic assault. The types of injury also differ 
significantly. Battering injuries are likely to be abrasions or contu­
sions, or pains for which no physiologic cause can be determined. Non­
battering injuries are more likely to be sprains or strains. Fractures, 
dislocations, and lacerations occur with similar frequency to battered 
and nonbattered women. 

Although battered and nonbattered women had similar numbers of 
chi 1 dren, battered \'JOmen had three times the number of aborti ons and 
twice the number of miscarriages. Battered women were far more likely 
to be pregnant when injured, a finding that is widely supported by other 
s tudi es .12 The fact that the rate of pregnancy among battered women 
(live births plus abortions and miscarriages) is far higher than the 
rate among nonbattered women suggests an important familial pressure 
that may aggravate as well as derive from ongoing abuse. 

The Medical Response 

Three nontrauma sites provide the major source of medical care for 
abused women -- the medical emergency service, the psychiatric emergency 
service, and the obstetrics and gynecology service. Approximately 3 
percent of all women using emergency medical services receive labels 
such as hysteric, hypochondriac, or women with "vague medical complaints. 1I 

Although battered women are labeled at this rate prior to their first 
at-risk incident, after the onset of abuse they are labeled as such four 
times as frequently. In addition to receiving a disproportionate share 
of punitive labels, battered women are significantly more likely to 
receive prescriptions for analgesics and minor tranquilizers, prescrip­
tions that are often contraindicated by complaints of pain. Despite 
the fact that the injuries battered women presented were no more severe 
than other reported injuries, battered women got 80 percent of the pain 
prescriptions and 78 percent of the minor tranquilizers. A small minority 
of abused women are referred to services for battered women, but battered 
women are no more likely to be referred to social or psychiatric services 
at the time of injury than nonbattered women. 

Thus, medical personnel ignore battering as a primary problem and 
treat the complaints associated with abuse symptomatically. Instead 
of pursuing this present practice, clinicians should immediately suspect 
abuse when a woman presents with central and/or multiple injuries; 
when she is injured while pregnant or has a history of multiple or self~ 
induced abortions; when she tells "funny stories ll

; or when she presents 
persistent or va~ue medical complaints. Beyond this, battering should 
be part of the dlfferential diagnosis of every encounter with an injured 
woman and tald ng a trauma hi story shoul d be routi nee 

~sychiatric Presentations of Abuse 

Although there is no evidence that abused ~omen are frequently 
mentally ill, 33 percent of the battered women who use the emergency 
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medical service have also visited the psychiatric service,and battered 
women use the psychiatric facilities five times as often as nonbattered 
women. Their most significant presentations are rape, attempted suicide, 
alcoholism, drug abuse~ chronic tranquilizer use, multiple somatic com­
plaints, severe agitation, anxiety with insomnia, and violent nightmares. 
These problems often result from a combination of inappropriate treatment 
and ongoing abuse, not from violence alone. Hospitalized women who are 
battered have typically been diagnosed as suffering "personality disor­
ders II rather than psychoses, and abused women seen on an out-pati ent 
basis are frequently reported to be IIdepressed. 1I13 We cannot say 
whether these diagnoses are simply fashionable or reflect distinct symp­
tomatology. 

Almost 50 years ago, Karen Horney compared psychiatry's view of 
women to the little boy's image of the little gir1. 14 Her criticism 
is even more applicable today, when the psychiatric model is applied 
widely in nonclinical settings and rooted deep in popular conscious­
ness. With few exceptions, the psychiatric literature on battering 
replicates sexist stereotypes. Women are assessed in relation to their 
domestic chores and "love. 1I If they refuse these obligations, they are 
lIaggressive,1I "frigid," or IImasochistic." When they adhere to prevailing 
norms, they are "immature,1I IIpassive,1I or IIhelpless. 1I15 In one paper, 
a woman is "hostile," IIdomineering,1I and "masculine ll because she fights 
back and refuses to sl eep wi th her husband when he is drunk .16 When 
behaviors are abstracted from the situational contexts that make them 
intelligible, typical presentations of abuse, such as chronic anxiety, 
a~pear to be symptomatic of psychopathology. 

Two views in particular deserve critical comment, if only because 
they enjoy wide currency. According to the first, abused women learn to 
accept their situation, causing them to react passively even when help 
is offered. The second view traces battering to parental violence. 

Learned Helplessness 

Seligman has argued that animals that remained submissive even when 
previous punishment was removed had IIlearned helplessness. 1I Walker has 
extrapolated this theory to explain why abused women often appear indif­
ferent, stay in abusive relationships, fail to report their problems, 
suffer depression and withdrawal~and resist advice even when real alter­
natives are presented. 17 Although the theory of learned helplessness 
parallels the psychoanalytic theory of female masochism in its association 
of outside punishment with a negative self-image, it suggests that with 
appropriate support women can unlearn this harmful adaptation. Walker, 
however, has no evi dence to support her theory.18 To the contrary , all 
available evidence indicates that, as a group, battered women frequently 
leave home when hit; fight or fight back; divorce and separate; regularly 
f'eport their attacks to friends, relative::, police, clergy, physicians, 
and social workers; and even "invent" symptDms in order to call attention 
to their plight prior to an anticipated attack. 19 Unfortunately, neither 
separation nor an appeal to the helping services presently offers much 
protection. Indeed, the risk of abuse probably increases during separa­
tion. 20 In the absence of real alternatives, explanations for battering 
based on a \.,roman's failureto'" act decisively shift attention from the 
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lack of available resources to the victim herself. Even such alleged 
symptoms of helplessness as attempted suicide and depression are often 
"pleas for help," or, alternatively, desperate efforts to control a 
s i tuati on. From a therapeuti c standpoi nt, the fact that battered women 
continually strive to make the best of a bad situation is far more rele­
vant than their supposed resignation. 

Child Abuse and Intergenerational Violence 

Perhaps no idea about wife abuse is as widespread as its presumed 
1 ink to chil d abuse and to vi 01 ence in the family of ori gi n. 21 There 
is little evidence to support this theory, however, at least in general 
terms. Child abuse may reflect family conflict. But the fact that 
family conflict is so much more common suggests its link to child abuse 
in particular families results from intervening social factors and pres­
sures. Only 1 percent of the female patients we studied indicated their 
children were in the battered subgroup. Battering most assuredly affects 
the young and is commonly associated with a multiplicity of somatic, 
emotional, behavioral, and sleep problems in children. 22 Still, when 
a pri vate practi ti oner i dentifi ed a group of battered women among hi s 
patients, he concluded it was rarely accompanied by child abuse. 23 

The theory of intergenerational transmission of violence, what is 
sometimes termed lithe cycle of deprivation," is equally suspect. We 
know of no studies that follow abused youngsters into adult life, and 
retrospect; ve evi dence 1 ink i ng male vi 01 ence wi th the abuse of these 
males as children is based either on tiny samples of violent crimina'js 
or on interviews in which battered women report the childhood experience 
of their assailants. 24 The results of this work are contradictory; 
occasional fights are subsumed under IIfamily violence ll

; women who cur­
rently see violence as a problem are more likely to recognize violence 
in others; social service personnel are trained to identify a history of 
pathology with lithe problem familyll; and studies give a uniform validity 
to information that differs widely in quality. Since battered women 
enter shelters because their children are at risk, conclusions about the 
frequency of child abuse based on the shelter population are deceptive. 
There is no conclusive evidence linking child abuse by women, battered 
or not, to the abuse of these women by their parents. 25 

Our research does suggest a s i gnifi cant associ at; on between chil d 
abuse and eventual victimization as an adult woman. The battered women 
we i dent ifi ed were far more 1 ike ly than the nonbattered women to have 
a pediatric history including severe trauma or abuse, a finding that is 
consistent with theories linking early dependence on helping institutions 
to subsequent isolation, IIsecondaryli deviance, and adult victimization. 

Despite the lack of support for theories of "learned helpless­
ness ll and the IIcycl e of deprivation," they have an intuitive appeal to 
persons working in social service settings, including shelters. It is 
difficult to know what to do when the alternatives we proposed don't 
work. Often in such situations, the only apparent alternative to blaming 
ourselves is to fix blame in the patient or, better still, in a historical 
context that explains bot~the patient's victimization and her inability 
to act. Whatever thei r bas is in fact, these theori es rema in important 
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as means by which social workers (and social scientists) rationalize 
their inability to change the political reality that confronts them. 

Our own view is that the behaviors and personality traits commonly 
identified with battering are intelligible only when the history of 
helping encounters is treated as a key situational determinant. For 
instance, battered women who are labeled and who must extricate themselves 
from the presumption of being "sick" commonly transfer their anger from 
the assailant to their "helpers." This expression of hostility often 
initiates a process during which the helping professional may actually 
"understand" how a man might become sufficiently frustrated with this 
woman to abuse her. The implicit identification with the assailant 
frequently leads to punitive hospitalizations or superficial evaluations 
with no foll owup (see the case of Mrs. Jones below). By contrast, pa­
tients who willingly view their crisis through the prism of mental illness 
often present as excessively passive and withdrawn, apparently lacking 
appropriate affect, like the victims of "rape trauma syndrome. II Like 
Mrs. Smith below, this woman has "learned" to internalize the image 
projected by her helper. Subsequent clinic visits typically involve 
maintenance on a variety of psychoactive medications. 

Suicide Attempts 

Suicide attempts have increased sharply in the United States since 
World War II, particularly among women. Female suicide attempts outnumber 
male attempts by more than three to one. 26 In New Haven, hospital 
admissions for attempted suicide increased more than 1,000 percent from 
1955 to 1970; this is far in excess of predictions based on shifts in 
demography or health care. 27 The typical suicide is a high- status, 
isolated, white male. The typical attempt, however, is made by lower­
status married women "after work" (when others are present) and often 
in "residential areas." 28 This suggests that attempted suicide is not 
simply failed suicide but a distinct epidemiological phenomenon associated 
with the unique situational problems confronting women in this society. 

Battered women frequently attempt suicide. An estimated 77 percent 
of the battered women identified in a Colorado mental hospital had 
attempted suicide at least once, and women in shelters report only slighter 
lower rates. 29 To determine the prevalence of abuse in a psychiatric 
population of women who attempted suicide, we reviewed the medical 
records of 176 female patients who had attempted to take their lives. 

Battering may be the single most important precipitant of suicide 
attempts among women in the emergency psychi atri c popul ati on. We found 
that 25 percent of the women who had made multiple attempts or gestures 
were battered, and 50 percent of the black women had a history of abuse. 
Ongoing abuse was clearly the context for the suicide attempt. Not 
only had almost all the battered women been previously treated for an 
abusive injury at the hospital, but in a majority of cases an injury had 
been treated during the last 6 months. Women who mentioned a marital or 
lovers' quarrel as a precipitant of the suicide attempt were likely to 
have trauma histories indicative of battering. This was ironic, since 
70 percent of the abused women were single, divorced, or separated. 
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Finally battered women made almost half of all traumatic attempts,as 
opposed, for instance, to overdose and poisonings. 

Psychiatric Response 

The psychiatric response left much to be desired. Not surprisingly, 
the battered subgroup comprised half of those judged to have "marital 
maladjustment. II But battered women were also overrepresented among 
those labeled "hysterical" or inadequate or borderline personality. 
Ironically, not only were battered women referred for voluntary in-patient 
or out-pati ent care 1 ess frequently than nonbattered women, but they 
were sent home with norererra:1 or consigned to the State mental hospital 
more frequently than nonbattered women. 

The traditional wisdom is that suicide attempts are failed suicides 
for which medicine bears little responsibility, that they arise at the 
juncture of individual psychopathology and exogenous stress, and that 
disposition should respond to the presenting symptoms and underlying 
intrapsychic or behavioral problems, with little attention to immediate 
precipitants or the relevant social situation. It follows from this 
that the home is the preferred context for treati ng compl a1 nts about 
family quarrels or marital maladjustment. Clearly, this position requires 
reexamination. Abuse must be suspected in all cases of female suicide 
attempts, regardless of marital status and the medical seriousness of 
the gesture. 

Probing should be particularly intense where marital conflict is 
mentioned, where a history of multiple attempts or gestures is revealed, 
where a woman is pregnant (or has recently miscarried), or where a review 
of previous trauma suggests the risk of abuse. At a minimum, the disposi­
tion should be based on the full medical and psychosocial history. 
Beyond this, as Maris and Hilberman suggest, the suicide attempt, like 
the reactive depression, sexual problems, or alcoholism that often 
accompanies it, ·may be read as a primary defense against "more serious" 
aggressive behavior (e.g., a "homicidal rage"), albeit a defense enacted 
within the diminishing range of options open to the victims of abuse. 30 
By contrast, the present response -- labeling, neglect, misdiagnosis, 
tranquilizing medication, and inappropriate referrals -- can be an 
important factor in a battered womanls growing sense of fatalism. 

Alcoholism 

As a major cause of death among American males, alcoholism is highly 
correlated with many major social problems. There is no compelling 
evi dence, however, to vi ew it as the maj or preci pitant of abuse in 
America. Widespread reports by battered women that their assailant's 
drinking stimulates abuse must be weighed against survey data indicating 
that drink is involved in relatively few domestic crimes and in just 8 
percent of the cases wh~re police are called to mediate domestic dis­
putes. 31 

The disjuncture between the perceived etiological importance of 
alcoholism and its actual role in stimulating abuse is partially explained 
by the use of the label in the therapeutic encounter. The diagnosis 
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lI al coholism ll gives an abused woman a potent rationalization for domestic 
violence and may help her accept the Jekyll and Hyde character of 
a violent relationship, excuse her desire to IIhelpll her assailant,defend 
her against victim-blaming explanations, and suggest a course of IItreat­
ment ll upon which she and her phys'ician can r"eadi1y agree. Alcoholism 
provides one answer to the plaguing question: IIHow can I exlain what 
is happening to me without thinking I am a fool?IIThe clinica.l focus 
on alcoholism, meanwhile, provides a means of avoiding both the moral 
and political issues battering raises and its health consequences for 
the individual woman. The following exchange suggests how patient and 
physicians may use drinking to conceal a volatile social crisis: 

0: 
P: 
0: 
P: 

0: 
P: 
0: 
P: 

0: 
P: 

0: 
P: 
0: 
P: 

Come in, What can I do for you? 
Well, I have got flu, doctor, I have got all pains in my arms. 
When did you start to feel not so we1l? 
The weekend. It started Saturday afternoon ... shivering with 
cold ... It came mostly about my head; it is paining me a lot. 
My husband ... with a shoe, it cut me there. I couldn1t comb 
my hair or touch my hair. 
Oh, dear, when was this? 
Saturday night. 
How come'? 
He came home drunk as usual. He has hit me in the past but not 
for a long while ... causing trouble people next door banging 
on the wall ... 
Does he drink much during the week? 
... it is a young couple next door ... disturbing them 
banging on the walls and this is affecting my nerves. 
Does he drink at all during the week? 
Well, maybe once or twice. 
Does he get drunk then? 
Not bad. 32 

Women are frequently blamed for their husband1s alcoholism,and the 
family is universally recognized as the appropriate context for treatment. 

Whatever doubts there may be about the extent to which alcoholism 
stimulates abuse, it is unquestionably an important consequence and 
sign of battering among women. Fifteen percent of the at-risk women in 
our sample had a history of alcoholism. Not only was this eight times 
the rate among non battered women, but this difference emerged upon the 
abused women only after their first reported incident of battering. 
Ironically, after a battered woman has become an alcoholic~ abuse is 
frequently seen as one of its consequences, a consequence for which some 
form of family maintenance therapy is required. 

The sexual nature of domestic violence is suggested by the central 
location of abusive injuries, the frequency of abuse during pregnancy, 
and by reports that sexual abuse, including rape, often accompanies 
physical assault. By contrast, even when lIacquaintance rape ll is discussed, 
the prevalent view is that rape is a traumatic sexual assault isolated 
in time and space from a victim1s "normal II physical, emotional ,and 
social life and that, therefore, the reconstitution of this normal 
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life, particularly insofar as it involves intimate or familiar relation­
ships, provides the best supportive milieu, 

The discovery that a significant minority of women seen by the Rape 
Crisis Team at our hospital had been attacked by family members or male 
intimates prompted research to apply the criteria for battering risk 
outlined above to the caseload of rape victims over a perold of 2-1/2 
years. Of 98 adult rape victims (over 16) for whom medical records were 
available, 39 percent had a trauma history indicating they were in abusive 
relationships. And the percentage was even higher when rape victims 
were included for whom we had no trauma history but who had apparently 
been raped and beaten by a male relative. The rape victims who .had 
been battered were older than the non battered women and more likely to 
be married and have children at home. More than half of the rape victims 
over 30 years old were battered women. 

The battered woman who is raped may reject the psychiatric protocol 
for rape, resisting attempts to have a male intimate telephoned, for 
instance, and refusing to talk to police. Her failure to fit the stereo­
type of the rape victim in other ways as well increases the chance that 
she will be labeled lIuncooperativell and blamed for precipitating the 
incident. While rape victims under 16 are referred to protective services 
automatically as abused children, adult rape victims rarely receive 
social service referrals and almost never for physical abuse. 

In su~, although alcoholism, child abuse, attempted suicide, and 
rape frequently occur in the context of ongoing physical abuse, the 
therapeutic response considers these events apart from their social 
context. At the same time, reconstituted families are the most frequently 
chosen sites for treatment. The victim-blaming cycle is complete when 
the failure to treat the woman in a reconstituted and still-violent 
family provides still further evidence that the problem originates in 
the woman and that a IIstable ll home is even more desperately needed. 

II. The Therapeutic Response 

Thus far, we have described the medical and psychiatric presenta­
tions of abuse from a clinical standpoint, as so many discrete sequelae 
isolated in time and space from one another, from the clinical response 
and from the aggregate history of the cohort of abused women using the 
medical complex. Let us now consider the impact of the therapeutic 
response on the abused woman, assessing its meaning and value in relation 
to her total situation. 

The medical approach confronts abuse as an escalating pattern of 
apparently discrete injuries and complaints with no unifying pathophysio­
logical explanation. Psychiatry focuses on lithe individual woman ,II 
not, however~ as an object of exogenous stress or as a subject capable 
of explicating her situation or extricating herself from it. Instead, 
she becomes available for treatment only insofar as her social situation 
and symptoms are mediated through behavioral and emotional problems that 
she lIowns.1I Her mental space becomes a terrain onto which psych­
atry projects its failings. The social therapeutic approach sees and 
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simultaneously reifies the family, so historicizing the woman's existen­
tial crisis that the specificity of sexual assault dissolves beneath an 
undifferentiated mass of problems. By overcontextual izing abuse, social 
work reproduces its context. 

Case 1. The Medical Approach 

Fi rst, consider 6 months from the medical hi story of a woman we 
know is battered. Between May 1960 and January 1961, Mrs. Smith makes 
14 vi s1 ts to the hosp; tal. She; s seen ; n the medical cl i nic, the 
medical emergency service, and the surgical emergency service, and she 
complains of tension headaches, flank pain, general pain and dizziness, 
various abdominal and chest pains, "heart pounding," and "numerous somatic 
problems. n* Her injuries include a rib fracture and a facial laceration. 
After her fourth vi s1 tin December, she is referred to psychi a try . The 
note reads: "She related in somatic terms but there is no convincing 
psychiatric pattern .•. psychiatry can do nothing for her. She is 
probably a borderline schizophrenic." 

What, you may wonder, would Mrs. Smith have to do to be "convinc­
ing"? In June, the record notes that Mrs. Smith "was beat up by boyfriend 
with iron ashtray striking her on head and arms and kicking her in the 
chest. II Her September headache ensues "after a beating" and her facial 
laceration was apparently caused when she was "struck by a broom." But 
these facts, which the patient presents about her social situation, are 
recorded only because they may have cl i nical rel evance to the strictly 
meJical impl ications of her presenting symptom (e.g., does the manner 
of injury suggest a neurological workup?) and are not considered etiolog­
ically relevant. Of course, her persistent general complaints are even 
less sLlsceptible than her injuries and pains to symptomatic response and 
gradually create what we term II a cri si s of the cure. II The occasional 
disjunction between presenting complaints (e.g., abdominal pain and a 
black eye) and the explanation offered ("I walked into a door," which 
motivates the physician to ask,"Did he also hit you in the abdomen?") is 
now displaced by a more general disjunction between the patient's overall 
physical state (e.g., "vague medical complaints") and medicine's reper­
toire of categorical expl anations. So, she is referred or label ed or 
both. 

Case 2. The Psychiatric Approach 

The director of Education and Training at a prestigious psychi­
atric institute provides interns with this example of the typical "crock." 

*It may be noted parenthetically that IIheart pounding" and somatic com­
plaints frequently reveal the buildup of anxiety and stress before the 
outbreak of domestic violence. Their presentation, properly diagnosed 
and probed with supportive questioning, permits preventive intervention 
and suggests that the "eycl e of vi 01 encel! theory proposed by Wal ker 
whereby women seek hel p only after severe beat; ngs is at best a hal f 
truth. 
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Mrs. Jones came to thi s country from Eastern Europe in 1914, worked 
as a domestic in Washington, D.C., until 1928, when she moved to a 
medium-sized university town in New England to marry. During the next 
40 years (from 1928 to 1967) she saw 394 physicians (including 17 
psychiatrists) averaging a visit a month or 424 visits overall (340 non­
psychiatric, 84 psychiatric). Despite an "unremarkable history," Mrs. 
Jones repeatedly complained of problems to head, eyes, ears,face,throat 
(12 times), chest, breathing, vagina, and so forth, in addition to i11-
defined "pain all over." She did not receive elaborate workups, how­
ever, since her problelns were "transparent." As a consequence, she re­
ceived almost no followup -- most of her visits were unscheduled and no 
diagnosis was made, therapy suggested, or return visits scheduled. To 
the contrary, resentment of her "psychosomatic disguise" provoked psych­
iatrists to use labels for Mrs. Jones such as "crock," "immature person­
ality," "hysterical," "emotional overlay," "conversion reaction," etc., 
and she was eventually committed to a State mental hospital for "pun­
itive"reasons. J3 

The psychiatrist is unusually candid, because his intent is to teach 
interns to select medically relevant details from a wealth of biographical 
information and to organize them diagnostically and in relation to ap­
propriate prognosis and treatments. There is, he tells us, nothing that can 
be done for Mrs. Jones. But, whereas Mrs. Smith was dismissed only as a 
"possible borderline schizophrenic," Mrs. Jones can be"managed."Recognizing 
this saves valuable time and resources and protects the budding psychiatrist 
from frustrating and repeated failure. Since Mrs. Jones is a common figure 
in clinical practice, we are assured that lithe skills acquired" through her 
management will "be invaluable in private practice." Mrs.Jones has been"seen 
through" (the literal meaning of diagnosis); she is "transparent." What be­
comes clear is that she has so many complaints and problems because she is 
the sort of woman she is. With this, insight probing stops. Or nearly. The 
management is enforced by an admittedly punitive hospitalization. 

Returning to her record, we discover that in 1928, the same year 
Mrs. Jones begins her transparent career as a "crock," her husband begins 
to beat her regularly. Her spouse is alternately described as "psychotic" 
and "aggressive." But no link is made between ~lrs. lJones's battering, 
her multiple physical complaints, and her numerous mental health problems. 
To the contrary, since the diagnosis "crock" allows for frequent unsched­
uled visits, it is well suited to a family situation where violence is 
sporadic. 

Mrs. Jones and Mrs. Smith make multiple and desperate efforts to 
draw attention to their plight. But these pleas for help are diagnosti­
cally reorganized until the problems they have appear to reflect the 
problem they are, for themselves as well as for medicine and psychiatry, 
and to conceal the social etiology of their "multiple vague complaints. II 

From bad to mad, as Laing woUld .have it. 34 Mrs. Smith's abuse is 
recognized, but simply as an explanation of her discrete injuries, not 
as their "cause." Mrs. Jones' problems are linked together but their 
social connectedness is no more visible as a result. In both instances, 
diagnosis is the magical act that makes the social situation disappear. 
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Case 3. The Social Therapeutic Approach 

Mrs. Brown presented her first trauma associated with abuse when 
she was 3 months' pregnant wi th her fourth chil d. One month after her 
baby was born, she returns after her boyfriend beat her with a club, and 
she is treated for multiple contusions on her legs and arms, a large 
hematoma on her head, a laceration on her right hand, and a dislocated 
left thumb. Although family counseling is suggested, she is sent home, 
only to return a few hours 1 ater because "she can I t care for her four 
chil dren [all under 6) with both hands spl; nted. II The soci al worker 
notes: 

I saw this patient yesterday in the ER. She presented herself as 
nervous and I felt she was postpartum depressed. She requested 
voluntary inpatient psych help as she felt too nervous to go home. 
She was referred to Fami ly Servi ces ... her 1 ast pregnancy was 
stormy and she wanted to abort the fetus ... Mrs. Brown worri ed 
throughout her pregnancy and iss till worri ed that her baby may be 
abnormal, In addition she did not want this baby. The baby's 
father and she have had a very problematic relationship ... she 
was rai sed ina "cruel" foster home until age 12, at whi ch time she 
went to live with her natural father for 2 years. Both her foster 
parents and her natural father beat her [emphasis in record). She 
describes herself as having bee~usecras a child. Her father has 
a drinking problem ... her current admission might have been avoided 
if her need for psychiatric hospitalization had been realized 
when she was initially seen in the ER. 

Like those of Mrs. Smi th' s, Mrs. Brown's subsequent i njuri es are 
frequently traced to beating by her boyfriend. She is investigated for 
possible child abuse, but in each case found to be a "reliable" mother 
who manages baby and child care well. After a particularly severe fight 
in which she sustains multiple injuries, she defends herself by "throwing 
some hot water on her boyfri end. II Although Mrs. Brown is refused admi s­
s i on because someone "mus t care for the chil dren" and there are "no 
medical complications," the boyfriend is admitted "because there is no 
one at home to care for him. II In another fi ght, the pati ent throws a 
brick at her boyfriend and is arrested. Later, although the patient 
appears "confused about what happened," the boyfriend is shot four times, 
and Mrs. Brown is committed to the State mental hospital. 

A year later, her newborn child is considered at-risk for neglect 
or abuse "because of the long history of physical abuse of the mother." 
Her other children are already in foster homes for the same reason. The 
women's clinic notes she is "nervous" and social service records she 
is "passive, withdrawn, with a history of depression and suicidal ideali­
zation." She has failed to keep appointments with the Battered Women's 
Group, a voluntary therapy group organized in the hospital for the dual 
purpose of research and support. 

The case is complicated and there are d number of possible areas of 
entry. Mrs. Brown consistently cares for and is concerned about her 
chil dren. Why then are they eventually taken away shortly after the 
boyfriend is shot, which presumably eliminated the one compounding 
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factor? We might emphasize sexist bias. He is admitted, not her. She 
is arrested, not him. She is sent home with both hands completely ban­
daged to care for the chil dren (i.e., do her work); he is hospi tal i zed 
because there is no one to care for him at home. We might stop here and 
consider medicinels contribution to any growing resentment Mrs. Brown 
fee 1 s toward her chi 1 dren or to her "pass i vi ty . II Or, we m; ght contras t 
Mrs. Brownls sympathetic reception in early years with her stereotypical 
and impersonal treatment later on. How hard it is for the social worker 
to see that the unattractive woman who now appears passive and withdrawn 
is the same "reliable" mother whose struggle for psych hospitalization 
was so admirable. [We might point out the classic clinical indicators 
of abuse: injury during pregnancy, multiple unwanted births, building 
anxiety around medical visits, multiple and centrally located injury, 
labeling, suicidal idealization, and passivity in the face of medical 
indifference. Or, finally, we might simply startle at the sheer pain 
and suffering endured in medicinels presence, the repeated demonstration 
with virtually no recognition of the physical impact of patriarchal 
power. ] 

Our primary concern here, however, is the peculiar means that social 
services employ to conceal abuse. The early social service note discovers 
a myriad of problems in the woman's histor¥,'including postpartum depres­
s i on, nervousness, unwanted pregnanei es, early and cruel foster care, 
childhood abuse, and paternal alcoholism. Indeed, the picture that 
emerges of a multiproblem family is so complex that the main feature 
of her present social situation, the determining feature, and arguably 
the only feature about whi ch she can do anythi ng substanti a 1 -- her 
battering -- disappears. Alon~side childhood abuse and paternal alcohol­
ism, her "problematic" [sic I!.I relation with the baby's father seems 
minor, almost natural, at best the inevitable culmination of a tragic 
life rather than the point where intervention must begin~ Psych hospital­
ization is recommended not to protect her from the problem her family 
is for her, but to exorcize the family inside her, the lived memory of 
chiTdfi"ood pain that she presumably reproduces in her "problematic" 
rel ati ons wi th her boyfri end. Whatever contri but; on chil dhood abuse, 
abandonment, and paternal alcoholism may actually make to subsequent 
battering are of secondary importance here, because in the social thera­
peutic approach these explanations are joined in w'ays that make the 
immediate predicament opaque. Once labeling, misdiagnosis, callous in­
difference, and puni t i ve treatment help make Mrs. Brown the "vi ct'jm 
of circumstances" she is supposed to have been from the start, the 
opacity of her social situation is projected onto her. She, not the 
hospital, is passive and withdrawn. Where once she was sent home almost 
mummified, now Mrs. Brown is cited for failing to report to the hospital­
based support group. 

To persons working in community-based programs for abused women, it 
may seem remarkable that in none of these cases was the police called, 
lawyers suggested, counselors provided, or shelters offered either for 
the women or their children. To the contrary, medicine, psychiatry, and 
social work uniformly neglected the real social crisis, attempted to 
contain its presentations within traditional therapeutic and conceptual 
modalities, and, failing this, resorted to punitive measures. We have 
merely illustrated diverse forms of nonrecognition, i.e., the ways in 
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which clinicians insure that they will not see what they do not see. We 
may now argue that these forms of non~ecognition -- the symptomatic, ' 
individualistic, and social therapeutic -- appear to contribute to the 
actual stages of lithe battering syndrome. 1I 

III. The Batterinq Syndrome 

When we organize the aggregate date on abuse and its sequela his­
torically and put them in relation to medical, psychiatric, and social 
service interventions, we uncover a Itbattering syndrome,1I a distinct 
clinical entity that includes medical and psychiatric problems as well 
as physical injury and that calls forth (and is called for by) specific 
patterns of diagnosis, treatment, and referral. The interaction between 
the presentations of abuse and therapy can be illustrated by dividing 
the syndrome into stages. The first stage is characterized by repeated 
physical injury, relatively minor medical and/or mental health complaints 
and problems, and by the Itmedical approach,1I i.e., purely symptomatic 
treatment. During stage two,more serious psychosocial problems accompany 
the proliferation of physical injuries, heightened complaints, and psy­
chiatric referrals. In the f'inal stage, physical injury may be less 
pronounced than IIbehavioral ll problems,including multiple suicide attempts 
or severe medical and mental health problems, and medicine and psychiatry 
may call on the social services. Now the woman's social situation is 
reconstituted, but less to explain her abuse than to explain it away. 
Just as the tragedy she has been trying to bring to our attention appears, 
the woman seems "overwhelmed ll by the complexity of it all and unresponsive 
to our best efforts. 

Stage 1. Symptomatic Treatment of Multiple Injuries 

At first, the battered woman's discrete individual injury is defined 
as the only appropriate object for medical care. The fact that the 
injury was caused by a "punch ll is no more significant than that it 
resulted from a "fall," and if the cause is recorded, there is no 
comment. 

Mrs. Scott came to the emergency service with multiple complaints 
of pain. She had a IInegative exam." The diagnosis was IIbeaten up, 
mild contusions, etc. Plan home. No follow up needed." The woman's 
history is consulted only if it can help resolve an apparent 
diagnosit dilemma. Ms. Green was in a car accident resulting in 
multiple fractures, including a compression fracture of her spine. 
She came to the emergency service within a month after "fall ingll on 
her fractured arm, and within 3 months after falling down the 
stairs.1t She was readmitted to the hospital four times in the next 
year for continued pain. After a year of relatively unsuccessful 
physical therapy, her therapist noted "Ms. Green is aware of coun­
seling at the center for beaten wives." Her abuse was never mention­
ed again. 

Thus, the official record more nearly reflects the number of pragmat­
ic problems abuse has posed to medicine than the actual incidence of batt­
ering in the patient population. 

23 



Both the medical model and the limitled repertoire of interventions 
at the physician's disposal circumscribe the perception of what is wrong 
with the woman. The purely medical definition of the situation displaces 
any al ternative defi niti on a woman may offer. The repeated i njuri es 
appear as a series of unfortunate "accidents." No apparent physiological 
event links one visit or injury to the next. But these "accidents" do 
not stop. Wi thin 1 year, Ms. Oavi s reported the foll owi ng separate 
injuries: She kicked at something and fell downstairs, was shot in the 
thigh, and accidentally stuck a toothpick a half inch into her temple, 
which was still there after 3 weeks. She also came to the medical 
emergency service complaining of headaches. 

Stage 2. From Injury to Self-Abuse 

Gradually the accumulation of lnJuries is supplemented by physi­
cian notes about "vague medical complaints." Finally, a complex of 
problems is recognized, including "trouble with neighbors," alcohol­
ism, drug abuse, attempted suicide, depression, "fear of child abuse," 
and a variety of alleged mental illnesses. Although these problems 
appear disproportionately on the medical records of abused women only 
after the initial assault, in medicine's eyes the sequence of events 
is reversed. 

By recording the woman's secondary problems, medicine joins the 
woman in acknowl edgi ng the i neffect; veness of symptomati c re 1 i ef. The 
patient's persistence, reflected on the medical record by the aggregation 
of incongruous i nj uri es, forces the phys i ci an to recogni ze that thi s 
collection of trauma has been borne by a particular woman and suggests a 
"failure of the cure," posing problems of cooperation and "inappropriate 
demand. II Suddenly the solution to the problems the patient has appears 
to lie in the problem the patient is. She is referred, typically, to 
psychiatry or to family and social service. The secondary problems 
developed in the course of "treatment" provide the helper with a way to 
"organize" her history of otherwise unrelated "accidents." She is, after 
all, an alcoholic, or she is suffering from a "female disorder" such as 
depression, hysteria, or hypochondriasis. This explains why she has 
had so many injuries and why she occasionally appears to have had "fights. II 
Whereas in the medical setting abuse is noted to describe physical presen­
tations, when the actual source of the patient's repeated injuries becomes 
unavoidable, it ;s explained as a consequence of her "more basic" problem, 
her alcoholism or her "rigid personality," for instance. These diag­
noses are "labels" because they persist in the absence of evidence that 
they are ei ther accurate or therapeuti ca lly rel evant, and they often 
have purely punitive consequences. 

A pati ent' s "symptoms" may i ncl ude headaches or other suffer; ng 
di rectly attendant upon repeated beati ngs or the i sol ati on that 1 eads 
victims of abuse to turn anger inwards. But they may also resul t from 
prior medical attempts to control a woman's complaints with classic 
psychiatric methods. Thus, battered women frequently attempt suicide by 
tak i ng an overdose of the medi cati on provi ded to ease the; r "secondary 
problems." For the woman, the suicide attempt or alcoholism signals 
entrapment within a predictable syndrome associated with battering. 
For the physician, the sociopathic symptoms also suggest a "solution," a 
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cognitive and therapeutic strategy for comprehending otherwise unintel-
1igible medical events. 

Abused women are often labeled at the height of their vulnerability 
when the signs of their outward collapse suggest to them the problems 
implied by the label. Because of this, the label can easily be read by 
the victim as an alternative interpretation of her situation. Both she 
and her physician may now come to see her life with an abusive male as a 
symptom of her more general pathology and dependency. She now thinks 
she is sick, perhaps even requiring her assailant's help. 

Stage 3. From Self-Abuse to Battering 

Whatever clinicians intend their interventions to accomplish, their 
consequence is to reduce the victim's capacity to understand, adequately 
respond to, or resolve her crisis by leaving the violent home or struggl­
ing against the malevolent other. If the woman's attempts to "escape" 
from the most painful aspects of her situation through self-abuse are 
defined as her primary problem, the "cur'e" typically involves the re­
imposition of traditional female role behavior and, often, within the 
same violent context in which she is being beaten. 

When Mrs. Miles became preqnant at the age of 16, her father literal­
ly jumped on her and beat her so that she would lose the baby.After 
the baby was born, she came to the medical clinic, where she reported 
that her husband drank and beat her. The diagnosis was reactive de­
pression, and the treatment Seconal. Betty went home and overdosed on 
the 'Seconal. This time the diagnosis was postpartum depression 
and she was sent to the State mental hospital. Within 2 months she 
went to the Domestic Relations Bureau to see if she could get support. 
According to the medical record, the bureau was making every effort to 
"reconcile the couple." 

Battered women are typically referred to "de-tox" programs, drug 
dependence units, mental health clinics or hospitals, and to a variety 
of counseling programs, most of which are committed to supporting stereo­
t,Y.pic female behavior with,;,n traditional family contexts. At the State 
mental hospital, release is often contingent on a willingness to "look 
pretty" and to perform housework routinely("Won't dearie clean her room 
today?"). 

Social work referrals may have less dramatic but equally 
consequences. The psychological orientation can transform an 
complaint of abuse into victim-blaming. 

negative 
initial 

Mrs. Booth was referred to social service, where it was noted that 
she had a l7-year history of domestic difficulties characterized by an 
abusive, often nonworking husband.One month later social service notes 
that she is a "dull woman who projects all of her diffi culti es on her 
husband. II 

The social worker may also simply accept the do-nothing attitude 
of authorities. 
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Before long, the case worker sees what she has been taught in school 
to expect from the beginning, the "multiproblem family.1I Not only is the' 
woman beaten because she drinks. More broadly, both alcoholism and 
violence are expected symptoms of the family constellation peculiar to 
low-income or black communities. The family is not the battered woman's 
problem. She is the problem for it. 

Now the cycle is complete. Serious lnJuries lead to the development 
of secondary problems. Secondary problems are labeled, and these conse­
quences of violence are reinterpreted as its cause. The referral strategy 
for the secondary problems includes some form of family maintenance. By 
reinforcing families where there is abuse, repeated injury is virtually 
guaranteed, as is the permanent dependence of the woman, and her 
family, on the helping agency. All family members,including the victims 
of abuse, may even come to define violence as a natural part of their 
collective identity. Mrs. Frank's suicide note gives insight into the 
extent to which her husband's violence and institutional neglect form a 
continuum of entrapment. 

Mrs. Frank did not present primarily to the emergency service with 
injuries. Rather, she appeared at the medical clinic on various 
occasions with back pain and complaints of pain when swallowing. 
These complaints were thought to be psychosomatic and she was dis­
charged without further inquiry into the fundamental cause of these 
symptoms. She became pregnant frequently because she w~s afraid of 
her husband's violence but terminated five of these pregnancies her­
self with Lysol douches. Through the years, her husband continued 
to beat her severely. She came to the emergency service with facial 
fractures, "blacking out" episodes due to repeated head trauma, and 
obtained treatment for only her presenting complaints. Interspersed 
with her batterinn incidents she presents with complaints of de­
pression, ~ddictton to drugs, and multiple suicide attempts. At one 
point in the record her husband is described as lIa gentle, quiet, 
small sort of man. II She is now taking 25 Val iums a day to cope,she 
states. Her suicide note follows: "I am frightened. No one can 
help me. My children and I live in danger. My husband beats us. The 
police say they can't help me. I have been to the doctors many 
times. I sent my children to relatives because I do not want them 
hurt. There is no other way to protect them. Please tell them I love 
them. I don I t know any other way. II 

There is another way. But its development and success depend on 
a radical restructuring of the present therapeutic approach. 

IV. Therapeutic Politics and Therapeutic Technique 

At present, medicine, psychiatry, and social work lack the technical 
means to accurately identify abuse. But the nonrecognition of abuse 
also reflects a failure of therapeutic nerve that is deeply rooted in 
personal styles of coping, professional commitments. and the political. 
history of the institutions where we work. Because abuse stems from 
many of the behavioral norms to which the clinical services are committed, 
it is unclear that we would move speedily to prevent abuse even if we 
understood how to do so. To the contrary. since violence against women 
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is neutralized by a variety of clinical strategies even when it is 
acknowledged, expanding the treatment role may not be the most effec­
tive approach to battering. 

Class, race, and sex bias are obvious problems. Our data and the 
case material show that such bias results in battered women being denied 
help, in stereotypic labeling, and in punitive referrals and treatment. 
Even when abuse is not recorded as the source of injuries or complaints, 
battered women are mors likely than others to be given pain medication 
0'- tranquilizers, to be sent home without referral or followup. and to 
be institutionalized. Helping the abused woman anticipate and understand 
the negati ve response of our servi ces wi 11 a 11 ow her to negoti ate for 
the support she needs. 

There are less obvious but no less demeaning expressions of bias. 
The radical social worker intent on advocacy may "blame the system" but 
forget that the acceptance of individual responsibility is the essence 
of initiative, not simply of guilt. 35 Or the social worker may so 
com~letely "understand" the social basis of abuse that he or she decides 
to Igo slow" and fail s to present the immedi ate opti ons or inform the 
patient of the health consequence of staying in a violent relationship. 
The feminist shelter worker may see her client only through the prism of 
abuse, forgetting that she still has interpersonal needs, and think of 
her as a helpless victim who must, as one guide 3tJ> counselors puts it, 
"accept her nothingness" before she can be helped. b 

An adequate response begins when we elicit and accept a woman's 
assessment of her "emergency, II even in the absence of support; ng "evi­
dence." And it requires keeping anger, moral judgment, and first impres­
sions under control. Too often, the shock at domestic violence reflects 
our own make-believe picture of the happy family. Shock may tell a 
woman she is grotesque. Conversely, the rush to judgment is frequently 
precipitated by an inability to accept fear and ambivalence toward violent 
impulses "In ourselves, toward violent men or aggressive women. 37 Fail­
ing to "own" their anger, clinicians may alternately demand that a woman 
leave her assailant, only to drop the protectionist pose, when the woman 
hesitates or becomes defensive, for a judgmental, even angry attack on 
the patient. Assuming responsibil ity for a case even as we share our 
ambiguity can help a woman discuss her own ambivalence ("You see, I love 
as well as hate this man and want to help him") without letting it para­
lyze her. 

Premature closure and a tendency to rationalize fear and ambivalence 
are a1 so created by the fear of fai 1 ure. Unti 1 we accept that, many, 
perhaps most, of the sol uti ons we propose frequently won I t work; we 
will project our insufficiency onto our clients, diminishing their capaci­
ty for initiative and concealing the most important political fact about 
abuse -- namely, that battered women often have no choice but to return 
to violent homes. Indeed, recognizing the objective limits facing a 
victim of abuse -- the paucity of jobs, the difficulty of living "with­
out a man" in many communities, the absence of day care, unequal law 
enforcement, and so forth -- can help us accept the limits of therapeutic 
practice and recognize that the source of both the objective and thera­
peutic limits is ultimately the same -- namely, the inadequacy of private 
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or individual solutions to problems whose construction is eminently 
social. Only by moving from therapeutic practice to the politics of 
therapy can we escape the dilemma created by a need to blame either the 
patient or ourselves for the failure of intervention. 

Once we step outside this paradigm of blame, we can recognize the 
battered woman for what she is, a person of enormous courage and initia­
tive whose very presentation at the clinic may be an act of resistance. 
Individual women are frequently attacked for no apparent reason. But 
domestic violence generally arises when women refuse the dependency 
implied by their traditional work and its reward~ in power struggles 
over money, sex, housework, child care, and food.3~ This refusal pits 
the battered woman against male superiority, and is therefore a "feminist" 
struggle regardless of whether she is aware of the programmatic demands 
of the Women's Movement. Even the sense of helplessness resulting in 
multiple suicide attempts, alcoholism, or depression must be viewed, as 
Fanon illustrates in his analyses of oppressed people, as the consequence 
of a woman's putting her selfhood at risk, hurling it in a futile but 
nonetheless political gesture at the attempt to keep her in a subondinate 
status in private life. 39 Her helplessness, in other words, is the mark 
of her struggle a~ainst dependency, including institutional dependence, 
a sign that now t at formal equality has been won, submission can only 
be maintained through such informal means as psychological management 
and erratic brutality. 

Here, preventive psychiatry comes to a crossroad.. Helplessness 
must be overcome. But in what context? At present, battering is "treated') 
by the attempt to reconstitute dependence. The point is not so much 
that this effort is morally or politically misguided, but rather that it 
is a therapeutic disaster, reproducing the context that makes both 
resistance and further battering inevitable. And this is because, 
apart from the support the services and economy lend individual -males, 
force is one of the few remaining sources for . patriarchal authority in 
private life. The founders of our respective disciplines often saw the 
amelioration of individual suffering as the practical extension of 
fundamental political change. Nevertheless, our professions have sur­
vived in a context that takes material deprivation and female subor­
dination for granted. Reducing suffering is no small matter. As Nietzsche 
reminds us, however, suffering is most disturbing not simply because it 
exists, but when it is unnecessary. Each subsequent generation of 
clinicians must discover for itself whether the conditions that appeared 
to make a particular form of suffering inevitable are still intransigent, 
whether', that is, individual therapeutics is still to be preferred to 
social therapeutics. With respect to battering, the question may be put 
this way. Is domestic violence the pathological expression of an other­
wise legitimate system of authority? Or, have we reached a point in the 
development of our human powers when there no longer exists any material 
justification whatsoever for continued male domination? Our present 
therapeutic practice answers for us. But, like our battered patients, 
we may yet decide that there is nothing inevitable about female subordin­
ation or patriarchal violence. Indeed, we could take an important step 
toward ending violence against women simply by deciding to recognize and 
resp0nd adequately to it. 
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Vio 1 ence:l'~"ohe Marri ages 
Martin sym6nds, M.D. 

Dr. Martin Symonds has had a special interest for many years in the 
subjects of violence and aggression and their effects on victims. He is 
currently Director of Psychological Services for the -New York City Police 
Department and consultant to the Victim Treatment Center of the Karen 
Horney Clinic. Dr. Symonds is Associate Clinical Professor of Psychiatry 
at the New York University School of Medicine. - E.Q. 

I want to share with you the psychodynamic understanding of the 
personality traits and interpersonal reactions of marital couples that 
produce violence-prone marriages. My first experience with domestic 
violence occurred many years ago when I was a police officer. A youngster 
came over to the radio car and said, liMy father is beating up my mother. II 
I ran up the stairs -- my first house call to a battered wife -- and 
was confronted with a man i~ his underwear, obviously drunk, and his 
wife, obviously bruised and cowering in a corner. The man said as he 
kept poking me in the chest, IIOfficer, you know what my wife did? She 
poured my whiskey down the sink.1I I said, "If you don't stop poking me, 
I'll pour you down the sink.1I At that moment his wife came alive and 
started berating me; she pushed me actually. Since I had harmoniously 
gotten the two of them united against an insensitive pig, I beat a stra­
tegic retreat. Now, while the capacity for violent behavior is present 
in all of us, the expression or even discussion of violence generally 
makes people uncomfortable. 

Throughout this paper I will be discussing violence,aggression, 
and hostility, and although those words are commonly used they're 
poorly defined; they weren't helpful to me until I actually devised my 
own definitions from a compilation of ideas. As I use it, aggression 
can be violent or nonviolent. Aggression is the expression of feelings 
or acts in order to force or control another person's behavior, to make 
that person either submit or comply with one's needs. First, there is 
what I call vertical aggression, which is a direct face-to-face confron­
tation, where the violence or the threat of violence is used to get 
someone to submit or comply to the aggressor's wishes. Vertical aggres­
sion can also be nonviolent. For example, a husband throws his dinner 
plate on the floor and says to his wife, lIyou bitch, don't serve me 
dog food; make me real food, and clean up the mess before I kick your 
ass. 1I These are actual quotes. At this point he's trying to get 
her to comply or submit through fear based on his needs. A wife says 
to her husband, IIIf you hit me again I'll call the police and have you 
locked up." These are clear messages -- either the threat of violence 
or the threat or fear of consequence will cause the other person to 
obey. 

Aggression can also be horizontal. 
comply to one's needs not through fear, 
through guilt. For example, a wife says 

Preceding page b\an~ , 

One tries to get the other to 
as in vertical aggression, but 
to her husband, II If you go out 
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tonight I'll go off my diet." Or a husband says. "If you go out tonight 
I'll start drinking again." A mother says to her son, "If you marry that 
gi rl I'll ki 11 mysel f. II The threat of what's go; ng to happen to the 
other individual is the motivating force to compel compliance. Whenever 
you use guilt a relationship is implied -- guilt has no leverage with 
two people who are strangers. In my studies of criminals and criminal 
behavior I have found that guilt-inducing statements are singularly 
ineffective with a criminal. For example, a woman is about to be 
raped and she says to the criminal, "I have a weak heart, I 'm an old 
lady. I have chil dren, I am pregnant. II It means zilch to the criminal. 
If she says, "I have syphilis," it's a different matter -- that may 
produce fear in him. 

Intimately related to horizontal aggression is a concept called 
hostility. As I use it, hostility is behavior usually expressed by an 
attitude; it is generally nonverbal. While aggression is an expression 
of an act, an expression of feelings, hostility is an attitude or stance, 
intending to inform another -- or sometimes the whole world -- that the 
person has been injured or pushed around. Hostility produces violent 
feelings in the recipient. For example, there is something I call the 
fl i nchi ng syndrome. I wal k past a kid and he ducks. I say, "What the 
hell are you ducki ng for?" He says, HI thought you were about to hit 
me. II He implies feelings not felt by me. That's when I get angry and 
I probably will hit him, or think of hitting him. The hostile attitude 
is expressed in another way. A person sits on a bus, takes up three 
seats, smokes, and has his radio on loud. It engenders violent feelings 
in the recipient, and can lead to a violent confrontation. It's crucial 
to appreci ate the difference between hostil i ty and aggression: aggres­
sion is an active act in which the person is trying to get you to do 
something either through guilt or through fear. The hostile attitude 
is informative, and impe.rsonal. 

If you recognize a stance as hostile you have the power to escalate 
the situation into violence. In my work with the Board of Education 
dealing with aggressive, assaultive youngsters, studying the number of 
confrontati ons where teachers have been beaten up, we found out that 
over 95 percent of the incidents were hostile attitudes on the part of 
the youngster that escal ated into a vi 01 ent confrontati on. Here is an 
examp 1 e. A teacher walks into the corri dor and there's a kid smok i ng. 
She violates a number of rules by first going over to him and taking the 
cigarette out of his mouth. Sometimes there's a violent confronta­
tion leading to injury. I taught her to deal with it as follows: First 
identify yourself and identify the behavior. "I am Miss So and So. 
You are smoking in the hall, which is a violation of the rules. May I 
have your name please." If the kid says, "Fuck YOU," the teacher 
says, "Will you please wait here until I call the security guard?" If 
she does that she won't be beaten up. I know the kid will run away, but 
he's running away from the law. Most of us have what we call pride 
reactions, which lead to violence. "How dare he say that to me t Well, 
he did say it to you; what about it? 

I'm emphasizing the pride reaction because many of the violent 
situations in marriage result from pride responses. Envisage an outer 
circle and an inner circle -- what I'll call a diagram of personality. 

36 



The outer circle is for most of us what I call the self-preservative 
core, and the inner circle is our pride system, our pride responses. 
Whenever we experience danger and we have an outer self-preservative 
core, we'll experience fright. We'll submit, we'll appease, we'll 
ingratiate, and so forth, but we ourselves will preserve our pride. 
Unfortunately, most of the violent people I know have the circles in 
reverse; the pride is the outer core, self-preservation inside. Whenever 
you make a contact wi th them, they experi ence an injury to pri de, and 
any time that happens the response is anger, getting even. We call 
these people the macho people. I can tell you that in the police depart­
ment, when we are examining applicants for the position of police offi­
icer, we're particularly looking for evidence of excessive violence 
proneness to screen those peopl e out. We've found not only the macho 
male but also the macho female. So there are women just as well as men 
who have a pride outer core of personality. 

Violence is a motor act, the means whereby you express or use assaul­
tive behavior. There is also verbal violence -- abuse -- through which 
you attack someone through his idealized image. Men generally utilize 
physical violence. Women generally utilize verbal violence with no 
expectation that there will be a response; unfortunately, there will be. 

There are three closely interrelated issues in marriage that con­
sistently act as trigger points for violent reactions -- power, intimacy, 
and boundaries. While power struggles are common in any interpersonal 
relationship, they are particularly present in marriage by the very 
nature of the mutual dependency intrinsic in the marital relationship. 
Constructive resolution of marital conflict requires that the individuals 
be flexible, open to each other, and have a healthy sense of humor; they 
must be able to negotiate changes and modify their needs without experi­
encing diminishment of their sense of self. All too often people expe­
rience ordinary healthy marital friction as war. If you have warfare, 
in which you feel one person must win and one person must lose, you will 
also find that the wars are continually being refought. The art of 
negotiation is to make sure both people win. If one experiences losing, 
that war will be refought again and again. 

Overt power struggles probably form the basis for violent marriages 
where violence is brought into the relationship as a solution to conflicts 
as early as the courtship. In such marriages where violence is brought 
in very early, it is exclusively the husband who tries to restore his 
feelings of power through the use of force. His feelings generally are 
based on a pervasive inner sense of powerlessness. Of all the facts 
I've learned in terms of violence -- I've studied a number of individuals 
who've been muggers, rapists, and murderers, and I've been studying 
vi 01 ence in vari ous forms -- I thi nk the most concl us; ve one is that 
people who feel powerless generally resort to violence. If you feel 
powerful you generally don't. For example, I was a consultant to a 
residential home for disturbed youngsters for about 10 years, and these 
youngsters all had engaged in proven acts of violence. They were also 
rejects of the school system. r used to ask them the following question 
(I've probably asked it over a thousand times): "If you had the power 
to change the world, what would you do with it?" Almost all said -- I 
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rarely got an answer to the contrary -- "If I had the power to change 
the world I'd make Russia and America be at peace. I'd make everyone 
happy. I'd give people money. II They look on power as something to be 
used constructively. So people who feel powerful generally have no need 
to resort to violence. Remember, I'm talking about feeling powerful, 
not being powerful. Some people who are powerful don't feel it. It's 
the feeling of powerlessness that engenders violence. For example, 
children who feel inferior generally act belligerent. They'd rather 
be thrown out of school for being a bad kid than a dumb kid.· Quite 
often, then, you find out that if you feel inferior you feel powerless 
and you try to resort to an expression of power, or confrontation, in 
order to get your demands. You try to dramatize or exaggerate the 
"power." 

Men who bring violence early into their marriages generally have no 
quilt about expressing it. For them violence is ego-syntonic. Whatever 
feelings they have about it -- shame, fright, or even anger -- are 
directed at their behavior being exposed to the scrutiny of others.Guilt 
is no force where violence is brought early into the marriage. You can't 
make them feel guilty. You simply get them angry and violent when you 
try to make them feel guilty. Such people, and they certainly include 
the violent criminals, can live with the acts they commit. 

A man in this ego-syntonic violence group has very poor control of 
his aggression. He's impulsive; he's immature; he's relatively inarticu­
late about his feelings. He's a short-fused individual, using his 
fists rather than his mouth. He's action-oriented. There's a violence 
clinic in Baltimore run by Dr. John Lyon, and his consistent findings 
bear out a picture of such men as being generally violence prone, impul­
sive, immature, and explosive, and, finally, deficient in imagery. 
They don't think about what they're going to do; they reflexively act on 
it. The majority of us have the capacity for violence, but we also have 
the capacity for violent fantasy. The very fact that we can fantasize 
the act diminishes it. In encouraging his patients to fantasize, Dr. 
Lyon has found that the impulse for violence diminishes. The patient 
says, "1'11 kill the son of a bitch." Lyon says, "How would you do it?" 
"With a knife." Lyon asks, "'Where would you get the knife?" "From the 
dra\,/er." "There are lots of knives in the drawer." "The biggest one." 
"How big?" Lyon keeps on drawing the fantasy out, eliciting details. 
People inexperienced with violence say, "My God, you're giving the guy 
ideas. He's going to do it." We've found quite the contrary. The 
point is that weire not giving him ideas; we're drawing from him. We're 
not encouraging the fantasy in the sense of elaborating for him. We are 
trying to get an inarticulate person, who ordinarily would have done the 
violence, to think about it. This reflection does diminish the impulse. 

Such violence-prone individuals generally have a history of early 
exposure to family violence, and they might have been abused as children. 
Emotionally insulated, this kind of man sees his wife and children as 
merely objects of displacement of his life's frustrations. With many 
action-oriented individuals, if you're not the object of their violence, 
they're very pleasant guys. One of the problems of dealing with violen~ 
criminals in jail, actually a hazard for social workers, is that the 
criminal seems to be generally a "nice guy." He's a terrible guy. 

38 



Since he isn't neurotic he acts on his impulses, although at this point 
there's no need to act on his impulses with you; he's friendly and likable. 
Itls like the Godfather. He can talk about pigeons and flowers and do 
extermination from 9 to 5. He can be a very nice neighbor. But if 
youlre the object of his violence he becomes emotionally insulated from 
you, unrelated to you, and deadly. This individual for whom violence is 
ego-syntonic, who brings violence into the marriage early on, is the 
general picture of all the violent people you'll ever see -- \'/hether 
criminals, or violent patients, or abusers. 

There is another type of poorly controlled aggressive individual, 
the Dr. Jekyll and Mr. Hyde personality. He differs from the first type 
in that he appears highly anxious and extremely guilt-ridden when he's 
confronted with the results of his violent behavior. He's generally a 
compliant, dependent individual whose aggression is released by alcohol, 
and when confronted wi th the resul ts of hi s vi 01 ent behavi or he wi 11 
deny it or say he blacked out. He may become very contrite, and "like a 
frightened, helpless child he begs forgiveness and promises and promises 
never to do it again. He has a "kiss-and-make-up" marriage. He has a 
self-effacing resentment about being pushed into something and tries to 
rewrite his imprisonment after some alcohol. He has qu"ite often what 
I call "sweet hostility." 1111 give you an example. Twenty years ago a 
man took his future wife out to dinner. In recounting this long past 
incident to me he said. "You know what that bitch did?" I said, 
"What?1I "She ordered steak. I was so furious with her, I said to her, 
I How about a ni ce bottl e of wi ne? I and she sai d 'great. I II I n other words, 
he tried to needle her. Another man went to a manicurist and she butch­
ered his cuticles, making them bleed. I said, IIWhat did you do?" He 
said, "I gave her a dollar tip, cause I wanted her to feel guilty about 
what she did to me." I said, IIWell, she'll probably go around butchering 
everyone now. II In other words, he was trying to give people the needle 
in such an indirect way that no one recognized it, but the anger builds 
up a head of steam and if he drinks or otherwise lets go, it becomes 
violence. The majority of wifebeating cases seen in the newspapers, 
in emergency clinics, in Family Court result from these two kinds of 
personalities, where violence is brought early into the marriage. 

There are a few other types of vi 01 ent marri age partners; I III 
describe one more. This is an overly controlled, compulsively hostile 
~ndividual, whom Karen Horney has described as having an arrogant-indic­
ative character structure. In marriage vindictiveness is expressed by 
cruel and sadistic behavior toward the marital partner. Right from the 
beginning of this man's marriage he's preoccupied with the struggle for 
power, and through cri ti ci sm and s i 1 ence he conti nua 11y tri es to keep 
his partner off balance. Although violence for him ;s also syntonic, he 
uses emotional t.orture, which live called IIgaslighting," from the movie 
where Charl es Boyer turns the gas 1 i ghts on and off and den; es he I s 
doing it, driving his wife crazy until she gets validation from some 
outside source that her husband is doing this nonvalidating sadistic 
behavior. He presents a phenomenon, then rejects the other person's 
obsl':1rvati on by denyi ng 1 ts exi s tence. He genera 11y provokes vi 01 ence 
in others as well -- in other words, he brings violence into the marriage 
and many times the wife responds or he may respond in a way I call 
third··partyaggression; he'll get someone else to do his intent. For 
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example, a woman I knew was hospitalized for an acute depressive reaction 
with suicidal thoughts. She was recovering and doing well. The husband 
came to me and wanted to discuss his wife. He said, "I love my wife. 
How about giving her shock therapy?" I said, "She doesn't need it. II He 
said, "How about 20 shock treatments, doctor?" I said, "No, no. II He 
said, "How about 107" In other words, under the guise of trying to help 
his wife he's trying to get someone else to act out his violence. 

I'll leave you with one concept that all of you will be caught up 
in; I call it "third-party aggression. II Someone gets you in a froth 
about what's happening to them and then, when you start fighting the 
other third party, he or she disappears. For instance, someone says 
to me, liMy boss is making me work 80 hours a week; he's paying me $10 a 
week; and he's taking out $8 in benefits." I say, "That bastard.IIHe says 
IIDon't say that; he's a nice guy.1I Or, when I call the boss and say, 
"What the hell are you doi ng thi s for?", the injured party suddenly 
doesn't validate it: III didn't say anything, you know. 1I I've seen social 
workers, pastoral counselors, and many other professionals become the 
barking dog to a self-effacing individual who continually gives out infor­
mation that makes one fly off the handle. These people describe incid­
ents that get you worked up; you take action; and suddenly the couple 
is back together again happily. It is a common problem in this complex 
world of violent families. 
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Jennifer Baker-Fl emi n9 is the founder and di rector of the Women IS 
Resource Network in Philadelphia, which provides technical assistance, 
training, and consultation to programs providing services in the area 
of family violence as well as to criminal justice and mental health 
personnel. Her book, Stopping Wife Abuse -- A Guide to the Emotional, 
PSYCholonical, and Legal Implications for the Abused Woman and Those 
Helping er, has a wealth of material that is sensitive as well as 
practical, and it meets the needs of those of us helping battered women; 
it is also very useful as a training manual. -- E.Q. 

Before I begin talking specifically about wife abuse I want to talk 
about the concept of feminism, and why we even have a talk labeled, IIA 
Feminist Approach to Wife Abuse. 1I live been involved in the feminist 
movement for a long time. After 10 years 11m only just beginning to 
really grasp what the essence of feminism is. The closer I get to that 
essence the further away I get from polarization and from separation. I 
think one of the mistakes we tend to make when we talk about feminism is 
that we equate it with polarization, separateness, or conflict and I 
think in many ways this is a limited understanding of the term. 

For me, feminism has come to mean wholeness. !tIS come to mean a 
vehi cl e for inner growth and development for both men and women that 
ultimately has nothing to do with sex. It has to do with who we are as 
people, what a human being is. The reason I use the term wholeness is 
because sexism, along wi th many other forces currently at work in the 
world, has resulted in men and women who have many missing pieces. Our 
sex role conditioning leaves us all incomplete. As women, some of our 
missing pieces may be (of course 11m grossly generalizing, but for pur­
poses of di scuss ion) se 1 f-confi dence, inner strength, phys i ca 1 strength, 
assertiveness, and/or a certain rational, intellectual approach to under­
standing the world and ourselves. For men, some of the missing pieces 
may be tenderness, gentleness, the ability to nurture, or the ability to 
parent. Feminism is a means for us to begin filling in those missing 
pieces; itls crucial that we do that, because as long as men and women 
conti nue to look to the other sex to fi 11 them in we are a 11 doomed to 
failure, because each individual must complete himself or herself. Therels 
no \'~ay one human bei ng can complete another human bei ng. When women 
make the mistake of looking to men for the strength and self-confidence 
they need in order to cope with life, they1re doomed to failure. When 
men look to women for that gentl eness and tenderness they have been 
taught to suppress and deny, theylre doomed to failure as well. We have 
to learn how to complete ourselves, to fill in the missing pieces that 
are a result of our sex role conditioning. 

Understanding feminism and beginning to respond to the demands that 
a feminist consciousness makes upon one are important processes in 
terms of how we ultimately define ourselves as human beings. So when I 
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talk about a feminist approach to wife abuse and when I talk about femi­
nism, what I'm talking about is a whole approach, an approach that does 
not omit the realities of how men and women are conditioned in our cul­
ture. If we 1 eave them out, then no matter how good our i ntenti ons and 
how great our skills, we ultimately end up perpetuating the very problem 
we are trying to address. 

Those of us hel pi ng battered women cannot say about a fern; ni st 
approach: "Well, do I want to adopt a feminist approach? Let me see, 
what does it mean? It says I have to be a victim advocate and this and 
that and the other thi ng. I can ei ther do that or not do that. I can 
take another approach and maybe that will be just as good." But it's 
not possible for another approach to work just as well, not because 
feminism is the only truth, but because feminism is a way of perceiving 
~eality that is based on understanding the current social order in 
which we exist. And if we approach any problem without taking that cur­
rent social order into consideration, we don't get very far. 

Part of understanding the current social order involves going back 
a little and taking a look at the history of marriage and the history of 
women as wi ves . I don't want to bore you wi th along speech on the 
powerl essness of women, but 1 et me share just a few bri ef exampl es, 
starting with the Code of Hammurabi, the first known legal code. One of 
its provisions stated that if a woman spoke back to her husband, her 
name waul d be carved into a bri ck which woul d then be used to bash her 
teeth out. Now the code was fairly severe in general, but the subordina­
tion of women to men within marriage was written into the oarliest laws 
we know of and it has remained written into law until very recently. 
This has a great deal to do with how we as a society have rationalized 
and condoned abuse against women within marriage, and abuse against 
women in general. Let's move on to Roman 1 aw, whi ch is the basis for 
Engl ish common law, which is the basis for our legal system. Under 
Roman law, the word familia, from which we get the word "family,II re­
ferred to a man's total holdings. It referred to the farm, the cows, 
the pigs, the horses, the children, and the wife. The husband had abso­
lute power over all those holdings. I'm sure that some of you working 
on wife abuse have heard of some of the other anci ent prescri pti ons of 
women's subordination to men -- the old folk sayings such as: "A woman, 
a spani el, and a wal nut tree; the more they are beaten the better they 
be." All these quaint colloquialisms, which we tend to chuckle at, 
played a very serious role in the definition of women's role within 
marriage. 

Our own legal system, until the turn of the century, refl ected the 
same kinds of basic concepts regarding marriage and women's role in it. 
Property 1 aws for exampl e: Marri ed women were not permi tted to own 
property in their own name until the mid-19th century. Provisions within 
the marriage laws provided for the man's chastisement of his wife. In 
fact, men were often encouraged to discipline their wives regularly. 
Men were legally responsible for their wives, much as we are legally 
responsible for our children, because women ceased to exist as separate 
legal identities once they became married. The custom of a woman tak­
ing her husband's name upon marriage is an illustration of the fact that 
legally she did not exist. She was simply an extension of her husband, 
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so he had the right to discipline or chastise her. And it was considered 
proper, just as it is considered proper for us to disciplne and chastise 
our children. If our kid goes out and breaks someone else's window, 
welre held legally responsible. Therefore it's proper that we have the 
authority to discipline or chastise the child. The same thing was true 
with husbands and wives. 

Even today, if you look at certain provisions in. the marriage 
laws, you find many that discriminate against women. Until the recent 
passage of no-fault divorce in Pennsylvania, there were grounds for 
divorce, and one ground for divorce was desertion. Interestingly enough, 
however, the definition for d~sertion was different for a husband than 
for a wife. If you were a married woman in Pennsylvania and your husband 
got a job in another State, you were obligated by law to follow him. If 
you did not follow him you were guilty of desertion. Basically, the 
desertion ground in Pennsylvania was based on the Biblical injunction 
that wheresoever a man goeth, the wife shall follow. Another interesting 
provision that existed in the Pennsylvania law was the right to sue for 
the loss of what 1s called "consortium." If a husband and wife were 
involved in an automobile accident and the wife was disabled as a result, 
the husband had the right to sue the responsible party for loss of con­
sortium, meaning the wife's ability to provide companionship, labor, and 
sexual services. The wife, however, did not have the same right to 
sue. 

Evan Stark was saying earl ier that the majority of the rapes he 
studied were part of a long pattern of abuse. Those working with battered 
women know that rape often accompanies a beating, follows a beating, or 
precedes a beating. But it is not illegal to rape your wife, except in 
a few States where provi si ons have been made for separated women to 
prosecute their husbands for rape. So there ' s no such thing as raping 
your wife because of the nature of the marriage contract. 

lid imagine that almost everyone in this room is either married or 
has been married at one time or another. It' s interesting how many of 
us make that move without any kind of education, without any awareness 
of what welre signing up for legally. It's probably the most important 
decision we ever make in our lives and yet it's the one welre least 
prepared for. In most States, the modern marriage contract is set up in 
the following way: husbands have the same responsibilities to their 
wives that slave owners had to the slaves under the Southern Slave Codes. 
They had to provide food, clothing, and shelter, and in return they got 
free labor and sexual services. 

These obligations are illustrated by some interesting court deci­
sions. In 1950 a woman in the Midwest took her husband to court. They 
",ere still living together. They were living in a house with no running 
water, no electricity, no heat. She had hardly any clothes to wear. 
Her husband was making $40,000 to $50,000 a year. The court found in 
favor of the husband, stating that as long as he was putting food in 
her mouth, clothing on her body, and a roof over her head, he was meeting 
the obligations of the marriage contract. Let's take a look at child 
support. Most women get married under the assumption that i f ttH~ir' 
husband's good will is no longer forthcoming, all they have to do is 

43 



trot down to Family Court and file a little complaint and they'll get 
what they deserve. Those of us who work wi th battered women know that 
the Family Court system does not work that way; regardl ess of what the 
law says a woman is entitled to, her ability to collect adequate child 
support is severely limited. Many of us who counsel battered women will 
tell them to rely on the welfare system Y'ather than the Family Court 
system, because even wi th the small amount of money that wel fare provi des, 
at least it comes regularly. Trying to live on money that's been ordered 
through Family Court, without going into all the depressing details, 
is an exercise in futility and frustration for the majority of women 
who try to util i ze that system. 

In some States, there are couples who want to get married but don't 
want to do it the old way. They want to do it a new way, and are develop­
ing marriage contracts where they spell the marriage out as an equal 
partnership, where they're going to share the housework, share the child 
care, etc. These contracts have not been recogni zed by the courts and 
won't be enforced by the courts (except for financial provisions) because 
they are contrary to the marriage contract as it is currently defined. 
For example, in Pennsylvania a woman who works in her husband's business 
for 10 years cannot sue him to co 11 ect the wages that he mi ght have 
promised her, because under the marriage contract she owes him that 
labor. These are just a few illustrations of the continued powerlessness 
of women within marriage. Understanding the history of woman as the 
property of man is necessary if we are going to understand why wife 
abuse has not only gone on but also why the legal system and the criminal 
justice system have been rather slow to respond to the problem. 

That's the legal system, and that's just one system. We have other 
systems too. He have religion, which has played a major role in prescrib­
ing the way people live their lives. Someone recently talked about how 
men were urged from the pulpit to regularly discipline and beat their 
wives and women were urged to kiss the rod that beat them. Did you ever 
hear of that expression -- "Kiss the rod that beat them?" And of c()urse 
we have the 1 egacy of the Cathol ic Church and the Madonna compl ex -­
women were born to suffer, we were bad because we bit the apple, and 
we1re going to be punished forever. The religious input has not helped 
the situation in terms of wife abuse. 

When religion began to lose its pervasive influence, a new institu­
tion arrived, which in many ways has replaced religion -- psychiatry. I 
want to briefly discuss my favOl~ite shrink of all, Sigmund Freud. Sigmund 
left us a heritage that is one of the most damaging forces against women 
in the world today. I don't know what Siggy's problem was re women, but 
he certainly had one. My favorite quote from Siggy is: "\~omen are like 
the masses, in wanting to be conquered and ruled." That doesn't say a 
great deal for the way he percei ved women, or ordi na ry folks ei ther if 
you thi nk about it. Hi s percepti ons regardi ng the innate nature of 
women are based more on \'Iho he was as a person and as a man than on 
reality. He was followed by Helene Deutsch, unfortunately a woman, who 
said: "Masochism is the most elemental power in female life." 

Those of 'you who are peer counselors and volunteers in shelters 
have to remember what our poor psychiatrists have been put through 
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when they've gone through medical school and all of their training. We 
have to take a very tolerant attitude and proceed to educate those pro­
fessionals who continue to believe the masochism IT\Yth. Let me share 
wi th you a quote taken from a study done in 1964 on wife beaters and 
their wives that was written up in Time magazine: liThe periods of violent 
behavi or by the husband serve to rel ease him momentarily from hi s anxi ety 
about his effectiveness as a man while at the same time giving his wife 
apparent masochistic gratification and helping probably to deal with 
the guilt arising from the intensity expressed in her controlling, cas­
trati ng behavi or. II That was 1964; and we woul d hope that by 1970 or 
1971 we woul d be hear; ng somethi ng different. Unfortunately, such is 
not the case. Dr. Symonds mentioned John Lyons from the University of 
Maryland. In 1971, Dr. Lyons wrote: lilt is ll\Y feeling that probably a 
majority of wife battering cases involve some overt or covert participa­
tion of the victim or wife. II Another quote from Dr. Lyons: liThe wife 
was seen wi th the husband, duri n9 whi ch time she appeared as a rather 
hostile and castrating individual. II Another quote: "Certain wives may 
gai n psychol ogi cal sat; sfacti on from beati ngs and batteri ngs. II That IS 

1971. And then, just a couple of years ago Natalie Shainess in "psycho-
1 ogi ca 1 Aspects of Wife Beati ng, II whi ch appeared in Ma ri a Roy I s book 
Battered Women, writes: lilt may come as a surprise that the wife almost 
inevitably plays a part in her own assault." Although she says that she 
does not mean to assess blame, the message is clear. 

Now, a whole approach, a feminist approach to wife abuse does not 
necessarily deny that there may be an occasional el ement of masochi sm 
i nvol ved in wi fe abuse, nor does it deny that the i nteracti on that goes 
on between husband and wife is an important consideration in the counsel­
ing process. But it does condemn the process of taking the 1 percent of 
victims who are' hooked on violence and using that to rationalize and 
justify the overall abuse of women in marriage. We must stop blaming 
the victim for theabuser's inability to deal with life nonviolently. 
The abuser's use of violence is his problem. It doesn't matter who the 
woman is and it doesn't matter whar-she does. The victim is not respons­
ible for the behavior of the perpetrator. When we blame the victim, we 
become part of the ideology that creates the problem. That is why we 
must reject this approach and adopt the whole approach. 

What is the whole approach based on? First, it is based on under­
standing the victim. I was glad to hear Dr. Symonds talk about terror, 
because very rarely, except for those who work di rectly wi th battered 
women, do we hear people talk about the fear factor and the role that 
fear plays in the battered women's behavior -- in her powerlessness, her 
paralysis, her helplessness, and her inability to cope. Lenore Walker 
describes a seri es of experiments that were done with rats. A rat was 
put in a maze. The exit to the maze was wired electrically, so every 
time the rat would find its way to the exit it would receive a shock. 
Naturally, the rat stopped try'lng to exit the maze. The interesting 
poi nt about the experiment was that even when the researchers took the 
electricity out of the exit and stuck the rat in the exit, the rat still 
would not leave, even though it did not receive the shock. Learned 
hel pl essness. That can be compared to the battered woman who goes to 
the minister and the minister tells her that Jesus suffered on the cross 
and she should go home and be a better wife and mother. She goes to the 
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psychiatrist, who says, "Well, don't you really like it?u She goes to 
the cop and the cop says, "We're sorry, but there's nothing we can do." 
She goes to her mother and her mother says, - "You made your bed; you 
might as well lie in it." What happens? Eventually she stops trying. 
And when real help finally appears on the scene ~he doesn't know what to 
do with it; the battered woman ends up reinforcing the myth of her own 
masochism because the learned heiplessness has become so entrenched that 
she's unable to move. Those of us who are trying to help conclude that 
she must like it because she won't leave. 

The fact of the matter is that unbecoming a battered woman is a 
long, intense process directly proportional to how many years she has 
endured the abuse. The battered woman. suffers something I call the 
victimization process. Before she marries or moves in with her boyfriend 
violence is usually not present in the relationship. Dr. Symonds talked 
about Dr. Jekyll and Mr. Hyde. It's a very common phenomenon. The 
batterer is a charming guy and the courtship is all flowers and candy 
and romance. When the first beating occurs, the woman is truly shocked. 
She doesn't believe that her husband or her boyfriend is capable of such 
behavior, and she doesn't want to believe it because she loves him. 
This first phase of the victimization procp.ss is denial. She denies it; 
it's not really happeni ng. "He only hi t me because he was upset over 
something that happened at \oJork. He only hit me because his mother 
keeps harassing him. He only hit me because the baby wouldn't shut Up." 
So she denies what is going on. The batterer helps in the denial process 
because 9 times out of 10 he is begging for forgiveness. He's never 
going to do it again. It's back to the flowers and candy. 

Lenore Walker also describes this syndrome in the cyclical theory 
of battering -- the tender loving respite, the part that comes after the 
beating. It is part of the cycle that locks the woman in over and over 
again. She's denying what's happening, but the abuse continues. And 
not only does it continue but it also escalates; that's the nature of 
wife abuse. It always escalates. The guy who's slapping his wife 
around a little bit on a Friday night at one point is pushing her down 
the steps 5 years later, and 5 years after that he's holding a gun to 
her head. 

So the denial phase sets in. 

The inability to admit what's happening is then followed by what I 
call the "weill get help" phase. That's when she reaches out. Often 
she wants her husband to reach out too, but he usually refuses. So 
she's reaching out and she gets pushed back, as I was describing earlier. 

At the same time all this is going on the fear factor is building. 
Some studies were done on the population in Belfast at the height of the 
terrori sm, and the researchers found that much of the popul ati on was 
parana; d. No one knew when the next bomb was goi ng to go off. Everyone 
fel t powerl ess to stop the attacks and everyone was afrai d to 1 eave 
their homes. Well, that's the battered woman. She feels powerless to 
stop the attacks because she's learned after years of struggle that 
nothi n9 she does makes any difference. She never knows when the next 
beating may occur; it can occur out of the clear blue. Not all beatings 
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occur during or after a fight. Her husband can come in drunk; she'll be 
asleep and he'll start beating her up. She's afraid to go out of the 
house because she has become i so 1 ated by hi di ng what I s happen; ng from 
the outside world and by being cut off from family and friends. 

Eventually she gives up. And that's when the alcoholism and the 
drug abuse and all the rest of it set in permanently. She anesthetizes 
herself to the pain. There are women who go to shelters with third-degree 
burns on thei r bod; es, and they don I t even know they have them. She 
anesthetizes herself to the pain and she learns to endure. In some 
instances the violence escalates to the point where either h~ kills her 
or she kills him. Thirteen percent of all homicides occur between spouses, 
so it's not an occasional event. 

I want to speak about racism because for many battered women it 
isn't just sexism; it's racism as well. The failure of the helping 
professions is double, triple, quadrupled when youlre talking about 
women of color. A "whol e" approach to wife abuse incorporates anti raci sm. 
It incorporates funds to deal with the racial conflicts that are arising 
in shel ters around the country, and there are many. There shoul d be 
spec; al programi ng to meet the needs of women of color and 1 ow-i ncome 
battered women. Their needs are different, their responses are different 
in many ways, their resources are not the same. Their situation is much 
more severe than that of mi ddl e-cl ass women who have well-to-do fami­
lies they can turn to. So the whole approach is not only a feminist 
approach but an antiracist approach as well. 

The primary counsel i ng goal of a whol e approach to worki ng wi th 
battered women is to develop the emotional independence of the victim. 
The counseling goal is not to get her to leave or to get her to stay. 
The counseling goal is to get her to be her, to help her get in touch 
with her own power. Once she is in touch with her own power she will no 
longer be a victim, whether that involves leaving or whether it doesn't. 
The question is not whether she leaves or stays; the question is whether 
the woman retakes control of her life. In helping her accomplish this, 
the most important 1 esson for the counselor is accepti n9 her where she 
is. That means if she wants to stay and take the abuse and she thi nks 
that she can change her husband, fi ne. Accept her there and work \'Ii th 
her on that basis. She herself will come to see whether or not that is 
really a possibility. As she develops her assertiveness, as she gets in 
touch with her own power, as she becomes more self-confident and realizes 
she I s a human bei ng and not a doormat, she wi 11 make the ri ght moves. 
She will retake control of her life. 

You cannot help her to this control without victim advocacy. Dr. 
Symonds made a comment at the end of his talk to the effect that you can 
become.a barking dog for one person or another and the next minute youlre 
the third person out. It's true that this may happen on occasion, but 
there are reasons for it. There are reasons why a battered woman will 
call the police and then turn against the police when they get there, 
which 1111 try to talk about in IT1Y workshop this afternpon. When it 
comes to child abuse, no one questions victim advocacy. The first prior­
ity is protecting the child; then you deal with the parents. Everyone 
recogni zes that the parents have probl ems ~ and everyone recogni zes that 
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you want to keep the fam; ly together, but you don't allow the chil d to 
be destroyed because you need to keep the un1 t together or you want to 
hel p the parents. You protect the chi 1 d. The same standards shoul d 
apply to wife abuse. You protect the victim and then worry about the 
abuser, the family unit, and all other considerations .. It's not a ques­
tion of taking sides; it's a question of saving lives. 

In wife abuse everyone's a victim. Men are victims too, whether 
they're abusers or whether they're abused. We are beginning to respond 
to the probl em. We have several hundred shel ters around the country. 
We have several hundred hotlines around the country. We did have legis­
lation, but I understand it has been killed. We've made a beginning, 
but we need to very pragmati ca lly assess where we're goi ng. I support 
the shel ter movement whol eheartedly, but the number of battered women 
that we can actually house in a shelter and empower within a shelter is 
minuscule compared to the number of battered women who exist, minuscule 
compared to the number who will exist, so I have moved from direct service 
to prevention. 

I do not see any way we are going to make a dent until we start 
talking about creating whole people in our society. If you run a shelter, 
I recommend that you put some time into the school systems in your area. 
Talk to the kids in junior high school, even in grade school, and say, 
"How do you perceive the opposi te sex? What do you thi nk marri age is 
about?" Start teaching our boys and girls to respect one another, start 
teaching our boys to stop denying and suppressing the female parts of 
themselves, stop teaching our little girls to deny and suppress the male 
parts of themselves; tell them that it's good for boys to cry and be 
gentl e and that it's good for g1 rl s to be strong and tough. When we 
start creating whole children, we will have whole adults, and when we 
have whole adults we won't have any more wife abuse. 
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Background 

Legal r-emedies are an essential component in the treatment of bat­
tered wives. Legal relief validates their sense of outrage. It helps 
batter-ed women overcome thei r powerl essness by remov; ng the 1 egal and 
economi c ti es to thei r abus i ve husbands. Courts can prov; de protect; on 
for battered women, as well as restrain husbands who batter their wives. 
Psychologists, social workers, nurses, and physicians therefore should 
understand the legal system, its potential contribution to therapy, and 
its shortcomings. Health professionals then can encourage battered 
wives to pursue this necessary element of relief without raising unrealis­
tic expectations. 

The extent of wife beating is appalling. Brooklyn Legal Services 
Corporati on B, a federa 1 ly funded free 1 ega 1 serv; ce for the poor, has 
represented over 3,000 battered wives in divorce actions in a period of 
9 year~. Seventy percent of all the women divorce cl i ents represented 
by Brooklyn Legal Services have been beaten by their husbands. 

The problem is not restricted to the lower class. Middle-and upper­
class family violence is simply more difficult to observe, because middle­
and upper .. class reliance on private physicians and psychiatrists has 
prevented researchers from studyi n9 these battered wi ves. For exampl e, 
the Women's Center of Greater Danbury in Fairfield, Conn., provided 
counseling for 26 battered wives in its first 2 months of operation. 
All but 2 ~f the abusive men were professionals, including lawyers and 
physicians. A survey of over 1,000 adults conducted by the National 
Commission on the Causes and Prevention of Violence showed that more 
college-educated men and women "could approve of a wife slapping a hus­
band» or a husband slapping a wife under some circumstances" than those 
who had a grade school education only.2 

Wife beating leads to a disturbingly high number of homicides. 
There were 2,359 spouse murders reported in the 1975 FBI Uni form Crime 
~eports, This was 11.5 percent of the total number of criminal homicides 
reported in that year. 3 One study showed that in 90 percent of the 
domest1 c murder cases, the homi ci de had been preceded by one or more 
"di sturbance" comp1 ai nts to the pol ice in the 2 years before the homi ci de, 
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and in 50 percent of these cases by 5 or more call s to the pol ice in the 
2 years before the homicide. 4 

Physical abuse of a wife is inevitably accompanied by emotional 
abuse. Continual threats and degradation are integral parts of the 
batterer's pattern of control over his wife. Because the battered wife 
is bound to her abusive husband 1 ega lly, fi nanci ally, ·and emoti ona lly, 
she feel s powerl ess to change her vi ctimi zed condi ti on. These feel i ngs 
9f powerlessness are accompanied by continuing stress and low self-esteem. 
The battered wife often bl ames hersel f for havi ng caused the beat; ngs 
she endures, and in turn finds herself the object of victim blaming by 
those from whom she seeks help.5 

One of the reasons wife abuse persists is that, as a class, battered 
wives are trapped by an unresponsive legal system, which leaves them 
without effective remedy against the men who seek to dominate them. 
Studies show that they are discriminated against by the police, prosecu­
tors, and judges.6 While battered wives are not believed when they 
report attacks, their husbands' denials and countercharges are given 
presumptive credibility. Police, prosecutors, and judges often assume 
that battered wi ves are the gui 1 ty part; es who have provoked, deserved, 
and wanted the beatings. Wives are expected to keep their feelings and 
opinions to themselves and to accept their husbands' abuse. 

A principal failing of the legal system is its historical denial of 
wife abuse as a crime and a social problem. It has' regarded wife abuse 
as a private matter in which State involvement was not warranted. 
SOCiety has attributed to the victim partial or full responsibility for 
the violence she suffers. Legal reforms have been enacted, but hundreds 
of years of policy and practice change slowly. Prejudices of individual 
legislators, judges, prosecutors, police officers, and jurors will delay 
and reduce the legal relief that battered women may obtain. . 

A wife, unlike the victim of violent crime on the street, resides 
with her attacker. It is therefore especially important that the police 
protect her by responding to calls for help and arresting the abusive 
husband, unless the women requests otherwise. Historically, however, 
the police have been unresponsive to wife abuse. The police have 
given these complaints low priority, often failing to respond to calls 
or leaving the scene quickly, without insuring that the wife is safe. 
They have refused to arrest violent husbands, and have discouraged 
wives from prosecuting their husbands on criminal charges. 

These police policies have changed in New York City. On June 26, 
1978, the New York City Police Department settled a State court. declar­
atory judgment acti on brought by 12 women who were assaul ted by thei r 
husbands and were denied police protection. 7 In th~s settlement, the 
first of its kind in the United States, the police department agreed to 
reverse its policy of mediating family violence. The responding officer 
is now required to arrest when there is proh~ble cause to believe that a 
felony has been commf tted, unl ess the vi ctim requests otherw; se. In those 
cases in which an arrest is not made, the officer must remain on the 
scene to provide protection for the battered woman so that she may leave. 
Medical aid must also be obtained. S 
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The new recruit training course at the New York City Pol ice Academy 
embodies these policy changes. These new course materials articulate 
the concern for the crime victim's rights and for insuring the safety 
of fami ly members. A di sti nct; on is made between appropri ate response 
to "domestic disputes," the old catchall for police cases involving 
family members, and appropriate response to "domestic violence," newly 
regarded as a serious crime problem. When there is violence, police 
investigative work to gather evidence is stressed. 9 It;s encouraging 
that the New York State Division of Criminal Justice Services has adopted 
this 14-hour training package to replace its present 2 hours of training 
on "domestic disputes." 

Such reforms in police policy are promising, but it will take time 
for them to result in consistently improved treatment of battered wives 
by individual officers. These changes have not been adopted by many of 
the 650 local police departments in New York State. Years of continued 
pressure are needed to affect the performance of rank and file officers. 

The legal process is slow. The criminal court system is disorgan­
ized and understaffed because of the simultaneous increase in the crime 
rate and the decrease in the all ocati on of funds for the courts. The 
accused has the right to counsel and due process. These protections are 
needed to allow the accused to defend against the prosecution, which 
theoreti cally has the unl 1mi ted resources of the State at its di sposal . 
The complaining witness has no rights, and minimal protection at the 
discretion of the prosecutor, who represents the interest of the State 
only. 

Prosecutors have also been reluctant to take wife beating seriously. 
Without regard to the history of violence in a given case or to the 
seriousness of the assault, they tended to "adjust" the matter and make 
inappropriate referrals. lO Criminal court "diversion" at the prosecutor­
ial level is made by referral to independent, community mediation and 
arbitration services. While mediation and arbitration are valuable in 
family situations when each spouse is in an equal power position, this 
is not the case when wives have been battered persistently. Established 
patterns of spouse beating, moreover, cannot be altered in single 2-hour 
mediation or arbitration sessions. 

Mediati on techni ques pl ace part of the bl arne for family vi 01 ence 
on each party. The battered wife's feelings of guilt are therefore 
exacerbated, and she is denied the vindication of her rage. The abusive 
husband, on the other hand, has his feelings of justification validated 
by his wife's acceptance of responsibility for his violence. Thus, 
mediation fails to correct the abusive spouse's violence and worsens 
the victim's sense of guilt and powerlessness. ll 

Even when wife-beating cases get to trial, studies indicate that 
prosecutors are not diligent. In an informal study of six courtrooms 
in Cook County, 111., during 1976, the following patterns emerged. 
Prosecutors stated that husbands' attacks against wives were not as 
serious as attacks against strangers. Husbands were prosecuted on 
charges of disorderly conduct without regard to the seriousness of the 
violence, and prosecutors failed to engage in legal argument when judges 
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dismissed complaints based solely on the irrelevant basis that divorce 
actions were pendfng. 12 

One of the reasons prosecutors have given for reliance on diversion 
programs to address wife beating is that battered women often refuse to 
sign complaints, or fail to appear in court to testify. It is generally 
agreed that more than half the battered-wife compl ai nants ei ther do not 
cooperate with the prosecution or request that charges be withdrawn. 

This IIdropout rate ll is due partly to the prosecutors' failure to 
screen cases carefully. Brooklyn Legal Services has found that the 
longer the marriage, the more frequent and severe the beatings, and the 
greater the number of previously unsuccessful attempts to get help, the 
more likely a woman is to follow through with criminal prosecution and 
divorce. With these elements in mind, a careful screening of battered 
women could identify those women who will pursue prosecution. 

The dropout rate is also raised by intimidation from husbands. 
Because, in many cases, wives are not protected from their husbands 
during the prosecution, the opportunity for intimidation exists. Shel­
ter and collateral support services provided directly or through referrals 
reduce the dropout rate. 

One positive trend is the creation of speCial units for prosecution 
of family violence cases. These units take wife beating seriously, 
treat women sympathetically, and pursue convictions with determination. 
As a resul t, convi cti on rates are much hi gher than average when these 
units are involved. The Domestic Violence Prosecution Unit of the West­
chester District Attorney reports that in the last 2 years they have 
prosecuted more than 1,500 wife abuse cases. Their ~~plaining witnesses 
have wi thdrawn from only 18 percent of these cases. Thi s dropout 
rate is no greater than the rate experienced in cases involving strangers. 
Similar specia1 units are functioning in the Bronx, Brooklyn, and Queens 
District Attorney's offices. 

Finally. prosecutors could be encouraged to reevaluate abandoned 
cases as beneficial. Official threats of prosecution may cause husbands 
to stop assaults and seek help, or to leave the home. Wives may decide 
that their best solution is leaving, and they are able to do so because 
their husbands are under restraint. Thus, the failure of battered wives 
to follow thY'ough wi th comp' ai nts may not waste prosecutori al time 
from the viewpoint of public policy. The arrests and commencement of' 
prosecuti on may have ended the vi 01 ence, wi thout the adde.d expense of 
trials. 

Judges should constructively apply the available legal remedies 
to protect and assist battered wives, and to restrain abusive husbands. 
Instead, criminal court judges have historically dismissed many wife-beat 
i ng cases. They have suggested and accepted the reducti on of charges 
from assault to minor Violations, and diverted cases to mediation. 
Meani n91 ess sentences such as unsupervi sed probati on have been imposed 
on conv1 cted offenders. The refusal of judges to puni sh wi fe abusers 
is parti cul arly seri ous because offenders are vi ndi cated and embol dened 
by what they perceive as judicial condonation of wife abuse. The judicial 
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attitude of laissez-faire toward offenders also discourages prosecutors 
and police from protecting battered wives. 

New York Family Court judges rarely impose jail sentences for 
contempt for vi 01 ati ng orders of protecti on*, al though the compl ete 
case histories are always before the court. The judges choose inaction 
in spite of the option they have to sentence respondents to serve jail 
time at night and on weekends so that they can continue working and pay 
support to their families. Judges avoid making decjsions by issuing 
II mu tual orders of protecti on, II whi ch di rect each party not to harm the 
other. This, in effect, makes women equally guilty for beatings they 
suffer, and relieves wife beaters of responsibility for their violence. 

Judges in all courts also refuse to give family· violence cases 
the expedited hearings warranted in these emergency situations. Crowded 
court calendars therefore make the processes of criminal prosecutions, 
Family Court actions, or divorce cases work in favor of husbands who 
usually control the family ; ncome and assets. Getti ng temporary orders 
of protection, child custody, and child support can take months, sometimes 
as long as a divorce itself. 

Women seeking divorces are in no better financial position now 
that New York has enacted its marital property law. 14 Litigation to 
define marital property and to obtain equitable distribution can continue 
for years after divorce or dissolution. These difficulties in obtaining 
custody t protect; on, and fi nanci al support force women to remai n wi th 
their abusive husbands. . 

The lega1 system traps women who seek to flee their abusive husbands~ 
Mothers' claims to custody are prejudiced when they leave the marital 
residence and do not take the children, even if the "abandonment ll was 
to escape beatings. In States 1ike New York where divorce is available 
for faul t only. women may 1 tick grounds for di vorce if they 1 eave home 
before the beatings become frequent or serious. In States retaining 
fault defenses to alimony and equitable distribution of property, beaten 
wi ves may appear to have deserted thei r husbands by fl eei n9, thereby 
increasing their burden of proof to establish their alimony and property 
rights. 

The ultimate legal irony is that even when wives get temporary 
or permanent awards of alimony and child support, the amounts are usually 
too low for them to maintain themselves and the children. Frequently 
the awards are not paid at all. A lO-year stuqy of court-ordered child 
support ; n an urban Wi scans i n county showed that only 38 percent of 

*Orders of protection granted by a Family Court are civil injunctions 
directing the physically or verbally abusive spouse to cease his offensive 
conduct. Jail or a fine for contempt of court are the penalit1es for 
vi 01 ati on of Family Court orders of protecti on. Orders of protecti on 
are also available in Supreme Court in connection with divorce cases, 
and in criminal courts in connection with criminal prQsecutions. 
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husb~nds fully complied with the child support provisions of divorce 
judgments 1 ess than 1 year 01 d. As the age of the judgment increased 
to 10 years , the number of fully compliant husbands dwindled to 13 
percent. 15 

A recent study of child support compliance in 10 Illinois urban and 
rural counties reveals that for judgments entered in 1970 there was full 
comp 1 i ance in 43 percent of the cases and noncomp 1 i ance in 33 percent 
during the first year. In the fifth year, full compliance dropped to 
18 percent and noncompliance rose to 65 percent. 16 Because'separated 
or di vorced wi yes cannot expect conti nued payment of chi 1 d support, 
many battered wi ves stay wi th the; r husbands. Professor, Richard J. 
Gelles, a sociologist who has studied battered wives, found that " ... the 
variable which best distinguishes wives who obtain assistance from 
those who remain with husbands is holding a job.... Thus, the less 
dependent a wife is on her husband, the more prone she is to call for 
help in instances of violence." l7 

I f one sti 11 asks why battered women do not 1 eave and get a job 
to support themselves and their children, Federal Government statistics 
on women's wages answer the question. In 1977, the median earnings of 
year-round, full-time working men exceeded those of year-round, full-time 
working women by 70 percent. In 1955, however, the median earnings of 
year-round, full-time worki ng men exceeded those of year-round, full-time 
working women by only 56 percent. The earnings gap expressed in dollars 
has widened from $1,533 in 1955 to $6,008 in 1977. Sixty-three percent 
of working women earned less than $10,000 a year, compared with only 24 
percent of working men in 1977. 18 

Without doubt, the most pressing need of battered wives is free or 
inexpensive refuge for themselves and their children. This need stems 
from the inadequate , egal protect; on for women and the economi c di sad­
vantages they face. Government fundi ng for family shel ters, however, 
has been mi nimal. Fundi ng is bei ng further reduced or termi nated in response 
to what elected officials perceive as a grassroots espousal of right-wing, 
ant1women, and antisocial welfare politics. 

Pr'e~lcription 

In spite of the legal system's shortcomings, it is a critical 
component in the treatment of battered women. Women can obtain protection 
and independence from abus i ve husbands, along wi th a sense of justi ce 
and vindication, through use of the legal system. Medical professionals 
who treat abused wives should encourage them to seek legal redress. 
Part of the healing professionals' job is to show battered \'Iomen that 
they have enormous strength, which must be used for sel f-preservation 
instead of self-sacrifice. 

Nurses, social workers, psychologists, and physicians can help bat­
tered women contend with the legal system by believing the horror stories 
of their experiences with police, prosecutors, judges, and court clerks. 

,Most of these stories will prove true, although the women may need help 
in understandi n9 thei r meant ng. Second, encourage cl ; ents to conti nue 
with 1ega1 remedies, but without raising unrealistic expectations of 



immediate success. Third, be willing and able witnesses in court when 
necessary. 

You should begin with a network of lawyer and court referrals, 
as well as a knowledge of the possible legal remedies. Take time to 
make understandable notes in your records and to save evidence. Thus, 
you will provide the tools to help battered women succeed in the legal 
system. 

One of the options for battered women is divorce. Divorce usually 
puts an end to the beatings because it is an unequivocal statement of 
rejection of the husband and his abuse. In .addition to dissolving the 
marriage, the divorce action may resolve issues of custody, visitation, 
support, maintenance (which has replaced the term lIalimony" in New York), 
and property ownership and use. Orders of protection may be requested 
while the divorce is pending and in connection with custody and visitation 
provisions after the divorce. Obviously, divorce is the most complete 
legal action, because it concludes all the civil legal problems of 
battered women. 

Contrary to what many abusive husbands tell their wives, women 
can get divorced wi thout the; r husbands t consent. Battered women in 
New York have grounds for divorce if they have been beaten once in the 5 
years prior to starting the divorce, or if they have suffered a continuous 
course of minor physical or mental cruelty.19 When clients have these 
problems they can get divorces more easily than they can get other forms 
of legal relief, such as orders of protection in Family Court or criminal 
prosecutions. 

The battered women's sworn testimony of abuse is sufficient proof 
to sustain the request for divorce if the divorce is not contested by 
the husband. If the divorce is contested, other evidence is necessary.­
Records of medical treatment and statements to treating physicians, 
photographs of injuries, photographs of destruction of the household, 
or items of torn or bloody clothing are evidence in these cases. A 
health professional can gather this evidence and encourage patients to 
give the evidence to their lawyers or the district attorney. 

01 vOl"ce acti ons requi re attorney representati on because the issues 
are complex and the paper work is difficult. Clients should retain 
lawyers promptly. Pred1vorce relief is available in the form of temporary 
.custody, chl1 d support, and mai ntenance. _ Women need not wait for the 
divorce to be camp' eted in order to fl ee thei r abusive husbands. They 
may leave the family home without committing the marital wrong of abandon­
ment. Abandonment is desertion without cause or justification. These 
matters, however, must be discussea with the attorney. 

Another opti on for battered wi ves is getti ng a Fami ly Court order 
of protection. Thi$ provides limited relief without affecting the 
marital status. The respondent is not given a "criminal record. II An 
order of protecti on is advi sab 1 e when women do not want di vorce, or if 
they will lose valuable Government or employee-spouse benefits if their 
marriages are dissolved. 
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Orders of protection may include custody determinations and establish 
visitation rights. They may remain in effect for as long as 1 year, 
and may be renewed after that. 20 To obtain support, separate proceedings 
must pe instituted in Family Court; orders of protection cannot include 
sUpport provisions. Support orders, however, may include orders of 
protecti on. 21 Hav; ng a 1 awyer in Fami ly Court increases the woman IS 

chance of success, but Family Court is organized to assist those without 
attorneys. (In order of protecti on cases the accused spouse has the 
statutory ri ght to court-appoi nted 1 egal counsel; the vi ctim does not 
have this right.)22 

Crowded court cal endars and del ay tactics by husbands can prevent 
prompt relief. The judges are in control, and they may deny ordersof 
protection if they believe the husbands. The factual and legal issues 
are not as clear as in divorce cases. Clients gain control when they 
take act; on that shows thei r husbands the abuse must end. Orders of 
protection, which are more equivocal than divorce, should be viewed as 
cease-fire directives, pending wh'lch family or marriage counseling is 
pursued. 

Family court orders of protection are difficult for unmarried 
women to obtain. They may request these orders only in connection 
with paternity cases against the children's fathers. 23 This course of 
action has its own pitfalls. Fathers can seek visitation rights or 
custody of the children in response to the paternity suit. Thus, the 
bes t route to safety for unmarri ed women is to move away from the men 
who are abusing them and to take no family court action. 

A third option available to battered women (whether or not they 
are married to their abusers) is criminal prosecution in the course of 
whi ch they may request orders of protecti on if they are or were marri ed 
to the defendant. 24 This, however, is a last resort, because it is 
the most difficult legal process. The district attorney has absolute 
discretion to decide whether or not to prosecute. Defendants have the 
constitutional right to lawyers, but victims do not. The complaining 
witnesses (the battered wives) must have medical or other evidence or 
witnesses to corroborate the.1 r testimony, because they must prove thei r 
cases beyond a reasonabl e doubt. The court proceedi ngs are open to 
the public and there is likely to be a jury to convince. Finally, as 
the preceding discussion detailed, judges tend.to dismiss family violence 
cases before they get to the jury trial stage. 

Criminal prosecution is advisable only in the most serious cases 
of physical cruelty or prolonged harassment. Dismissals or acquittals 
of abusers vindicate them, increaSing the danger to the clients. The 
victims' threats to have their abusers thrown in jail are proven empty, 
leaving the women defenseless. 

Finally, the patient's privilege of confidential communication with 
health professionals is waived when the patient calls her social worker, 
psychologist, nurse, or physician to testify on her behalf. The husband's 
attorney can cross"e>(amine the wife's witnesses, calling into question 
professional credentials, expert opinions, and authorities cited. As­
pects of the client's condition that are unfavorable and could hurt 
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her case may be brought out in cross-examination. This exposure makes 
it imperative that there be candid discussion of all aspects of the 
client's condition and history. The lawyer needs all the facts, good 
and bad, to make an informed determination of whether or not the medical 
and psychological testimony will help or hurt the client. 

Conclusions 

Given the legal remedies that are available: what specifically 
can a health professional do to assist a battered woman with her legal 
options? The first job is to uncover and r,ecord evidence. The health 
professional can provide objective corroboration of visible injuries 
and the cl i ent' s statement of how they occurred. Notes taken duri ng 
the interview or immediately upon its completion should describe the 
injuries observed or complained of and the client's statement of their 
cause. 

Next, make a referral for legal assistance. Encourage the client 
to pursue her legal remedies, without creating great expectations. 
Listen to a battered woman's tales of trouble with the legal system with 
a sympathetic yet educated ear. Many times a woman will have a bad 
exper'!ence with the court~ but, for instance, it may be that the judge 
who seemed hostil e was merely granti ng an adjournment. A knowl edgeabl e 
health professional can help sort out a client's experiences and indicate 
what they really mean. 

Talk with a client's lawyer. Offer to help the attorney with evi­
dencE~ and emotional support of the client; this will also provide a 
chance to appraise the quality of the attorney's work for the client. 
The cl i ent lTIay need hel p understandi ng what the 1 awyer is 'doi ng or may 
need a new lawyer. 

I am not suggesting that the health profeSSional assume control of 
the client's case. But if the 1awyer does not appear to be doing enough 
for the cl1snt, attempt to get the 1awyer's reasoning on the case. One 
test of a good lawyer is his or her acceptance of the health professional's 
i nvo'l veinent. 

The health professional must be willing to come to court and testify. 
Notes or aff1 davi ts cannot take the pl ace of 1 i ve testimony. In fact, 
notes will be admitted in evidence only if the health professional is 
pr'esent in court to identify them. Affidavits are not accepted" since 
they do not permit the affiant to be cross-examined. Live testimony, on 
the other hand, provides legal protection to each party and gives the 
judge an opportunity to eval uate the expert witness. It may be the 
key to the client's legal victory. Furthermore, witnesses help overcome 
the disadvantage that women litigants suffer. Women are viewed as 
untruthful and manipulative. Men have the benefit of presumed truthful­
ness. Women gain credibility through the testimony of corroborative and 
expert witnesses; this additional testimony establishes equality and 
assures a just outcome. 

Your cooperation is needed to ~etter help our mutual clients in 
i ndivi dual cases and to improve the ~esponse of the 1 egal system. When 
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you suspect failures or abuse by police, lawyers, court clerks, or 
judges, ta.ke notes, write down remarks verbatim, and discuss them with 
your local 1 egal resources. Let the Governor's Task Force on Domestic 
Violence know about problems that repeat. [Author's Note: The Task Force 
can be contacted at the New York State Council on Chil dren and Fami­
lies: (518) 474~6294, or call Brooklyn Legal Services, Family Law 
Unit: (212) 855-8029.] We need to identify patterns to correct them. 
Only with this information can we continue to make reforms that will, 
increase the efficacy of the legal remedies for battered women. 
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Shel tering\ the Ba~tered Woman 
Verona Mfattl eton-IJeter» C. s. W. 

Verona Middleton-Jeter is a graduate of The Smith College School 
of Social Work. She is currently Director of Henry Street Settlement 
Shelter for Battered Women. Mrs. Middleton-Jeter is a member of the New 
York Ci ty Task Force for Battered Women and a part-time facul ty member 
of Adelphi University School of Social Work. -- E.Q. 

I am going to share with you some of our experiences running a 
shel ter for battered women for 3 years. Our shel ter consi sts of 18 
apartments ina tenement that's al so used as a shel ter for homel ess 
welfare families. In the shelter we provide services for battered 
women who are welfare eligible with children. 

During these past 3 years we have been searching for answers to 
questions that would help us to better understand the needs of battered 
women and their children, which in turn have helped us run a more ef­
fective program. 

Some of the questi ons we struggl ed wi th and are sti 11 struggl i ng 
with are: 

1. Who are we tal ki.ng about when we say battered women? 

2. Why do women use this shelter? 

3. What i nterventi on approach should we use in the shel ter? 

4. What part does fear pl ay in the lives of these fam;l ies? 

5. Where do battered women go when they leave the shel ter? 

6. Does the lack of a more varied funding source encourage polari­
zation of intervention methods? 

7. What else can the community do? 

For our purposes we consi der a battered woman to be any woman who 
has been physically abused or seriously threatened with abuse by a man 
with whom she is intimate. This definition works for our shelter because 
we cannot risk making a misjudgment and having the woman killed or serious­
ly injured because she did not convince us that she was in danger. 
Generally, we have found the term "battered woman" to be too broad, 
because it encompasses women in different categories. This has implica­
ti ons for program pl anni ng and a better understand; ng of the probl em. 
Steve Leeds, a researcher hired by the Henry Street Settlement to study 
the problem of battering, made a similar observation. He said: 
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The diversity we observed extends beyond the woman's demographic 
traits to the kinds of abuse they suffer and how they req.ct to it. 
Whil e we may call all these women "battered" as a conveni ent term 
for describing them and while it is clear that a number often have 
been severely assaulted, others have never been beaten either severe­
ly or repeatedly. The nature of her prior abuse is not necessarily 
an accurate predicator of a woman's present danger nor of just how 
threatened she feel ~.1 . . 

We have found one of Erin Pizzey's theories to be helpful in thinking 
about the diversity. (Erin Pizzey is the founder of Chiswick Women's 
Aid, in England, the first shelter established specifically for battered 
women and their children.) 

One of Erin Pizzey's theories that has far-reaching implications 
for shel ters and the services they offer is her differenti ati on between 
two types of victims of domestic violence. Pizzey said that the most 
prevalent is the "battered" woman. Pizzey describes her as lIaccidentally 
involved in a violent relationshipll and caught in a situation of economic 
and emoti ona 1 dependence but possess i ng the inner resources to escape 
it. "All she needs of the she1ter," says Pizzey, "is a place where she 
can gather her strengths and go on to renew her life elsewhere with her 
children. "2 . 

An example of this kind of woman in our shelter is Ms. N, a mother 
of three children who was in an abusive relationship for 4 years before 
coming to the shelter. She got a divorce while staying in the shelter 
and then transferred to a shelter in Colorado. She remarried, is gOing 
to school, and doing very well. According to Pizzey: 

The other type of vi ctim is the "vi 01 ence prone" woman who tends 
to seek help in a refuge as a temporary respite in a continuous 
boxing match, only to return to her violent family life. This 
woman comes from a violence-prone family that has been repeating 
the violence cycle for generations. P'lzzey sees this woman's 
family relationship as an "addiction to violence" in much the 
same way that a drug abuser is add; cted to drugs and asserts that 
it takes years of repeated stays at a refuge to wean her off 
violence. 3 

Ms. R is an example of this kind of woman, \'Jho seems to have been 
weaned off violence. Her mother was a battered woman. She is a mother 
of fi ve chi 1 dren abused by her husband for 7 years. He abused one of 
the chil dren so badly that pl acement was requi red. About a year after 
placement, Ms. R was able to terminate this relationship. She then 
took up with another batterer, who caused her to come to the shelter. 
She reconci 1 ed her differences wi th the batterer whil e 1 hi ng at the 
shelter and returned home. In less than a year she had to return to' 
the shelter, but this time more determined to win the battle. She 
enrolled in a training program, terminated her relationship, and started 
a relationship with another man, Mr. W. Th~re was no physical abuse in 
this relationship for over a year while she was in a training program, 
but when she started job hunting Mr. W became abusive. She requested 
couple counseling and the abuse ceased. 
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Although the objective in assisting these two categories of women 
is to help them to have a violence-free relationship, their situations 
call for different approaches to the problem. 

Pizzey distinguished between a shelter and a refuge, describing 
the former as a short-term residence serving the battered women. 
The refuge offers the violent-prone woman an indefinite stay .in an 
environment where she can receive help from specially trained 
staff. 4 

In New York City we presently have three shelters, with plans for 
two more. We do not have any refuge. The idea of a refuge is a good 
one, because the need for this type of servi ce is indicated dai ly as 
women go from shelter to shelter. This long-term refuge could also 
allow a woman to return as many times as she needed. This would decrease 
the embarrassment and guilt feelings associated with having to return. 

Just as it is hard to categorize battered women, because of the 
diversity in their situations, there are a variety of reasons why women 
use the shelter. Some of the reasons are: 

1. A lack of financial resources; 

2. Inaccessible financial resources, in the sense that the bank 
account is in the batterer 1 s name; 

3. Limited financial resources, such as welfare or Supplemental 
Security Income, with such resources' being controlled by the batterer; 

4. Having a support system such as a friend and relatives but 
fearing that the violence will be directed toward them; 

5. Exhausted support systems, in the sense of having to use them 
too often or because the batterer has been violent toward them; 

6. The lack of emotional and physical strength to continue to 
think of ways to prevent the abuse; 

7. The need fCJr supportive services while terminating the relation .... 
ship; and 

8. Fear of being killed. 

Most of the battered women who used our shelter had one or a combin­
ation of reasons for using the shelter. The variation in reasons for 
using the shelter had far-reaching implications in our planning of 
programs and our intervention approach. 

We adopted (with some modifications) a task-centered, problem­
solving model. This approach was chosen because we wanted to be able to 
address the needs of the families through individual, group, and family 
counseling. 

63 

~~----~---



The task-centered, problem-solving model is an ego-supportive method 
of intervention with the primary objective of improving and enhancing 
the clients' general functioning. This model assumes that self-esteem 
and self-respect are improved and sustained when the person is able to 
carry out role tasks and cope with interpersonal relationships. We 
emphasize the importance of the client's right to define the problem 
and encourage a mutual goal-setting process. Through the use of this 
approach wi th the fam; 1 i es we have a better understand; ng of what is 
happening in their lives, and what their priorities are. 

During the shelter stay, women and children are concerned with 
issues such as ambivalence, poverty, relationships, rehousing, the pre­
vention of battering, employment, health, being found by the batterer, 
violence in discipline, racism, sexism, education, and a host of their 
day-to-day problems, with fear described as the most dominant feeling. 

Most of the women say that the fear of not being able to find a 
decent apartment is more preval ent than the fear of bei ng found by the 
batterer and being physically abused. This fear is related to the 
discriminating practices of our society. 

Women fear being discriminated against because they are black, 
Puerto Rican, poor, on welfare, single with children, and also battered. 
These factors di ctat.e that a battered woman and her chil dren wi 11 not 
be ab 1 e to fi nd a decent apartment and wi 11 generally be treated as 
second-cl ass ci ti zens. Hours upon hours are spent thi nki ng of ways to 
beat the system so the family can have a decent place to live. This 
should bea right, rather than a privilege. 

The children's fear is related to their loyalties to both parents 
and whether they are doing the right thing by staying with their mother, 
not tell i ng Daddy where they are, and by sti 11 1 ovi ng Daddy even though 
he was abusive. They are afraid to tell their old friends why they had 
to move. They are afraid to tell their new friends why they are in the 
shelter, and they are embarrassed to let anyone know that their home is 
not the sanctuary theyld always heard it should be. 

Fear also comes into play with practitioners encountering battered 
women and their children .. - the fear of violence. Social workers have 
been condemned for be'1 n9 unresponsive to the needs of battered women 
because of their subscription to certain personality theories or the 
fact that they see themsel ves as "preservers II of the family un; t. The 
fear that the violence might be directed toward the helping person may 
also be a conscious or ul'lconsci ous factor; n our i nabil ity to respond to 
battered women. live always admitted to being afraid that the violence 
would be directed toward me and I try to help battered women make plans 
that would protect us both. 

After directing a shelter for about 2 years, feeling pretty con­
fi dent wi th my practi ce, I was ca 11 ed one Saturday morni ng because a 
batterer was on the premi ses. I went to the woman's apartment to 1 et 
her know that the batterer w~s around. As I was going through the door 
to hel p her get the chi1 dren, he was comi ng through the wi ndow. A 11 I 
could say was: "Let's run," We r"an to the office and called the police., 
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This incident pointed out two things a.s I sat shaking in my office. 
I realized that fear could have a paralyzing effect on the potential 
victim, which is what happens to a lot of women. One woman sai d that 
fear can make you do a lot of things, and fear can make you do nothing. 
This was the first time I realized how fearful and helpless I was in 
confrontation with a violent man. In order to avoid such confrontations, 
some practitioners use the professional defense of "blaming the victim,~ 
asking to meet with her and the batterer, or making many other uncon­
scious or conscious requests that would discourage the battered woman's 
attempt to get help. 

We can be effective in our work with battered women, but we must 
first take stock of our own feelings about violence. Violence is a 
life-threatening factor that most of us are unprepared to deal with. 
After raising your own consciousness about this factor, you should 
decide if you could still be effective with a battered woman. If you 
are afraid of violence and the threat of it frightens you, your fear is 
normal and acceptable. Once you have acknowledged the fear, and if the 
thought of it does not make you immobile, then you must develop the 
courage and skills to deal with the fear. 

In our shelter our formula is caution: proceed with cautious 
confi dence, respect the i ndi vi dua" s ri ght to a poi nt of vi ew, make it 
very clear that we do not and will not tolerate violence, and use common 
sense to think of ways to protect yourself and your client. This might 
be as simple as making sure that the confrontation is public, where 
help can be summoned. In the shelter we have a list of survival skills 
that we update on a regular basis. When women leave the shelter they 
use some of our survival skills and they continue to develop their own. 

About 60 percent of the women establ ish new homes when they leave 
the shelter; of that 60 percent we know that 20 percent had the batterer 
join them in their new homes. Five percent of the women move in with 
friends and relatives; 25 percent return to the batterer; and 10 percent 
leave without notice. Initia1ly these figures were surprising and had a 
negative impact on the staff. That was because our expectati ons were 
unrealistic; we defined success as terminating the relationship with 
the batterer. 

The feedback we are getting from former clients is that the shelter 
stay was beneficial for most of the women to a greater or lesser degree. 
Women report feeling stronger by being able to share the battering 
experience openly, knm~ing that others have similar problems, getting 
support while considering their options, and knowing that there are 
resources available. 

There are a limited number of resources available for battered 
women and their children, and there is clearly a need for additional 
programs. These programs must be funded through a variety of sources in 
order to insure that women of all classes will be able to avail themselves 
of the same type of services. 

The Leeds report stated: 
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At least in the inner city, shelters draw abused women dispropor­
ationately from the lower socioeconomic groups, whereas couns~l­
ing programs draw more from the middle and upper classes.5 

There could be several reasons why this is happening, such as a 
1ack of resources, differences in concrete problems, the severity of 
the abuse, or the funding source. The Human Resources Admi.nistration 
is the only funding source available for shelters in New York City, 
thus tying shelters into welfare eligibility. This is an acceptable way 
of funding shelters, but when it is the only way~ it helps to polarize 
intervention efforts, since shelters will be use ... ot only by poor women, 
and this fact could perpetuate the myth that spouse abuse occurs mostly 
in poor families. 

Poor women have been complaining for years of being battered, and 
nothing was done. Middle-class women began saying that they too are 
being battered, and efforts were begun to stop it. We need a concerted 
effort to stop spouse abuse regardless of the socioeconomic level. We 
cannot allow the apparent conservative mood in this country to fragment 
our efforts. 

Before closing I would like to emphasize that shelters are an 
integral but small part of the total community response to meet the 
needs of battered women and their children. Just as we are continuing 
the fight for varied sources for shelters, we must fight equally as hard 
for other kinds of supportive community services. 

These should include: 

1. Advocates and brokers to help battered women and children get 
to the appropriate services. 

2. Supportive services in the community for: (1) battered women 
leaving the shelter, (2) battered women who could not get into 
the shelter, (3) battered women who do not want a shelter, (4) 
unidentified battered women, and (5) potential battered women. 

3. Nontraditional, innovative programs for batterers and potential 
batterers. 

The community, 
must be sensitized 
dynamics of being 
that battered women 
stopped. 

including governmental agencies and other systems, 
to understand the nature of the ambivalence and the 
a battered woman. They must be made to understand 
are desperately crying for help; they want the abuse 
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Working With Couples 
Janet Geller, C.S.W. 
Louise Garin, C.S.W. 

Janet Gell er: I have worked in the area of spouse abuse for 4 
years and I also do it in my own private practice as well, keeping 
abreast in consulting. I'd like to talk about the rationale for working 
with the spouses as a couple. 

At the Vi ctim' s Infonnati on Bureau of Suffolk, we impl emented a 
treatment model I developed, where we worked with a victim in any way in 
which th(~ victim found hel pful • If a woman wanted to separate from or 
divorce her husband, there would be provisions for that and services for 
that, as well as services if she wanted to remain in the marriage, but 
without the abuse. I think we pretty well know that battered women need 
a variety· of services for themselves, depending on what it is they are 
asking for. I believe you start with "where a client is." You give 
people what they want; you do not impose iYOU1" val ues on them. Let me 
also say that when I use the word "spouse,' I'm referring· to a person 
who ; s maY'ri ed. 

Generally, it is the woman who call s for services. Thi sis true in 
the field of mental health in general, and certainly in the area of 
spouse abuse, more women avail themsel ves of psychological services 
than men do. It is often the woman who makes the initial contact. When 
a couRle calls, I think itls up to the worker to say, "What is it you 
want? I Of course, the woman is goi ng to say, "How do I know? I 1m bei ng 
beaten and what I want is for the beating to stop." Some say this is 
the service we can provi de, and this is what you can get, and if you 
don't want this you can't have anything • 

. There is a range of options, deteAllined by what the goal s of the 
woman are. Initially, she may not know, but she does have some idea. 
There are some women who want to separate and divorce; for them, it 
se~s to me appropriate to provide concrete services like helping them 
obta in a 1 awyer. 1 ett1 ng them know of women support groups, work i ng 
out what kind of income she can rely on for herself, etc. She should 
also be offered some sort of transitional counseling, since she will be 
in need of a support system. 

If a woman says, "lim not going to leave my husband, but I want 
the abuse to stop, II then, as far as I I m concerned, the treatment of 
choice is to work with the abusing couple as a couple. If she is going 
to remain in the marriage, the best way to effect change in the battering 
syndrome is to work with the abuser, and there are programs now that are 
beginning to emerge. One of them is called EMERGE, which works with the 
abusing partners. 

I feel that worki ng wi th the coupl e 1 ends another dimension that I 
think is viable. I agree tha~ the battt1ring is the sole responsibility 
of the batterer. No matter what a woman does to involve herself in a 
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way that 1 eads to the ki nd of argument that escal ates to batteri ng, it 
is not the woman's fault. There are many women who nag, complain, insti­
gate arguments, etc., and not all of those women are getting hit. If a' 
woman is getting hit, you have to look at the abuser to determine why. 

It is not up to me to say whether a woman should leave her abusing 
husband. I may feel that way, and if I'm in an abusive relationship, I 
may do that. We all know the reasons now why a woman remai ns in the 
marriage; if that is her choice, and we cannot get the husband to come 
in, then' we shoul d hel p fi nd al ternatives for her to deal wi th the 
issue, with the least amount of pain and trouble. 

I think women need to learn survival skills. They should learn how 
to hide money, because if they have to leave immediately, they will 
need fi nanci al resources immedi ately avail abl e to go to a hotel, to take 
a cab, or whatever is necessary. If she has a car, she should be able 
to keep the keys to the car pinned to her somehwere -- the inside of her 
bra, whatever. Those of you who know anything about battering know that 
the abuser wi 11 go to all ki nds of 1 engths to prevent hi s wi fe from 
leaving, and one method is taking the car keys, as well as blocking the 
doors, pulling out the wires of the car, or whatever. Therefore, the 
woman needs her own survival pl an. She needs her own way of get~i ng 
out of the house if she has to. If there is a 4-year-old child, then 
somehow that 4-year-old has to be trained to go get someone before the 
husband k~ocks the wife across her head. The woman also needs to learn 
the kind of clues signaling her that the man is about to hit her. If 
you're being abused over and over again, you can say "ouch" just so 
long. If you feel you have no control, at some point you say, lilt doesn't 
hurt anymore," "It doesn't hurt the way it used to," and you lose the 
sensitivity to ,realize that tonight, wt.~n he walked in, you are going to 
get it. 

These are some of the issues a worker can take up wi th women who 
are not about to have their husband come in for treatment and who are 
also not about to separate and divorce. The statistics of women leav~ng 
are very low. There is a very small percentage who leave the relationship, 
but there certainly 1 s an extremely high percentage of women who want 
the abuse to stop. I have never received a call from someone who said, 
"He hit me and I loved it." Clearly, people do n,ot want to be abused, 
and that is why they are asking for our help. 

Very hel pful to women who are locked into a p,attern of abuse is 
hav1 ng thei r sel f~1mage boosted. They need other women whom they can 
re1 ate to, who can 1 et them know there is nothi ng wrong wi th them. We 
know that one of the things batterers do is blame the victim; furthermore, 
SOCiety blames the victim and the victim blames the victim. She is ~ 
product of our society too, and she says, lilt must be my fault; I didn't 
do it right and 1111 do it right the next time." What happens to her is 
that she 1501 ates hersel f more and more, even though we say to her 
that she doesn l t have to be ashamed of the fact that her husband ; s 
beati ng her. That is somethi ng he ought to be ashamed of. We know 
that women are not going to go around saying, liMy husband beat me Up." 
So her worl d gets much small er as she conti nues to be battered. She 
doesn l t go out and show off her brui ses. There are just so many times 
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you can say you wal ked into a door or fell down the stairs. If she 
has children, they will certainly respond to the abuse in the home and 
they will begin to act up. The woman has difficulty managing them, and 
thus she develops feel i ngs of inadequacy around a task central to her 
sense of self. It doesn't take long before she too believes that she 
must be doi ng somethi ng to cause the abuse. A woman who is bei ng 
beaten continuously and unpredictably does develop a feel ing that she's 
not as good as someone el se or that she' s not as good as she wants to 
be. She does develop feel i ngs of i nferi ori ty. She does have her sel f­
esteem damaged. To meet with other women who are going through what she 
is going through is very important for her just in terms of self-image. 
We all know the effect of peer-group rel ationships, how they help you 
identify your problems as related to others. In addition, however, she 
needs to look at these other women, whom she fi nds perfectly acceptabl e, 
presentable, and nice, and realize that since she finds them nice and it 
doesn't foll ow that they are at faul t, perhaps tt·;s not her fauH 
ei there 

The above is a very quick sketch of the kind of alternatives avail­
able other than working with the couple. However, as far as 11m concerned, 
if a woman wishes to remain in her marriage without battering, then 
the treatment of choice is couple counseling. 

I have worked with men alone, and that's very effective also, but 
what you need to do is work on the rel ati onshi p factors. If you work 
with the abuser alone, although that is starting with who has the hitting 
problem, you leave out what has happened to the woman over the years, 
the fact that she' s been abused. You 1 eave out what has happened to 
her feel i ngs about him as her husband, what has happened to her sel f­
image, and what psychological damage she's been through. Ultimately, 
it seems to me that you are going to have to work with the woman anyway. 
It is more efficient if you work with the couple together, if you look 
at things in terms of interaction between the couple. 

Now, not all men who beat their wives are willing to come in for 
treatment, and not all men who beat their wives are amenable for treat­
ment. Those who arenl t fall into several groups. There are some men 
who beat their wives because of organic impairment; these men will benefit 
from appropriate medication. There are also psychotic conditions, and 
the most effective form of treatment for them is psychiatric intervention. 
Psychotic abusers are not going to acknowledge that they have a problem 
or that they are beating their wives, and treatment is very complex, 
something for highly qualified professionals. 

However, there is a large percentage of men amenable to treatment, 
who are your nonnal "average, everyday citizens. 1I They are your neighbors, 
your big brothers, your PTA members, people who hold good jobs, etc. 
They are not guys who get in barroom brawl sand f1 ght wi th everybody. 
They may be men whose only form of dev1a1ce behavior relates to their 
interaction with their wives, and that's plenty, that's enough. They 
are not acting in a generally antisocial manner in society, just in 
the marital relationship. These m~n will come in for treatment. 
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The form of therapy I think is effective begins with pulling no 
punches: you have to make it very clear that the battering is the abuser's 
probl em, and he has to take responsibil ity for the battering. However, 
in addition to that, you must work on the interaction in the relationship, 
and it1s really much more a joint marital therapy model. I've done 
some work in family therapy. The kind of family therapy that Minuchin, 
Haley, Satir, and Sager do is the kind of treatment model I've adopted 
in working with the battered spouse syndi~ome, and in my experience it 
does not take very long for the battering to be controlled. There may 
be regression, but the batteri ng becomes more a symptom of the probl em 
in the marriage, and since there is a way to work on interaction that 
improves the relationship, battering gets treated as a symptom. If 
the battering continues, you address the aggression just the way you 
address anything else. When there's aggression, what gets talked about 
is that the battering is the abuser's responsibility. Continued battering 
is not a reason to terminate treatment, or determine that the treatment 
is a failure. If you treat it as a regression, you respond in the 
same way one responds to any form of regression in counseling or therapy. 

The initial contact is extremely important, and it is there that 
I think people working in this area get into some difficulty. Women who 
are beaten have really developed a feeling that they are victims. 
When they call you, there is a way in which they often appear helpless, 
unable to do anything, not knowing what they want to do. Symonds talks 
about the stages of being a victim. One of these is infantilism. Lenore 
Walker talks about helples5ness. 

Often a woman will present herself as being in a desperate situation 
and indicate that you have to do something immediately. I bel ieve 
strongly that if you don't take the immediate step of getting the husband 
in, and if you respond to her need for intervention, immediately, you 
are going to have a lot of trouble seeing the couple as a couple -­
because the model I'm talking about is based on a no-blame motto. The 
husband al ready knows he has 10 points against ,him. First of all, he 
knows that assaul t and battery is agai nst the 1 aw; he's known from 
childhood that boys don't hit girls. Whatever way YOLl want to view it, 
he knows he's doing something wrong. He does what we all do when we're 
acting in a way we feel is out of our control. He denies and he ratio­
nalizes; he uses whatever defenses are available to him to avoid thinking 
he has a problem. In general, it's going to be very hard for him to 
come in. It will be even harder if he feels he is at fault and that 
you will ten him he's at fault. The critical factor here is playing 
neutral, and that has to start at the first moment of contact. 

The first contact usually occurs over the telephone. When a 
woman calls in, I think you have to determine right then, over the 
phone, what fom of treatment you are going to give her -- whether you 
are going to work with her alone, get her into a shelter, whatever. 
Let's say the decision is made that she is going to be seen in couple 
therapy with her hu~band. If that's the decision, then you can't have 
her come f n for a sessi on alone. What you have to do is get her to 
persuade her husband to come in. That's very d'ifficult. 
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In systems theory, there is a statement about "maintaining the 
status quo" or the "homeostasis" -- in other words, the familiar is much 
more comfortable than the unknown. Misery is comfortable to us because 
it's ours. It doesn't mean we don't want to get rid of it; it doesn't 
mean we do not want to be happy; but there is a way we keep Iflnat we are 
comfortable with. In the case of spouse abuse or any family ther~py, 
what you are tal k1 ng about is a system that works -- poorly or destruc­
tive'ly, but.functioning. People get into the system and behave a certain 
way. There are certain roles played, and itls hard for people to make 
changes) even though they want to. General'iy, there is a small part 
that wants to change and a larger part that wants to remain the same. A 
major effort in therapy is to get the person to want to change. 

When you are dealing with a battered woman, there are roles already 
·established. She's the victim and he's the bad guy; to get the two of 
them to move out of those r01 es takes along t1meand itl s hard to do, 
and I say it starts at the 1n1 ti al contact. So, when she call s you and 
you determine that the treatment of choice is couple therapy am~ you say 
to her, "L1 sten, I want your husband to come! in, \I and you get her to 
agree that that's a good idea, then your biggest struggle is not to give 
in to seeing her before her husband comes in. 

We all know what is good for us and what isn't, but it doesn't 
necessarily mean we change the way we are. The reason we don't change 
is because we're not anxious enough to change. We rational ize and deny. 
But at some point that anxiety surfaces, producing a shift of thought. 
We know that battering is a chronic syndrome. We know it goes on for a 
long time, most often beginning at the inception of the marriage or 
relationship. When a woman ca11s for help, in more cases than not, 
s,ometh1 n9 has happened that is different from what has happened prey; ous­
ly _ ... and that is why she calls. Occasionally it is something that 
happens all of a sudderl. He hit the kid when he never did that before; 
he struck her in the face when he IJsed to hi t her in the chest; he used 
a weapon when he used to use his fist. Whatever the circumstances are, 
there is something that makes her more anxious about her situation and 
prompts that phone call. 

That anxiety, the change, is the pivotal pOint. You have to maintain 
the woman's motwation to get her husband to come in. If you see her, 
if you succumb to your desi re to hel p and respond to what you hear as 
helplessness or need on the part of the battered woman, you are probably 
gOing to have a very difficult time getting the abuser in, and you may 
never get him in at all. 

What I feel needs to be done -- and it is indeed the hardest part 
for the helper -- is to hold to the agreement that the woman has to get 
her husband to come in if that has been detennined as the treatment of 
choice. Youlll hear all kinds of resistance to that. Youlll hear, 
IIThat is the probl em; he never does anything I want. How am I going to 
get him to do this? He says helll never come for help. If I ever approach 
it, hels going to get angry." You'll hear a.ll kinds of reasons why she 
cannot ask him to come, even though she ha,$ said, "Yes 1 I do want him, 
and yes, I do want to remain in my marriage. When he is not hitting me, 
there is love 1 n my marr1 age) I do want him to come in) but .•• II You 
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al ways get the "but. II You have to push past the "but, II and hel p by 
saying, "Look, if he doesn't come in, how are we going to work on his 
battering? It's logical; it makes sense. Listet), you've tried to get 
him to stop hitting you, haven't yoU?" Is there any woman who is going 
to say, "No, I haven't tried." Of course she's tried. You ne(~d to say, 
"If you can't get him to stop hitting you, what makes you think that 
just by coming to see me 11m going to enable you to stop him from hitting 
you? The only way he'll stop hitting you is if he comes in too. II 

It makes sense. There are very few people who will argue with 
this logic. Furthermore, this argument changes the notion that the 
abused person is the victim, since victim means you can't do anything 
and thi ngs just happen to you. Even if you lose the case because she 
doesn't call you back, you've planted the notion that she can do something 
to change the situation. And she may act, later. I have had that happen. 
There was a woman who called over and over again. She said, "Yes, I 
will.1I It took her 6 months, but then she called me up and made an 
appointment for herse1 f and her husband. It was a very important step 
for her to ask him to come. The major part of the work is working with 
the couple relationship, and if you are going to have only one partner, 
then the other part of the couple is missing. I think it's crucial 
to have both. 

Another s1 ant on thi s approach is that you are not. acqui esci n9 
to her sense of guilt. The man is saying about her, well, it's your 
fault; your hair is too short, your hair is too long, I \\/anted dinner 
on the table at 6:01 and you put it on the table at 6:02, you don't 
rai sa the ki ds well .... you are too 1 eni ent, you are not 1 enf ant at all. 
There are any number of excuses, and if the woman believes it's her 
fau't and you see her alone, then on one 1 eve' you are confi rmi ng that 
she is the problem -- otherwise, why wouldn't you push to get him in? 
There are arguments to seei ng the abuser alone. I thi nk that is a 
more desfrabl e treatment then seei n9 the. woman but if you are 901 n9 to 
try to work on the relationship, I think the most efficient and effective 
method is seeing the couple together. 

If you see the woman at fi rst, the man knows that you are seei n9 
her alone and he will think that you are on her side. Part of the 
problem for such couples as the ones we deal with is that the two people 
are in enemy camps. \llho is go1 ng to beat up hi s wife? Someone who 
really sees her as the enemy. Who is going to sit in a situation 
where she gets abused? Someone who feels she deserves it. Sometimes I 
feel that we lose some sensitivity in working with domestic violence. 
These are peopl e who are bu11 di n9 ali fe together, havi n9 a family 
together, and closing their eyes together. These people who are in 
armed combat are sleeping next to each other. 

, 

We are really dealing with people who don't understand what friend~ 
sMt p is about, what cooperation is about, who are not in a mature love 
relationship. Often when you look at these couples you really see a 
10t of infantile and adolescent behavior. There is a lot of IIWhose 
friend are you going to be, mine or his?1I And that's what they do in 
the family. The k'fds have to be on someone's side. If you see one 
partner wi thout the other, and parti cul arly at fi rst, then the other 
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partner says, "I know she told you things about me that are going to 
prej udi ce you about me. 1/ If ve heard men say that. I tri ed ,1 t many di f­
ferent ways at first, because this was all experimentation. I heard men 
say, "Once the worker saw my wife alone, I never felt I could relate to 
that worker. II And I heard the reverse. There was a case where the man 
started first; he brought his wife in later. He said, III always thought 
the worker 1 i ked me better. II That is not a good way to begi n. 

The best way to begin, if you are saying you are there for the 
both of them and you I re not a judge but someone who works wi til peopl e 
in pain, trying to alleviate that pain, is to do something to demonstrate 
that. You have to resi st the pull for sympathy -- IICan I come in for 
one session and then get my husband to come int We all 1 ive with our 
own anxi ety. \~hat do you do wi th a sui cide threat? The woman will 
generally attempt to do anythi 119 she can to get you to see her alone, 
and she ~as a right; she has a reason; she doesn't bel ieve she can get 
her husband in. She believes he is going to kill her. If you see her 
alone, she tells her story and the anxiety gets diminished. You alleviate 
some of it, and her need to get him in isn't as great. I'm talking 
about resistance or ma intai n1 n9 a homeostasis. W'hat the worker needs 
to say is, "You know, I really think weld be better off beginning as 
a couple. 1I 

Once you get the couple in together, it's very important to let 
them know verbally that you are not on anyone's side, because the first 
thing that is going to come out is: "You know what she did to me?" 
You have to make it clear that you are not the judge or the police and 
that you are not going to take sides. Anybody who works in family therapy 
knows the way itl which the system attempts to draw you in, and you have 
to resist that pu11. 

Secretly. men who beat their wives believe that the situation is 
hopeless. I've heard men say, "I really think I'm crazy; otherwise why 
wot,lld I do a thing like this?" They are afraid to expose themselves to 
a hel pi ng person because they think you may deci de they are. crazy or 
have them locked up. The abuser comes in wi th tremendous rel uctance, 
suspicion, rationalization, and fear, and you have to see those emotions 
as part of the process. Not uncommonly at first, he will lay all the 
blame on the woman J tak 1 n9 none for hi s behavi or. It . must be made 
clear whose responsibility the battering is and that the battering 
can't go on; you have to convey this without sounding punitive» and that 
sometimes is not easy to do. 

When I first started to work with violent couples, I said, liMy God, 
what kind of man is he if he beats his Wife?" I came to understand 
that one has to see his side of the issue also. rim in no way 'saying 
that the woman is responsibl e for the batted ng. No matter what she 
does, the physical abuse is not something she /provokes or is at fault 
for. He is solely responsible for the battering. However, they both 
have to do someth1ng to modify the problem in their interaction. I'n 
give you an example. 
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One of my workers was seeing a couple where the battering continued 
over a year. In our experience, after working with over 155 couples, 
in every case the batt~ring stopped quickly. So this was a rare case. 
The man was sayi ng, II I must be crazy, maybe I ought to get my head exam­
ined," and I thought maybe he was right. Why wasn't the abuse stopping? 

The couple was put behind the one-way mirror, which I feel is a 
valuable training technique, and we took a look at what was going on. 
Several points rel ati ng to their interaction became cl ear. First of 
all, on some 1 evel nei ther one of them was taki ng the ; ssue very serious­
ly. They were very unhappy, and she was getting hurt quite a bit. 
However, there was a way in which they didn't see the situation as one 
of life and death, and she didn't have enough anxiety to work hard at 
making sure the battering didn't take place. Second, agreements were 
being broken. The couple had agreed that he would have a room to himself 
whenever he fel t he was angry enough to hit h.er. If that ki nd of 
argument took pl ace he was to go into the room and wai t until he calmed 
down; then he could come back and continue to fight at that paint. We 
di scovered that he went into the room, but she fall owed him. All sha 
had to do was stay out of the room, that was part of the contract. 
Sometimes it's that sili1ple. You say, IIStay out of the room,1I and she 
says II Okay , 1111 stay out of the room." 

Often it's more complex than that, because you are dealing with a 
change in the system and you have to uncover the reason why ei ther one! 
of them is not following whatever treatment plan is being devised to 
help modify the situation. 

There is a further requi rement, and I 1 earned it in my work wi th 
adolescents ... - they're wonderful; theyll1 tell you whatever they feel. 
I think it's very val uabl e to work wi th adol escents for a year, because 
it weeds out the good from the bad; adolescents will let you know if 
you are good or bad. They say, "All you do is talk.1I They're right; 
all we do is talk. And that isn't enough; there has to be action. 
There particularly has to be action when you are dealing with life­
threatening situations like batterfng, because if there isn't actioll, 
the woman m1 ght be dead before you g~t to the therapy. You have to 
develop specific techniques to get the battering under control. You 
a1so have to be real1stic. So, the next step has to be exploring some 
other way to modify the abuser's behavior. 

Lots of people have lots of theories as to why men beat their wives. 
I think everyone in this room has feelings of aggression, and when welre 
angry we th1 nk of all ki nds of thi ngs we caul d do to the other person, 
and those often border on murder. I mi ght thi nk about shooti ng the bus 
driver, cutting him up in little pieces, slashing his face; I don't do 
it, however, because I know that's not acceptable. Instead, I fantasize 
or channel my aggression in a more acceptable way. The problem with 
abusers is that they don't control the impulse to strike out; they respond 
to it. Part of what they need to do 1 s 1 earn 1mpul se control. It I S not 
a hard thing to teach. The only problem is that it has to happen at the 
moment. 
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One of the best aids for learning impulse control is a hotline, 
where a person can call up and say, \111m so angry I'm going to call that 
M. F.," or whatever. The person on the hotl i ne shoul d be someone the 
abuser can turn to easily. If you can't develop a hotline. then there 
are some other ways for you to do it. 

One method is helping the person imagine ways of controlling the 
anger or venti ng it el sewhere. You have to ask the person what he sees 
as effective, and get him to agree to do that when he is angry. If he's 
resistant to such imagining, the approach can be frustrating. 

In any event, you have to ask the coupl e what they feel they can 
do. You have to e1 icit the woman's cooperation. She has to agree to 
the treatment plan, and if the agreement is broken, as with the couple 
who misused lithe other room" technique, it has to be agreed upon again. 
The contract has to be reestablished. This happened with another couple 
I treated. Although they'd agreed that he could leave the house when he 
fel t too angry, she waul d block the door and say, "Where are you going? II 
Of course, she got hit again. 

You have to develop a contract. You have to contract, number one, 
that this is a good thing to do, that he wants to do it, that he is 
motivated to do it, and number two, that both peopl e wi 11 make sure the 
contract gets carried out. If the contract doesn't get carried out, 
that is an issue to take up in a therapy session. You have to find out 
why they didn't follow the. treatment plan they had agreed on. It was 
their treatment p1an, not yours. If it wasn't a good treatment plan, 
then you have to change it. 

Another way to build in the immediate intervention is using members 
of a group (i f the man does attend a group) or fri ends. These other 
people will then know the problem and be available for help in terms of 
intervention. Let's say the man calls up someone blJt does hit his wife 
later. At least there has been a delay; he didn't strike out immediately. 
He did something else instead, thereby taking a step toward channeling 
the aggression. 

Most often, when a couple is wi11ing to contract to this kind of 
plan; they follow through on it. If they don't, you have to reevaluate 
it, red1scuss it, and reinstitute itt in another way if necessary. You 
also have to remember ft. That is where the action comes in. When a 
man has been successful in not hitting the woman, it makes him feel 
better, less hopeless; it lets him say, "Yeah, this is possible." She 
feels that too, and it becomes an important piece in terms of modifica­
tion. 

Of course, the coup1 e may decide to separate and divorce in the 
end. That is okay. Whatever they want is thei r decf si on, but at 1 east 
we can help make it happen in a good way rather than a bad way. 

Most of the couples I have worked with have remained in the relation­
ship and the battering has stopped. After the battering gets under 
control, the focus is on the interaction within the marriage. The prob­
lems are the same as in any marriage with problems -- poor communication, 
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lack of trust, the inability to cooperate, etc. All of those issues get 
worked on. Often the men are not very verbal, and part of the probl em 
rel ates to the fact that they stifl e thei r feel i ngs. They need to be 
helped to express their feelings, as well as to cry, which, believe it 
or not, men fi nd hard to do. There are some coupl es who wi nd up spl i t­
ting up, but as far as I'm concerned, they split up after they did what 
they could do to make things better. 

Participant: I have a question. In terms of making a diagnosis 
over the telephone, as far as determi ni ng whether coupl e therapy is 
the best choice, how do you judge the woman's information? Do women 
exaggerate often, making it hard to say, liYes, bring your husband in?" 

Janet Geller: I haven't found it to be that difficult. 
on your criteria. For me, psychosis, a primary problem of 
and a serious chance of the woman being killed if she tells 
only criteria for not advocating couple therapy. 

It depends 
alcoholism, 
him are the 

I didn't talk about the relationship between alcoholism and wife 
batteri ng, but one question you have to ask i niti ally is: "Does your 
husband drink?" "Yes, he drinks." IIDoes he drink a lot?" You have to 
really embell i sh and e1 aborate on a question 1 ike that. IIYes, he dri nks 
a lot." "Would you say that he's an alcoholic?" Now, some women deny 
that, because alcoholism is a no-no in our society. Then you have to 
ask what happens to him when he drinks. Then you ask whether the batter­
ing takes place when he's drunk. "Yes." "Does the battering take 
place even if he is not drinking?" If the woman says yes to that ques­
tion, you know YOulre not dealing with a primary problem of alcoholism, 
but a secondary one. If it's primarr, then the chances are that the 
battering will take place only when he s drinking. If it is secondary -­
he is beating her whether or not he is drinking -- I would say it is 
treatable. Once you get him in, you may also want him to enroll in an 
alcoholism program. However, I wouldn't consider someone hitting his 
wife whether or not he's drinking to have a primary diagnos'fs of alcohol­
ism. You can be wrong; you can miss on the few. 

As I understand it, the definition Alcohol ics Anonymous uses for an. 
alcoholic is someone with impaired functioning. If a man hits his wife 
when he 1$ drinking, then that is an impairment in functioning. There 
are some you have to ask more questions about. Has he ever been hospital~ 
ized? Has he ever seen a psychiatrist? Has he ever taken any medication, 
and what kind? Val fum is not a psychotic medication, but Thorazine or 
Stel1azine indicates some psychosis. You ask several different questions 
that relate to the same statement. 

In terms of "he'll kill me/ you also have to ask a number of ques­
ti ons to develop a di agnosis. And you have to 11 sten to the answers. 
If you say, "Well, it sounds to me as though a good thing to do is bring 
your husband in," and she replies, "If I even told him I'd made this 
call he'd kill me," you believe her. But: "T. don't think he'll come." 
"What if you told him you'd called me and I said you have to bring him 
in?" "Well, he wouldn't like it." This reply is different from, "If 
he knew I'd placed this call, he'd hit me." 
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Sometimes you miss. You can't get it 100 percent, but if you 
develop the questioning in a very careful way, you can get a lot of it. 
And if you are wrong, you can al ways change it at some other point. In 
my expel-ience, though, you generally get the situation pretty accurately 
or accurately enough to determine an initial treatment plan. You can 
always saf€!guard it by saying, 1I~/el1, youlre telling me that if your 
husband even knew you'd called, held kill you. So, I guess what youlre 
saying is there ' s no way you can get him in,right? We can see you in 
a group, we can see you by yoursel f, but I want to make it cl ear to 
you that unl ess he comes in there is no way I can get him to stop 
hitting you. 1I You have to ask those questions and spell out what the 
implications are if he doesn't come in. 

Louise Garin: lid like to speak briefly about the alcoholism. 
live done a lot of work with alcoholism. In my experience, live found 
that in treating alcoholics who are abusers one must approach the 
alcoholism first. If you begin tr'eating the alcoholism and treating 
the marital problem at the same time, I find you have much less success. 
Alcoholism is a disease of such magnitude. The less stress put on that 
individual at the early recovery stage, the more success there will 
be later on. 
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Working With the Abuser 
Shelley Garnett, C.S.W. 

Phyllis Frank, M.A. 

Ph~ll1s Frank: I hope the infonnation we have to share with you 
today a out "Working With The Abuser" can be enlightening, and I would 
.1 ike to tal k about the programs we have developed in Rockl and County for 
abusers. First, however, Shelley Garnett will speak. 

Shel1et Garnett: I am Director of Social Services, "Abused Women's 
Aid in Cr~s s, 1n New York. Our program for the batterer is a psychiatric 
therapeutic model for individual males who are either sel f-referred or 
have been referred by a correctional facility. 

When I speak of sel f-referred mal es, I do not mean those who are 
court-mandated. These are. men whose wives either are in treatment at 
the agency or whose wives may say, "Thi sis the pl ace to go. II They may 
be men who see our public service announcement on television, or who 
write and call up to come for treatment for themselves, with or without 
the wife. In most cases, they do not bring the wife; they come" for 
individual services, these professional or working-class men. 

They are from all ethnic backgrounds, from the age of 26 to 71. In 
fact. the median age is 35. They are stockbrokers, correctional officers, 
police officers, social workers, lawyers, draftsmen, bus drivers, payroll 
clerks. They are all working, in other words. 

Most of the assaul ts, the crimes they commi t upon thei r spouses, 
occur about 2 days before they call the hotlines. These are the kind 
of men who, if they went to a di fferent ki nd of mental heal th facil i ty, 
would walk in and be misdiagnosed, if you didn't ask them about abuse. 
Facts don't help. Very often, in an initial interview~ if we didn't 
ask questions, they wouldn't tell us about the violence. They would 
tell us a little bit, maybe. These are the kinds of cases who go to 
di ffererit agencies; most of these men, after a time, defect from these 
agencies and finally end up with us. 

Most of the men we see have a very deep underlying depression, 
with severely impaired egos. They almost always have a problem with 
anger control and an inability to resolve conflict. So the man is left 
with a limited sense of self-esteem, resulting in the release of aggres­
sion. Our basic fonnul a therapeutic model is that what we are dealing 
with are males who have aggressive personality disorders. 

These are not substance abusers, because we do not see substance 
abusers. They are not men with long histories of mental illnesses. 
But they have very 10n!J histories of severe depression, and what underlies 
our model is that one has to get at the depression in order to stop the 
aggression. 
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Here are some clinical details about this model. 

The aggression protects the ego. The mai n task of therapy becomes 
cl ear when the batterer begi ns to feel and cope wi th the depressi on that 
accompanies any experience of frustration~ All of our men have histories 
of fire setting.or bed wetting. 

These men usually carry a facade of seduction, but underneath they 
are saying, "Don't come too close." Sex plays a very important role in 
such a man's life and he is often aggressive; he always lacks an emotional 
intent in these sexual relationships. The need for sexual relations 
helps to build the self-esteem of the abuser, as well as to get'revenge 
on the woman. 

One of my patients, who is a 44-year-ol d mal e, stated that once 
he got these women, there was no problem in retaining the relationship, 
because the sex was al ways very good. The sex, of course, 1 acked any 
kind of emotion. There was no touching, caressing, or kissing. It was 
just pure sex. This was, in actuality, the reason for his great waning 
sense of sexuality, and also the whole ambivalence he feels in terms of 
the sexual relationship, since underneath he does know that it is empty, 
and lacking. And there is depression along with this realization. 
However, the depression that is maintained there he will not bring 
out; he will not bring up the depression. The anger is surfaced, under­
neath. This theme, in terms of sex, is the hardest for us to deal with. 

I have seen thi s man in treatment for nearly 4 years. It is a very 
long, slow process, and a very costly process. This man would also 
use sex as a means of control. When he finally separated from hi s 
wife, there were things in the household he wanted -- dishes, furniture. 
What. he would do is have sex with her, and she would give him whatever 
he wanted. 

As he became more and more connected wi th hi sown ineptness and· 
lack of love, he stopped all of his rather promiscuous behavior, and 
is now struggling to develop a healthier relationship. In fact, he 
does not go out with women at this point because he is still in a middle 
stage, knowing that the relationships he has had in the 'past are not 
healthy. And he doesn't want to choose a woman like those he has chosen 
in the past. 

Hand in hand with the batterer's limited capacity for delayed 
gratification is his own frustration in relation to his success in the 
working world. All of the men we have seen could probably have achieved 
much more in their work situations than they have. Even though they 
have the intellectual capability. they cannot compete against other men 
in the working world, or they are really deathly afraid of succeeding, 
because if they were to succeed, it woul d mean that they are really not 
as bad as they thi nk they are. They know they are bad because of the 
kind of things they do. 

Also, if they were to excel, this in turn would force them to sever 
the unresolved, almost insatiable childlike need for parental approval, 
and if they were to succeed, they would cut their tie with -the parent. 
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I am not tal ki n9 about adol escent men. These are men who are sti 11 
looking for parental consent in terms of what they are doing. All of 
our men tend to make a parent of the wife. We see it frequen~y -- the 
kind of relationship where you will hear the wife say, 'He treats me 
like his mother," or "He wants me to be his mother; he'd like me to do 
thi s. II The men l s strong need to do thi s goes to a point where there 
is no cl ear boundary or di fferenti at; on between the real parent and the 
projected parent. And all of the anger and rage he was unable to project 
onto the parent gets vented on the wife. One patient told me, after 
almost 3 years of treatment, "I wish I could have belted my mother in 
the mouth, and then maybe I woul d not hi t my wi fe. II • 

Of course~ there is a lot of focus on the mother-male relationship, 
and not enough work has really been done on the father-male relationship. 
And that's what we have really been seei ng as the crux of the prabl em. 
The men I work wi th are deathly afraid of other men, and rel ate them to 
their father. For some reason they were unable to please the father, or 
the father was just not available to them. This is often one of the 
reasons they do not excel in the working world. Excelling would mean, 
for most of these men, doing better than their father did and thus prov­
ing the unacknowledged impotency of the father. This complex is part of 
the problem that we have in getting men into groups. The males we see, 
I thi nk, are really ,not ready for groups. That is why we provide a 
spectrum of services to qo into, because the males we see are nowhere 
ready to go into groups. They know that. 

Part of the reason we have been successful -- and I don't know if, 
thi sis a pl us or no't -- is that we have a number of femal e staff, and 
the mal es who come into the agency waul d much r'ather see a femal e. They 
know that they can use their old patterns of relating to a woman, whereas 
they coul d not use them wi th a mal e. They are really deathly afraid 
the male might see right through their facade. They don't think women 
will. Actually, they really don't want male counselors. Very often 
male counselors will be assigned a male, and during the first two 
sessions, resistance is tremendous to the male counselor. 

Most of the agenc i es in the c'l ti es send referral s to us as soon as 
they know they have a batterer case; the agencies are afraid to see the 
men. Actually t these men are not vi 01 ent when they come to an agency or 
shel ter. All research shows that these men never assaul t the worker, 
unless they are provoked or have psychopathic behavior patterns. There 
is no reason for them to attack a worker. 

Addi tionally, 1 f you remember that these are severely depressed 
people, then they won't appear as frightening. You are not in a position 
where you have taken away hi s 1 i fa or have di srupted the bal ance 1 n hi s 
househol d. If you are a worker at a mental heal th cl'j nic, you are 
there to help anyone who comes needing help. 

InCidentally. more agencies are going to have to start taking 
these cases if the funding does not come down from the state government. 
At present, 1n New York City, the big mental health clinics will not 
see batterers, or battered women for that matter. The agency 1s not 
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ready to see them. And there is a lot to say about the agenc; es not 
befng ready -- agencies do have to be ready. 

I would like to say something about our treatment procedure. 

Lenore Walker, in her research, has said that a bond seems to exist 
between a couple that says, "We may not make it together, but alone we 
will s.urely peri sh. II Thi sis the real crux of it. The batterer needs 
his spouse and, maybe, the battered woman needs him. However, I know 
for sure that the batterer is in desperate need of hi s spouse. Thi s 
knowledge is based on the work we have been doing. 

You must start to establ ish what component functions are necessary 
if you are going to stop violence. 

Furthennore, it is not enough to deal with the pathology; you 
canlt deal with that. You must also look at the act of violence itself. 
Thi sis very di ffi cul t for those of you who use nondi rective therapy. 
We suggest that this work cannot be nondirective. You canlt do one 
without the other. It just doesnlt work. 

For the batterer, along with the need for a projected parent 
figure is the need to keep the spouse dependent, lacking in autonomy. 
While we can treat the woman clearly enough, the male must also be 
encouraged to function independently. Here the need for the wife becomes 
clear, in the fear these men have in being alone. All of our patients, 
upon separation from the spouse, almost immediately got into another 
relationship. 

We tend not to thi nk of men as befng unabl e to 1 ive alone or to 
function self-sufficiently, but these men cannot function alone, and 
they actually need a woman. They think they need a woman. 

What happens is that periodically there is a shift in the relation­
ship, and the male, who is really very shaky underneath and very depressed, 
has a violent eruption, therefore creating homeostasis, where he can 
believe he is really in control most of the time. In truth, he isnlt. 
Treatment thus begins with a look at the violence, and reconstructing a 
healthier sense of self. 

We do not try to sal vage the rel ationshi p. But we do expect the 
violence to cease. We donlt say to the person. II\~OU canlt stay in 
this marriage. 1I Sometimes, actually, we do, but that is not our goal. 
Our goal isnlt to keep the relationship together. We donlt really have 
a goal in terms of that aspect. 

Batterers can and do learn to act differently, because, again, it 
is a 1 earned behav10r pattern. Ins 1 ght-ori ented treatment can be a 
very costly process, as I mentioned before. But it does result in 
personality changes. We look at the forces behind the behavior, and 
less time is spent on the spousal relationship than in most programs. 

The focus in the first session is developing a contract to work, 
based on t~e recognition that the patient has deep-rooted internal 
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probl ems, whi ch are vented aggressively. We present1y make the pati ent 
admit to, own up to, that fact. 

The violent behavior is exposed in an attempt to provide the man 
with an opportunity to begin dropping the facade in a safe environment, 
where he need not fear the impotency or threat of a relationship. 

Most of these men have never had any form of therapeutic relationship 
or psychotherapy. Nor have they ever spoken to anyone about thei r feel­
ings. This process, in itself. will create anxiety. 

A foundation must be 1 aid so that the men understand that, in 
time, the underlying depression will surface. This is the most important 
point I want to make -- that we make it very clear that the depression 
is there; that it is going to surface. And we say that so they know. 

We also appeal to their narcissism: "It1s going to be hard work; 
there are going to be bad times; you know it1s going to be scary, but we 
are going to be here; we are going to work on it. 1I 

Working with skilled female therapists helps to create transference 
with a more adequate female role. And thus it rebuilds that impaired 
relationship. 

Untimely termination always seems to hang in the air, since the 
proc"ess of repairing the ego is obviously a very, very slow process. 
The therapist might be supportive and finn and available to the man in 
times of need. Very often, as a depression starts to surface~ the 
patient wi11 have suicidal tetldencies, or start to Jlact out. II At that 
pOint, you must watch carefully what is going on. 

Very often we will suggest that a pati ent come in at 1 east twi ce 
a week t because we are the external control. We don I t expect that the 
male has the internal controls developed. 

Should someone require medication, we refer him out. We don1t have 
anyone on staff to do that, so when a case develops to that poi nt, 
where it requ1res that, we do have to refer it out. 

When the treatment becomes a 1 iving situation for the patients, 
the depression starts to come out. At this point, very often they make 
a decision to separate and, as I said before, we encourage such a separa­
tion. However, the separation will then cause isolation, loneliness, 
and the impotency they so dread. It. forces the depression to surface, 
as opposed to the aggression they have been letting out all these years. 
You must make an interpretation of the symptoms so the patient doesn l t 
fear a 1 ack of control, or that hi s worl d 1 s changi ng. In essence, it 
really is at thi s stage that treatment is often recommended more than 
once a week, or we refer the patient out. 

This techni que is simil ar ~o the Ganl ey and Ha rri s proj ect in 
Tacoma, Wash., which places abusers in a residential setting. Ours is 
a modified step with the same principles. 
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Focusing on the therapeutic relationship and pointing to the changes 
and the new gratification they bring helps to build the batterer's 
sense of sel f. Hi s work perfonnance gets better, and the choice of 
object relationships is a hundred times improved. Most of these men 
maintain contact with their faillilies, but they do not go back to them. 

That is basically our treatment with the men. 

In addition, I want to tell you briefly about a prevention program 
that we have at Arthur Kill Correctional Facility and Bedford Hills. 
One is a male staff and one is a female staff. Here, we run groups 
and do individual counseling. We run large, open forums to disseminate 
infonnation about domestic violence to get people involved in question­
and-answer periods. We break off afterward into small groups to discuss 
personal problems. We contract for individual treatment when the perso'n 
would like it and we work with the Pre-Release Center, which is an inmate 
co-led project, which works with men 90 days before they go to the Parole 
Board. 

Our purpose behi nd the program is that these men and women are 
gOing to get out and go back to their families. While they have been 
incarcerated, they haven't 1 earned anythi ng new. They haven It 1 earned 
how to communicate. There are goi ng to be tremendous probl ems upon 
reentering jobs and housing. And then there is most probably going to 
be an outbreak of domesti c vi 01 ence in the family. What we are hop­
ing to do in the project is talk to these men and work with them, so 
that when they do reenter J we see the fami ly, we see the coupl e, and 
we see the mal e. We hope that wi th thi s assessment, and by conti nui n9 
to see the families at various stages, the violence won't erupt again. 
That is basically the program. It was funded for this year, and ran 
for a year before without funding. It has been running for about 4 
months and. hopefully, at the end of the year, we will be coming out 
with material on the modality and how to start a program. We have been 
seei ng some wonderful resul ts from the program, and it is my feel i ng 
that no one is hard to reach. You have to be ready and willing to reach 
out to them. 

Participant: Father Vincent Gere. Brooklyn Catholic Charities. 

If insight therapy is so costly and long-term, are there other 
treatment modalities that may be indicated? Particularly, what is the 
rate of success with group therapy? 

Phyllis Frank:' I don't think enough programs have been in operation 
long enough to have an answer to what the rate of success is. I think 
the programs are first being developed to focus in on men who are viol~nt 
against women and their families. I think it will take some time before 
we can figure out what the percentage rate is for people who get better. 

Shelley Garnett: No matter what programs males go to, there is a 
success rate. Everythi ng works. Treatment service is the 01 dest pro­
gram; it is 5 years 01 d, and wi th mal es. I have been seei ng peopl e 
3-1/2 years and I thi nk 1 was one of the fi rst peop' e in New York Ci ty 
to see a male. 
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Phyllis Frank: The Volunteer Counseling Service of Rockland County 
has been in operation for 10 years. We serve a population of resistant, 
hard to reach cl ients from Family Court and the Probation Department, 
as well as referrals from other agencies and from individuals. Therefore, 
for 10 years, we have had experience with people who have been referred 
because of violence within the family. 

During this time we were finding ourselves dealing mostly with 
women victims. When men would be referred, they might come once or 
twi ce, or not at all. But in 1 arge part we were not servi ng mal es. In 
serving the women, we began to realize that there was a scarcity of 
concrete services for domestic violence victims. 

Our awareness of domestic vi 01 ence grew in the early 1970s. By 
the middle of the 1970 l s we had developed an effective model for counsel­
ing and assisting women victims. In addition, we were working toward 
establishing a shelter in Rockland County, a must service for the care 
and safety of the victims of domestic violence, women and children. 

In the development of the model, we became cogni zant of the fact 
that we were dealing with women who were 100 percent responsible for 
their own behavior -- and sometimes that was reprehensible behavior. 
But we were not seeing the men,who, we believe, were 100 percent respons­
ible for their behavior, which is the violent act. It was obviously 
important for us to fi nd a way to get to the men if we were goi ng to 
stop domestic violence. Since they were not volunteering for services 
of any kind, we needed a way to force them to come in. Luckily, we had 
a supportive Family Court judge who was willing to mandate men into an 
educational workshop ~- which we would O~si9n. 

For example, when a woman brought a man into Family Court accusing 
him of a violent act against her, the judge could order thi.s man to 
attend a spouse abuse educational workshop, in the same way judges 
woul d order someone who was pi cked up for drunken dri vi ng to attend a 
course on drinking while intoxicated. That was our leverage to get men 
into the program. 

. We felt at that time that~ if a judge ordered a man in for a year, 
it was so long that we might never see him. We decided on a 6-week 
design for the course, because it felt long enough to effect something 
and short enough so that the abuser, though he mi ght be hostil e and 
angry and resistant to attending, would see an end in sight. 

At the beginning of the program we confronted participants with the 
illegalities and damaging consequences of their violent acts. We found 
out very quickly what minimization and denial meant. If we didn1t know 
before, we found out then. If we were going to build our workshop on 
the premise that we were goi ng to confront him wi th hi s acts, 6 weeks 
weren't enough to convi nee him or get him To admi t tnat he had done 
anythi ng. And in fact, an Order from the Fami ly Court often did not 
mean it had been proven that he had commi tted that act, just that he 
had been accused. 
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We clearly remembered our title! We were an educational workshop. 
So, instead of spending our time confronting the man with the illegalities 
and damaging consequences of his act, we redesigned, and began to confront 
the illegalities and damaging consequences of violent acts. This clearly 
became an educational workshop, with two main goals: The first goal 
was to stop domestic violence. That is why we were doing it in the 
first place. Our second goal was, within this 6-week period, through 
our teaching about the illegalities and consequences of violent acts, 
to encourage thi s perso n to entertain the idea that he mi ght need some 
ongoing assistance in the process of changing his behavior. 

We had 6 weeks to motivate him to continue to receive service, and 
we did this in a number of ways. 

The ill ega1 i ti es are spell ed out very cl early in the workshop. 
That means that we have to understand the current ,1 egal processes, and 
the legal consequences if someone gets arrested or if the police come, 
or if someone reports him. 

We also clearly delineate the damaging consequences on thr'ee dif­
ferent 1 evel s. 

1. We talk about the damage and consequences to the person getting 
hit. That's pretty obvious and not very new to anyone in the workshop. 

2. Less obvious and new to some of the men who have participated 
is the fact that violent acts within a family are always damaging to 
the children. We make it clear that it is damaging to those children, 
whether or not they are present when the vi 01 ence takes pl ace; whether 
they are only wi thin earshot; or whether or not they are home. If a 
violent relationship exists, children who live within that family are 
damaged by it. Many of the men who have been through the workshop are 
very cari ng, and have concern about thei r chil dren. When th'j s damage 
to children has been pointed out, it has sometimes been the hook to 
getting the man to want to continue receiving some kind of help. 

3. Last, and hidden from most of the men, is the fact that violent 
behavior is damaging to the person who is committing the violent acts. ,. 

We have been f n operat10n for a year, and we are about to begf n our 
seventh workshop. We have not been in operation long enough for me to 
tell you what the batterer looks like. But we are beginning to get a 
sense, as men come through, that we are dealing with a wide variety of 
people, representing a cross-section of race, religion, and socioeconomic 
status. So far, we are dealing mostly with batterers who come through 
Family Court. That means we are touching only the segment of the popul a­
tion that is using the Family Court for the problem of violence within 
the family. 

We use discussions and a media presentation. We talk to the men in 
the roan and educate them in the areas I have already mentioned. 

In addition, we tell participants what is going on in the community 
in tenns of family violence. We 1et them know that the films we are 
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showing to them are being shown to clergy, to policemen, and to students. 
We tell them that attitudes toward family violence are changing. 

We acknowledge clearly in the workshop that men work and live in a 
. society of pressures, and that we are all victims of that societal pres­
sure. 

We expose sex role stereotyping. We align with the men in the 
workshop, while never condoning their violent acts. We make a statement 
about the inappropriateness of violent family acts. 

We hope, and we indicate it to the men, that should they be involved 
in committing acts of violence, that someone --' their wife or mate -­
will call the police and they will be confronted by a policeman who no 
longer has stereotypical attitudes toward batterers, who will not say 
to the wife, "Be good, II and then 1 et the husband off. We wi 11 1 et them 
know that we are working hard to make sure that those changes take place. 

We let the men know that they deserve and need services to help 
them through difficult times. 

Some of the following statements have been made by men who have 
been forced to attend the workshop: IIHow come we're here and the women 
aren't? This;s a woman's world; women get away with everything; how' 
come they're not here?" We respond: "There are women l s servi ces allover 
the county. Isn't it about time there is a service for men?" We turn 
around the negative thinking, and let them know that they deserve service 
as well. That becomes one of the themes of the group, because by the 
fourth session in the workshop we are beginning to indicate to them 
that help is available in the community for men. 

We start letting them know where that help is. We spend the last 
three sessions educating them as to what is outside, and letting them 
know we will facilitate their getting in touch with an appropriate 
ongoing program, be it for subsequent abuse, be it for counseling in the 
same agency or a mental health center. 

Incidentally, I think it is very interesting to note that many of 
the men coming out of early workshops wanted to contfnue in a group 
format. Something good was happening for them. 

We canvassed our community and found no appropriate community 
men's groups. The Volunteer Counseling Service response to the needs of 
these men was the development of a self-help group, MOVE (Men's Ongoing 
Voluntary Exchange). Male volunteers were recruited and trained to act 
as group facilitators. This men's supportive discussion group deals with 
the issues of family dynamics, sexual stereotyping, the difficulties of 
being male in a changing society, the fear of finding one's own power, 
discovering better ways to communicate,etc. 

Our men's program cannot, I believe, exist in a vacuum, because if 
we are saying that the world is changing, we have to be doing the work 
to make sure the world is changing. Therefore, the Domestic Violence 
Project of the Volunteer Counseling Service has five components: 1. 
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the men's groups -- the spouse abuse educational workshop and the ongoing 
voluntary exchange; 2. individual, couple, and family counseling; 3. 
data gathering and research in the area of domestic violence, and program 
evaluation (Dr. Beverly Houghton will present some of the evaluations of 
our first year of operation); 4. presentations on the subject of 
domestic violence to any high school, junior high school, or community 
group that will let us speak on the subject of domestic violence; 5. 
improvement of the domestic viol ence service network. We will give 
techni cal assi stance to all mental heal th faci 11 ty workers, attorneys, 
police, nurses, doctors, etc. who give direct service to victims and 
offenders in family violence cases. I don't think any of these services 
can exi st ina vacuum. I thi nk there is communi ty effort that needs to 
be made to make it possible for a men's service pr"ogram to exist, and 
for men to be referred to it. 

Beverly Houghton will speak about some of the eval uations of our 
operation. 

Beverly Houghton: The men in our groups really do fi t the overall 
profile of Rockland County residents in terms of race, background, and 
so forth. Most of the men are in their 30's . 

. A 'frequent question raised about batterers concerns alcohol involve­
ment~ We ask questions on our questionnaire about alcohol and we look 
at the court records that come with the referral forms, which come with 
the men from the court, to see if there are any men who are involved 
with alcohol. We discovered that a possible one-third were involved' in 
alcohol, which corroborates evidence heard this lJlorning, which is that 
not only drunk men beat their wives. 

At the end of the fi fth workshop, 51 men had been referred to our 
program from one source or another. 

Of these, about three-quarters come from either Family Court or 
Probation -- that is, they were Family Court-mandated after proceedings, 
or had been referred by the Probation Department before they came to the 
proceedi ngs. Four men were referred by the Justice Court. Two came 
because their wives had to go to a shelter; two came from individual 
counseling programs; and two came on their own. We did not find a 
tremendous di fference between those mandated to appear and vol unteers 
as to whether they stuck with the program. 

Of the 51 men who were referred, 34 have participated in at 1 east 
one workshop session. 

Since the end of the workshop, we have maintained contact with 25 
of those men. The 9 we have lost moved aWqy, jOined the Army, cut off 
their phones, or otherwise disappeared. 

Of the 25 we have maintained contact with, we can tell you a 
little about what happened. We have two criteria of success at the 
workshop. One, did the vi01ence stop? The second is, have we got them 
referred to further service? We know we are not gOing to make a 
total impact in 6 weeks, and we want them in somethinq 'else as fdllawup. 
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In tenns of violence, of the men with whom we have maintained 
contact, 20 men, or 80 percent, have remained violence-free during the 
period of followup, which is calling every 6 weeks and talking to them 
about how things are going. The followup 11m referring to here is 
from July to November. 

Of the men we have followed up, 17, or 60 percent, are in some 
kind of therapy. 

What we are also finding is that some of the men -- those we thought 
we had lost contact with or those still in contact but not in continuing 
therapy -- are comi n9 back to us. They thought everythi ng was okay. 
They started trying to go it on their own, but when it came to a crisis, 
they came back. I think three to four have come back at a later time, 
after going to the workshop. 

We asked a question at the beqinning of the workshop about whether 
the men wanted to be there, whether they wanted to change their patterns 
of dealing with their wives, and whether they were angry at being put in 
the workshop. We take that as an index of moti vati on. We fi nd that 
that index of motivatf on does not make a di fference in whether the men 
stick and it does not make a difference in the success rate. In fact~ 
something like 80 percent of the men who initially came in saying they 
didn't want to make a change were indeed changed, and remained violent­
free in the foll ow-up period. The workshop does appear to be a major 
force in changing the behavior of men who originally saw no need to 
change. 

. Phyll is Frank: I woul d 1 ike to add that as a resul t of thi s program, 
Governor Carey signed into law legislation that clearly empowers Family 
Court judges in the State of New York to mandate educati onal workshops 
for men who are accused of violent family acts. Therefore, if any of 
you are from New York State, and if you have the abil i ty to start up 
this kind of program, and have a connection with a men's group, a co~nsel­
ing service, or a church, and you 1 et your Family Court judges know 
that you are aware of their ability to mandate men into the program, 
you m,ight begin to be able to have this kind of project in your own 
area .. 

Participant: Did you get any sense of the relationships breaking 
up or staying together? 

Beverly Houghton: I don't have specific numbers on it. 

Phyllis Frank: Looking at the overall picture of Rockland County, 
I think that a greater number of couples are choosing to remain together 
than we would have liked to think about at the beginning. People are 
stayi ng together more often than we origi nally expected to fi nd -­
certainly from our shelter. 

When we are deal1n9 in a workshop wi th men who are separated, 
they may call and say, "But I have 1 eft my wi fe; we are not 1 1vi n9 to­
gether at~Y more and I don't have to come." We will respond with, "All 
the more reason to come. II Anyone who is go1 ng through a separati on or 

93 



divorce, even afterward, is going through a tough time and this workshop 
can be very supportive and helpful -- it is for the person, not the 
relationship. 

Beverly Hou~hton: Let me corroborate somethi ng. Jennifer Baker-
Fleming stated t at "violence does not stop with separation," and accord­
ing to police records in Rockland County, 40 to 60 percent of the domestic 
violence calls are from nonmarried couples. Something like 18 percent 
are from divorced or separated coupll~s. We have cases on record in 
some of the pol ice departments of women whose ex-husbands have violently 
harassed them for 5 or 6 years ~- sometimes maki ng as many as 30 to 40 
calls in a year or virtually weekly. Separation is no reason for men 
not to go into a program. 

partici~ant: Chuck Hoffman, Bronx Adult Supervision, New York City 
Department 0 Probation. I co-led a group of battering men in Queens 
Family Court for a number of months. A real difficulty in any court­
mandated program is a matter of enforcement and engagement, because 
you are dea1ing with a very resistant client population. The kind of 
client population you have been talking about sounded unbelievable to 
me, since, in my experience and from what I have read about other 
people with client experience, sustaining these men in ongoing programs 
has been an overwhelming slow experience. If courts mandate that people 
have to be i nvol ved in therapy, or some form of treatment/educa­
tional workshops, how do you enforce that if they don1t come? 

Phyllis Frank: The Probation Department is an arm of Family Court. 
We go in knowing that all Probation Departments are overworked, under­
staffed, underpaid, and so on. When we get a referral we \l/i11 begin by 
immediately writing a letter to the man, letting him know that he has 
been referred and that he will hear from us as to the startup date. If 
more than 2 weeks go by, we wi 11 wri te a second 1 etter remi ndi ng him 
that we know he is still out there. We encourage interim attendance in 
The MOVE group. Still, again, we will write him a third letter and we 
wi 11 car, him to let him know that we are there to answer any questions 
he might have. 

If we are going to wait for these men to come, we are not going to 
get them. 

If the man referred still does not come in, we will follow up 
after two sessions, and after three sessions we will pretty much admit 
we didn l t get him. At that point we will send a report back to the 
referring source, indicating that we didn1t get him. What is happening 
today is that the Family Court will sometimes stronglx urge him to 
come, and sometimes they might give him a call and say, ·You better get 
over there or we will take thi s intO' court." Sometimes that is enough to 
get him to come in. Of course, if the wife no longer complains about 
additional violent acts, he may fall through the crack. What we are 
in the process of doi ng now is fi ndi ng the appropri ate cases to put a 
violation on, and the end result of that violation can be incarceration. 

The fact that referral s do come through the Family Court has made 
it possible for men to participate in the program. I wish we could 
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help every single person, but I am going to emphasize that we are reach­
ing some of the court-mandated referrals. 

I encourage these programs to start up, wi th 1 ess worry about the 
ones who get through the crack, since we are doing a job on the ones 
who don't. 

Contempt for the court has existed, and that is clear. People 
treat the court contemptuously when nothing happens, and that is an 
ongoing problem we are attempting to resolve. But it is not a problem 
that is seri ous enough to say, II Scrap the program. If That is a probl em 
to be worked out while the programs are being developed. 

Shelle~ Garnett: We don't write letters to people and we don't 
encourage t em to come in, but we have hund'reds of men comi ng in -­
doctors, attorneys, teachers, and social workers. They don't want to 
go to clinics, but they are coming to these agencies because they batter. 
The men's groups in New York City are just starting a Batterers Anonymous. 
We did one newspaper article and we got calls flooding the hotlines. 
So, again, r always ask what the agency's outreach is. Is the agency 
ready for the program it is attempting to start? 

I think that we have an agency that is responsive, and a staff that 
is responsive. Programs don't close up fo." lack of clients; they close 
up because they don't get funded. 

Phyllis Frank: There are hundreds of people who wanted to come who 
aren't ready, in addition to the people who are. 

The more exposure this problem gets, the more voluntary participants 
will come forward. The response to this problem is lending credibility 
to batteri ng as a, probl em that needs addressi ng. We have found men 

'calling our programs, saying, "I have heard of you and though I am seeing 
a psychiatrist or a therapist, I don't know if my problem is being ad­
dressed, and I hear you do good work with batterers." 

Part; ci pant: Sydney Schwefd, Long I sl and. Jewi sh-Hi 11 s1 de Medical 
Center. 

I wonder whether or not something like family counseling is a way 
to help these types of famil 1es. 

Shell ey Gar'nett: Eugene Fl ynn is a family therapi st, and he is 
working in our present program, which is aimed at getting the families 
together. We haven't done it a long time. 

Participant: From what I am finding, there isn't much work using 
family therapy as a modality to deal with this particular problem. 

Shell ey Garnett: When we started, everyth1 ng was, "Get the woman 
into a shefter." Nowadays, there is a duality situation; sometimes it 
is the shelter and sometimes the counseling. 
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Or1 g1 nally, I worked on the intake for the women goi ng to the Henry 
Street Shelter, and most of the women I saw really wanted to have some 
kind of cOOlmunication with their spouse. They wanted the shelter but 
they wanted some kind of communication too. They didn't want to leave 
their homes. At that time, there were no mediating centers. No one 
looked at the family; no one cared about the male; no one said anything 
about helping the male. Forget it. It was just unheard of to do that. 

So, that is when we looked at the problem. We said, "There is a 
battered woman, and there is a battered man." I think you are going to 
see more and more family work being done and more and more couple counsel­
ing being done, where, in the beginning, there wasn't anything. 

There has been so much care given to not call i ng back the victim, 
blaming the victim, or suggesting couple counseling and therapy. I 
think that the early movers of the domestic viol ence movement wanted 
to get away from that, as a way of protecting the victims. However, I 
think that the professionals are now becoming conscious that any method 
of therapy or counseling can be used appropriately by someone who knows 
how to use it. 

Participant: In White Plains there are two family institutes. 
Can you work out somethi ng with them, where they really work with the 
batterers very di fferently in terms of assi stance, wi th whatever ki nd 
of problem? Can you start up this type of program? 

tarticipant: We are trying to. 

Shelley Garnett: We have been around to see how the movement 
progressed, and I don't want to be demeaning about. this, but the people 
who started were not professional people. There were people who took a 
stand, and it diluted their purpose to worry about the male, because 
they wanted changes in the society. They had to look at what was gOing 
to work, and women were, are getting killed. 

Sometimes, in my agency, we forget about what we are doing because 
we see nice cases. We see people like those here in the audience; every 
once in a while we have a bad case guy. So, yes, we forget. 

When I started talking about treatment for the men, somebody would 
always say, IIWhy are you doing that? Why are you talking about that?" 
No one was giving money. 

Someone will say, "What about the battered man?" We see battered 
men. We don't turn them away. They have the same symptoms as the 
women. This whole area of concern is a growth process, and more profes­
sional people are getting involved. I think the early people were really 
committed -- not that we aren't, because we are -- but they looked at 
one perspective, and it was moving. 

Participant: Jack Cole, Battered Persons Resource Center, New 
Jersey. Another good reason for involving the men, and the reason I 
swung around to working with them, is that, in my experience, we'd get 
one woman away from a man, and 6 months 1 ater get another woman away 
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from him, and 8 months 1 ater get still another. We have some men who 
hae gonE:: through a hal f dozen women, and we have got to stop thi s. 

Shelley Garnett: All my patients had three or four, and they will 
continue if they don't get some kind of service. That is why when I was 
given one case, I was so pleased that he had not made a choice, because 
at least he was looking for the right choice. 

Phyllis Frank: Should a man go through the workshop, and should he 
and his wife want couple counseling, we make that available in the 
agency. 

However, we do make a statement that we wi 11 not treat coupl es in 
couple counseling if there is ongoing violence within that relationship, 
which means if there is a violence interaction during the course of 
couple counseling, we will break up that couple counseling and see the 
two people individually until such time as we renegotiate and see that 
the violence will end. We are saying that a relationship cannot be 
\'/orked on while there is violence ongoing; that his problem of hitting 
must be addressed immediately and that we will teach methods of stopping 
it right now. Then we will work toward getting a couple together again, 
if that is what each spouse wants. 

I would also like to mention that all of the couple counseling 
done at the Volunteer Counseling Service is done by well-trained and 
supervised volunteers from the community. All of the workshops are run 
by trained and supervised volunteers from the community. So, when we 
talk about funding these programs, in our present political and economic 
state one might want to think about the possibility of having these 
well-trained and well-supervised volunteers, who do, in my estimation 
certainly, a professional level of work. 

Participant: It sounds as though the kind of client you work with 
is particularly one who would fit into the common drum of the average 
young, attractive, verbal, intelligent society case. How do you work 
\vith the majority of clients going through the agency (AWArC) who are 
young, black or Hispanic, and not particularly verbal? 

Shelley Garnett: They don't come to us. There are blacks and 
Hispanics referred, but they don't contract with us. They take one look 
at the agency, go through the initial interview, and don't come back. 
That's okay. r have a small staff. I turn away more than a few people, 
so it is fine with me. I can only service what r can service. 

The truth is, we doni t get bl acks and Hi spanics. That has to do 
with the location of the agency and the image we have, the kind of radio 
or television coverage given. 

We charge a fee on a sliding scale and we don't get immediate 
reimbursement. We do see persons who are unabl e to payor who are on· 
pub 11 c assi stance. and we doni t charge a fee. But we have a defi n1 te 
population. I always stress that. Not because we don't want to see 
bl acks and Hi spanics, but because we are not seeing everyone. We see 
whom we see. 14e have sel f-referred and very motivated peopl e. 
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Participant: What ki nd of representation WOIAl d be from peopl e who 
are predominantly bl ack or Hi spanic. or who might have nonverbal tenden­
cies to act out angry or passive behavior? How many go through the pro­
gram in Rocklanc County? 

.!:..hyllis Frank: We have a percentage of people who would fall into 
that category. The biggest probl em we have with non-Engl i sh-speaki ng 
people and illiterates is the questionnaire, and we are working hard now 
to get volunteers who are specially trained in this area" We will work 
with anyone we can, to get them into our program. 

It is my bel ief that there will be some way to communicate wi t:-; 
any client who is referred in, and we are willing to bend our way of 
worki ng with them. We are here to service the community. We are not 
here to pick those who fit into what '.lie would like to work with. 

Beverly Houghton: I might just add, looking at the statistics, 
that a person who is more likely to stick with the program and participate 
in a large number of sessions would obviously be middile-class, edu­
cated, and employed. 

On the other hand, of these 25 out of the 34 whom we have been able 
to follow up, one of our biQ~est successes in terms of sticking with the 
therapy after the program was over was a Hispanic fellow who COUldn't 
answer the questionnaire at the beginning. We have had similar successes 
with a number of other semi-illiterates. The people who could bare"'y 
spell their own names, the people who had resisted initially, are for 
the most part the people who made it through. 

Shelley Garnett: Our particular model (AWAIC) is geared toward 
peopl e who are motivated for therapy. It is very important to them, 
as I said before. 

I did a workshop 2 weeks ago at Columbia, and one of the participants 
said, "It is all fine with me, but you try and get my agency to see 
viol ence-prone indi vidual s." Where there are agencies like that, you 
have to almost teach the agency to be receptive. It annoys me that 
there are still agencies wanting to refer their cl ients out, saying, 
IIWe don1t know what to do with them." There is no reason for that person 
to be referred out, especially if there has developed a prior relationship 
wi th an agency wo rker. 

Participant: Our agency has five mental heal th centers throughout 
Brooklyn and Queens, and in one of them I am treating a fellow who is a 
spouse abuser. 

What source of funding does the Rockland agency have? Is it 
county, State, or Federal? 

Phyllis Frank: The Domestic Violence Project of the Volunteer 
Counseling Service of Rockland is currently funded by ACTION. We have 
been getting some funds from organizations Qnd donations but, certainly, 
after this year of operation, we will have to find alternative sources 
of funding, and that is going to be extremely difficult. 
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What we have to do is get this program integrated into the community 
so we can look for local and State funds. It is a program that can 
exist as a model, so that projects like this can be created where there 
is a desire. We have already gone to the State legislature, since the 
Fami1y Courts ul timately are empowered to refer the men out to communi ty 
agencies. 

We have got to start programs, and at the same time we are contin­
uing our educational workshops. We have got to help. raise ~he level 
of consciousness of the mental health workers in the canmunity regu~ding 
domestic violence so there will be additional places for the men to be 
treated. This is why we try to keep up the dialogue. 

We have been fortunate to have all the workshops 1 ed by mal e/femal e 
co-leaders. In some cases, we have a husband and wife team as co-leaders. 

/.. i nda Lyon Bern co-l ed two of these workshOps wi th her husband, 
Elliot, modeling a heal thy marital rel atfonshi p. 

Shelley Garnett: My agency is a private .nonprofit organization. 
We rely on volunteers. . . 

I supervised six M.S.W. students, who make up the core of our center, 
and all the peopl e on staff are vol unteers. We have two funded projects. 
One is State-funded, which we received for the Batterers· Rehabil itation 
project we got this year, and one grant was for a training project. 

Funding is not easy to get for these programs. Everyone is out for 
the funding. And looking for funding is exactly what it says -- looking 
for fundi rg. I know the popul at1 on in general is not shell 1 ng out doll ars 
for battered women. We are going to start sho#ir.g children with dramatic· 
looks on their faces so that people will give money. The money situation 
has been horrendous in terms of State funding, and we don't believe 
it is getting any better. 

Ph~l1 is Frank: Start1 ng men I s groups is tough. You have to fi nd 
men to run them, who are willing to commit their time and energy. Let 
it be known in the community that you are doing this work. I encourage 
you to start somewhere, a~where, and make it public that this issue is 
being addressed. 
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The Impact of Abuse on the Family 
Kathryn Conroy. C.S.W. 
Barbara Gordon, M.D. 

Kathryn conrof I am currently the Director of Preventive Services 
for the sisters 0 the Good Shepherd Residences, Inc. I am an adjunct 
1 ecturer at Hunter Coll ege. I was one of the foundi ng members of the 
Board of Directors of Women's Survival Space -- the Center for the Elim­
ination of Violence in the Family. And I was cofounder of the Safe 
Homes Project. 

The interest I have in battered women emerged from my experience 
as a chil d care worker for numbers of youngsters who were sent away 
for acting out in their attempts to get out of dysfunctional family 
units. In social work school I did a lot of organizing, and in organiz­
ing I developed a program that answered a need. This program has 
become the Park Slope Safe Homes Project. It is the only community-based 
program in New York State that offers counseling, advocacy, hotlines, 
and safe houses in a particular neighborhood. 

I have five poi nts or concepts that I am 1 i terally go1 ng to march 
through in presenting what I feel is crucial information for understand­
ing the effects of wife abuse on fami1 ies and the kind of fallout that 
the other people in the family go through. l am also interested in the 
repercussions that arise from issues concerning the place of women in 
society, women in the family. 

Concept 1. One of the critical issues is isolation, and it is an 
issue around which we have formulated all kinds of catchwords like 
systems, networks, supports, resources. We still, within these catchwords, 
do not identify the psychological, emotional, and sociological problems 
involved in wife abuse. A major premise for me in working with battered 
women is that if we don't deal with the isolation, we don't deal with 
the problem. 

There is an obvious eycl ical process between abuse and i sol ation 
that must be dealt with. As the woman is abused more and more, her 
lack of self-esteem is aggravated, her sense of dignity is diminished. 
The bizarre situation she finds herself in enhances her feeling of being 
alone in her problems, that there is no one who cares, that she is the 
only woman faced with such a horrifyi ng s1 tuati on. Not only is she 
afrai d; she is embarrassed as wen. How can she share her secret wi th 
anyone e1 se -- waul d anyone even be ab1 e to understand? Thi s enhanced 
sense of isolation leads to greater frustration, which, in turn, will 
most likely tend to aggravate the abusive situation. 

No matter how much counseling you do, if you don't hook up a woman 
with someone she can call, either in an emergency situation or for 
referral for treatment or hel pin any other way, or if she 1 eaves you 
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with no more of an insight into her situation or an understanding that 
she is not alone, that there are other battered women around, then he~ 
sense of isolation will not be alleviated in any way and your interaction 
with her has not been successful; most 1 ikely it has exacerbated both 
the problem itself and the isolation. If we don't have a feeling for 
this cyclical nature of abuse and isolation, then we don't have. a 
feeling for the bizarre situation the woman experiences. 

We carry with; n oursel ves a myth of the fami ly, which is day by day 
enforced externally. This myth is a picture painted for us as children, 
internal i zed by us through many years of exposure to it, and ul timately 
strived for by us as a goal that must be reached. The picture painted 
is that of perfection -- being the perfect family, and attempting to 
achieve it. This involves adherence to the various roles taught to 
us through our chil dhood. As mothers., we are supposed to do thi s, as 
chil dren we are supposed to do thi s, as fathers we are suppos.ed to do 
this. It is the rule of the "should" and it is impossible to adhere to. 
We bel i eve that if we coul d only do thi s the ri ght way, the way we 
"should" do it, our family would be just like the Brady Bunch; we must 
be doing it wrong if we are a family that is arguing, fighting, drinking, 
abusing. 

The problem with this belief is that it is a myth, and the more 
we strive to create that myth by adhering to the shoulds, the more 
problems we have; the more problems that come up, the harder we try; and 
the more we try, the more difficult it becomes to replicate the.perfect 
family, finally resulting in great turmoil and often violence. I suggest 
the thesis that violent families are trying the hardest to adhere to 
this perception of the traditional roles. 

Within the family, there are basically three roles: the mother, the 
father, and the kids. Very simply, the role of the mother is to nurture: 
to love, comfort, feed. That is basically her role -- emotional 
nurturing, and implicit in the role of nurturing is holding the family 
together. The rol e of the father is to provide for and to protect. 
And the role of children is basically to be dependent. 

Now, these are the roles, and as roles they have certain rights. 
The mother has the right to expect that her husband will provide and 
protect her and her family. The father has the right to be nurtured; 
the kids, besides having some responsibility, have the right to expect 
to be dependent, and they can use their dependency to be nurtured. 

How many of you know proud parents of fully obedient chil dren? 
Can you imagine what kind of tunnoil that family will go through when 
those children go through adolescence? The effective parent learns 
that you don I t start out any negoti ati ons wi th your chil dren at the 
point where you hope you will end up. I live with a 13-year-old. I 
will tell her that I want her to be in at 7 o'clock, hoping actually 
that I will get her in at 9; this is because we compromise. This takes 
a certain amount of skill. It also takes a certain amount of my giving 
up my role of nurturing and this child giving up her role of being 
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dependent. It is a constant process, through which she develops her 
individuality and starts to individuate, to separate. And 1 find 
mysel f doi ng the same thi ng. We are both 1 etti ng go of our tradi ti onal 
roles. 

In the normal, average, muddling-through family, there are certain 
internal stresses for which there are no roadmaps and no training. The 
learning is done on a daily basis -- compromising, bending, trying to 
fi nd the best way. But there are al so the ext~r'nal stresses imposed on 
us by social tradition, which cause us great conflict. After struggling 
and muddling through on an internal level, we often find ourselves trying 
each time we fall down to go after the most traditional' way we know, 
because that, in the end, will make it perfect, and that is really the 
only thing that truly works. The myth again. 

When I was a kid, my mother was a screamer, and boy, coul d she 
scream. I was the oldest, and the only girl. When it got to be too 
much, she woul d scream her brai ns out for about 3 mi nutes and then 
stop; she would feel a lot better. I could always tell when she was 
about to scream because she woul d run around the house and close all 
the wi ndows so the nei ghbors woul dn' t hear her. Years 1 ater and a lot 
of training later, I went home and said to my mother, "You know, you 
were closing the windows and so was everyone else." Everyone was hiding 
the fact that they were screaming and yelling too. 

We must deal with this problem of isolation. No one seems to 
realize that family secrets are, in actuality, shared by most others. 
The dysfunctional families are those most ruled by the shoulds, and 
these shoulds become the basis for most neurosis. 

~oncept 2. The second concept is the relationship between violence 
and caring. Murray Strauss has done a great deal of work on viol ence 
as learned in the home. Some of the statistics and initial research 
about battered women that came out about 4 years ago were sayi ng that 
there is a one-to-one correlation between the subject being abused and 
the subject's past family life, that either she or her husband came from 
a family where the father was a batterer. Strauss found that these 
correlations are, in fact, high, though not on a one-to-one basis as had 
been described by others. 

Regardless of the figures, violence -- defined as an act per­
petrated by one person against another, causing pain -- is learned in 
the home. I would suggest that 95 percent of you in this room would say 
that the first person to hit you was either a parent or sibl ing; that 
for most of us, in terms of childrearing, the unwritten rule is that 
when all else fails, those who care for you have a right to hit Y0tA. 

I always get asked if I have an answer to this problem. And the 
fact is, I don't know what to do about it. The child reaches for the 
pot of boil 1n9 water. You pull the chil d' s hand away and you're going 
to hit the child's hand and teach him that life-sustaining lesson. 
Most parents, in the final analysis, teach the life-sustaining lessons 
through violence, using the definition I gave. 
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What happens, then, is that \'Je have a very early link between 
violence and caring, because these first acts of violence come from 
those who care; and the issues around violence are very slew in leaving 
us. When I was 18 years old, I got my driver's 1 icense. I was coming 
down the block about 30 miles an hour, did a two-wheelie into the drive­
way, where a younger brother jumped out from behi nd a tree into the 
si de of the car, and then fell down onto the grass as if I had smashed 
into him. I jumped out of the car -- I was hysterical -- crying and 
screaming, "I can't believe live done this to you! My God! Are you alive? 
What have I done?" Then he laughed, and I proceeded to beat the living 
daylights out of him. 

We mix the issues of violence and caring very dramatically, and 
these lessons die very hard. We must try to resolve them in some way. 
We run a teen/parent project in Brooklyn, and I am absol utely aghast at 
the number of adolescent girls who say they know their boyfriends love 
them because they hit them. I think we must look at some of the material 
we have here today in order to understand this complex construct. 

In New York State, a study was done in the 1970 I s whereby the re­
searchers got from the computer the names of all the kids in the 1960's 
who had been adjudicated in the Family Court to see who had been abused 
and to see how many of these youngsters 1 ater came up somewhere in the 
crimi nal justi ce system (i nvol vement wi th the crimi nal justice system 
was used as a pOint of reference for dysfunction). The researchers 
di scovered that far more neg1 ected youngsters than abused youngsters 
came up in the criminal justice system, but within the smaller category 
of violent crimes, more youngsters who had been abused rather than 
neg1 ected came up. You caul d almost extrapol ate that any attention is 
better than no attenti on at all, and that negative attention is better 
than neglect -- that is, of course, if you are using the criminal justice 
system as a 'flay of looking at who is dysfunctional and who is not. 

If this early link between violence and caring is not resolved at 
some point it is carried throughout our lives and found existing 1n all 
our relationships. We know that we seek in mates, or spouses, a fulfill­
ment of what we did not get from our parents. If left unresolved, 
those needs carry us back into Virtually the same family situation we 
wet~e so eager to 1 eave as chil dren. 

conce~t 3. The third concept I would like to cover is justice. 
In terms 0 justice, one looks at the chi 1 dren. Chil dren see the worl d 
as a just pl ace and early on have the concepti on that those who are 
good get f'ewarded and those who are bad get puni shed; at about the age 
of 6, the kid becomes cynical and realizes that those who are good at 
least get left alone. 

The problem with the concept of justice is that we all know it's 
not true, and yet we operate as if it were. The concept of justice is 
the basis of everything in life we do, as well as the foundation for 
most of our laws. Why? Because if we didn't have this concept, what 
would we have for dealing with the reality of the world? One would 
have no concept of cause and effect. The probl em wi th the issue of 
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justice is that the more sophisticated we are, the more schizophrenic 
we become. 

In a family in which there is violence and adherence to traditional 
val ues to repl icate the perfect family, you can fi nd an even greater 
adherence to the concept of justice. What I would suggest is this: If 
a woman is battered, she is goi ng to make up a reason for why she is 
battered. If she does not do thi s, then the wor1 d makes' no sense 
whatsoever, and she will be thrown into a therapeutic mess. She w·ill 
the,1 have to deal wi th why she marr; ed her husband. In the fi rst pl ace, 
her mother didn't like him; second, she knew he drank; and on and on. 
Rather than dealing with the hard and painful reality of her situation, 
she fi nds it much s impl er to revert to the concept of j usti ce -- the 
good get rewarded and the bad get punished -- and, therefore, to blame 
herself. You often find the woman feeling that she must deserve what 
she is getti ng. If only she coul d do thi s and that better, then she 
WOUldn't be battered. She grasps this idea of getting what she deserves, 
and w'lll fabricate specific reasons in an attempt to justify the crazy 
situation she's in. 

Concept 4. The fourth concept I'd 1i ke to deal wi th is the famil y 
system's dysfunction. I'd like to address myself to three issues 
that I think get tremendously exacerbated in the family -- triads, 
secrets, and blame. These concepts are present in any family, but they 
become dramatic and traumatic in a family in which there is violence. 
By way of explanation I'd like to share a story related to me by a very 
close friend concerning her family. And, by the way, until we look at 
the universal i ty of these issues, at thei I" exi stence in all of our 
family lives, we will always have a "we and they" kind of attitude. It 
is very important to remember that we are all only ali ttl e bi t away 
from this violent end of the continuum. 

Jean, my fri end, started studyi ng family systems and got very ex­
cited about the idea of dyads. A dyad is that dynamic interaction 
between two peopl e, confront1 ng and deal i ng on a one-to-one basi s with 
each other, as opposed to triads, which involve a third person. A triad 
consists of two people who spend the majority of their time talking 
about a third party, thus avoiding confrontation and deal ing with each 
other effectively. Jean decided one day to call her mother, and in 
the course of the conversati on tol d her that no longer were they gol ng 
to engage in tri ads; she wanted to tal k to her mother about just the 
two of them. They found themselves with almost nothing to say for 

'about 6 months. Then she decided to try to share information with her 
mother in the most nonthreatening way possible; she got her mother to 
bri n9 out all the 01 d family pictures and they began to put together an 
al bum, starti ng wi th the maternal grandmother, gol ng on to her mother, 
and to hersel f. Her mother woul d tell her about the pictures and the 
stories about the people in those photos. They began by talking about 
the mother's relatives whom Jean had never known by name, and from there 
they got into a very strong dyadic dialog, where they learned a great 
deal about each other. Thi s went on for a number of months and was 
fairly successful until her mother called her at work one day. The 
minute Jean got on the telephone she heard a tirade about how her brother 
had just been arrested for drunken driving. Immediately everything 
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they had 1 earned was gone. The rel at; ooshi p immedi ately reverted to a 
triad. The mother also said, "You're the only one I can tell. There's 
no one el se I can turn to. Don I t tell anyone you know, even your 
brother. II So the secrecy element was introduced. 

The whole family could now blame the son and brother for why the 
family had never worked from the beginning. Mind you, my friend had 
been on the outs with her family for 2 years. There seems to be always 
someone on the outs; that way, no one has to deal with why the family 
doesn't work perfectly. At that point, she was so grateful to be in 
with her family that she couldn't care less that her brother was on the 
outs. 

Thi s took pl ace right before Thanksgivi ng. It was her mother's 
habi t -- and \I/e can probably all rel ate to thi s -- to call up all the 
kids beforehand and tell them what relatives were going to be at Thanks­
giving dinner, and what they were allowed to talk about at the dinner 
table and what not to mention. Naturally, making any mention of the 
drunken driving was out of the question. Thanksgiving dinner rolled 
around, and everything was going smoothly and peacefully until about 
hal fway through di nner an aunt turned to her brother and sa i d, II So, 
whatever happened with that drunken driving charge?" Well! All hell 
broke loose. Within seconds, the whole dinner had been destroyed. 
And, sure enough, everyone had known about it. Not only did everyone 
know about it, but each believed himself or herself to be the only one 
who had been confi ded in, so they had all tri ed to keep the secret. 
Most of them knew even before Jean herself was told. 

Wha t the i nci dent taught her is that the process happens in any 
family where there are problems. What happens even worse in a family 
where there's abuse is this: You develop a secret around the person and 
you cut that person off from any service or intervention. Because Jean 
had concurred wi th her mother ina secret, she coul d not call up her 
brother and say, "Don't you want to talk?" Her other brother couldn't 
call him up and ask, "00 you want to stay at my house for a whil e?" No 
one was abl e to reach out to him and express concern because they were 
all invol ved in the secret about what he had done. Furthermore, he 
carried the blame then for the holiday being a disaster. 

By using triads, secrets, and blame, we allow ourselves easy answers 
for the reasons our family doesn't work rather than simply acknowledging 
that there is· no perfect family and then spending our time finding a 
better way to survive, to stay connected. The tasks of family life are 
all at opposi te ends of the scal e. The dependent, the independent. 
The tasks are opposi te tasks, and rather than deal wi th the ambi gui ty 
and the differences we believe that somewhere in the middle lies per'fec­
tion. We must come to grips with the fact that we are not in the middle, 
nor can the middle be found. 

What we do instead t usually, is use secrets and bl arne to i sol ate 
different family members. In violent families, the violence becomes the 
secret. We feel that we must, at all costs, keep the secret. Thi s 
becomes incredibly hard on children from violent families who are told 
to maintain the secret or Daddy will be taken away. Can you imagine the 
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stress and internal confl ict of these chil dren who so desperately need 
to be reached and helfed but who can't open up' and talk about it because 
if they tell, "someth ng horrible will happen?' 

Concept 5. The 1 ast point I wanted to make is very basic and very 
simple. I think we have to look at work with battered women as political 
work, because if you're working with battered women you're working with 
family structure; if you're working with family structure you're working 
around issues of male dominance. If you're working on that you're 
chal1~nging the economic system, and we should look at that in terms of 
emotional backlash. There will be, at certain points, a backlash in 
dealing with women's issues, because these kinds of issues go to the 
very root of society as we know it; this is true whether you are the 
caseworker or the person out there on the line. It is political. 

Barbara Gordon: I was the Assistant Director of the Child Mental 
Hygiene Clinic at Bellevue Hospital for the Pediatric Project. I am an 
Instructor of Cl inical Psychiatry at New York University Medical Center. 
I am now at Long Island Jewish Hospital as the Coordinator of the Pedi­
atric Liaison Program at L.I.J. and I work both in the in-patient and 
out-patient departments. 

The fi rst issue I waul d like to di scuss is thi s: If you have seen 
one battered child, you don't stop to reflect on whether or not this is 
a result of a family striving for normality and perfection; your initial 
reaction -- and justifiably so -- is one of shock. Somebody is sick; 
something is dreadfully wrong in that family. You need to see just one 
abused child. For example, you need to see the two little boys I inter-
viewed in the pedi atrics ward at L. I.J. They were 11 and 12 years 
old. Both of them came in with welts all across their backs. They 
had both been punched mercil essly; they had bl ack eyes, cuts all over 
their faces, and lacerations on their scalps. 

In abused families, I would say that if the wife is being abused, 
then it is almost certain that someone is abusing the children. Whether 
it be the husband doing the beating or even the wife -- at times both --
I would say this: You must 1nvestigate the situation and find out if 
the children are being abused. Most often, there has to be a way for 
the woman to retaliate. After being abused by the husband, she may, 
in turn, abuse her children. This is part of the isolation. In her 
total frustration and because she accepts bei ng beaten -- not that she 
likes it, but it may have been normal for her throughout her life -­
she finds no other suitable outlet for her intense frustration, and 
vents her anger on her children. Furthermore, in the few families 
where this does not occur, where the children are relatively free from 
the physical violence, they are still suffering just as deeply. 

We must try to end thi 5 i sol ation; we 1i1\.1st reassure the woman and 
try to help her in acknowledging the situation and the impact it makes 
on the child. We must intervene somewhere along the line and help the 
woman gain awareness of exactly what is going on. 

Open1 ng and rel easi ng the secrets of the family eases tremendously 
that sense of isolation; it's an important step. We must impress on the 
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abused woman the fact that her chil dren have wi tnessed viol ence, that 
the children are going to be suffering internal violence akin to internal 
blee,ding through their exposure to the situation. They must be reached 
and they must be helped. 

You must understand the type of family we are deal ing with here. 
We are not tal ki ng about the father who comes home from hi s job as 
professor at Columbia University and says to his adoring wife, who happens 
to be president of some large corporation, "Good evening, my dear, and, 
how are our deli"ghtful chil dren today? II We I re deal i ng wi th the man who 
comes home and says, "Goddamn broad, woul d you get some food on the 
table?" Th'ls is one level; and if it's not said in such a manner, it is 
implied. For example, in our building there is a couple whose daughter 
used to come to our apartment to pl ay wi th my daughter. One day my 
daughter came cryi ng to me and asked if she had to keep pl ayi ng wi th 
this little girl, that this girl hit her all the time and she didn't 
want to play with her any more. I told her that of course she didn't 
have to play with her any more. However, the incident made me wonder. 
One day soon after that, we went over to their apartment for something 
or other and stayed there a few minutes. The husband came in and started 
berating his wife about all the things she hadn't done that day. The 
wife then turned to the child and said that the reason she hadn't gotten 
anything done that day was because of the daughter, and, with that, gave 
her a slap across the face. 

The cycle keeps on going. You must not be misled. It happens 
often, anywhere and everywhere, regardless of social level. The isola­
tion comes from the woman feeling that she, in some way, deserves this 
abuse, that she must be doing something to deserve it. You must do some 
kind of intervention. 

One of the little boys I was talking about before -- the 12-year-old, 
the most outgoi ng of the two and the brightest -- tol d me that he was 
tryi ng to protect hi s younger brother, that many times he was beaten 
because he was trying to protect the other sibling. What did the mother 
do? She stood silently, watching, obviously just thanking God that 
she wasn't getting it herself. In her childhood her father had beaten 
her nightly. She had grown up with an intense feeling of isolation -­
the sense that even if she had reached out, there would be no one around 
to give a damn. As a child, of course, you can't possibly believe that 
there might be something psychologica11y wrong with the parent who abuses 
you. In a child's mind, parents are never questionable; they are 
always the picture of perfection. So the child begins to feel it's 
her fault; there must be something wr'ong with her in order for her to 
be beaten. So she grows up actually believing that she must be deserving 
of the abuse. 

When you work with these families on a psychiatric level, you 
have to know about the sexual issues involved, and as Kathryn Conroy was 
saying, you must begin explaining all these factors to the family. 

First, you have to explain to the woman that wife abuse or being a 
battered woman comes about because in some way or at some time in her 
life she was either a party to it herself or experienced it, or watched 
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it happening to other siblings; in a way, she's reacting in a manner 
that she's been trained to react in. You must immediately tell her 
that she's been not only taught but also trained to accept it as natural 
in her 11 fee 

You must stress the importance of the chil dren and the necessi ty 
to have them come in to see you, so you can assess and eval uate the 
damage that has been done.> No matter what, you must do thi s, and quickly; 
you shaul d very quickly move in and hel p to uncover and expose thi s 
family secret. You must find out if the child is functioning or nonfunc­
tioning. The child is the most important issue. If the child is still 
functioning in school in terms of behavior, you have a child who is not 
too badly off. If his school behavior is abnormal or below average, you 
must refer the chil d for some ki nd of treatment. And you must al ways 
impress on the mother that the batteri ng -- whether physical or emo­
tional -- is causing delays in the emotional development of the child 
and will resul tin severe i denti fication and psychological problems. 
You must find the proper place to refer the child. 

Here is another example of the perpetuation of domestic violence. 
A woman as a chil d had been s,everely beaten by the aunt -- who was her 
substitute mother -- while the father watched. To get out of the 
home, she married a junkie. The episodes of violence were legion -­
once she was stabbed by her husband -- and all were wi tnessed by the 
chil d, who wa s 4 when we saw her. The mother di dn I t move out of the 
house. Where was she going to go, back with her father? Considering 
what the father and the aunt had done to her, she had married a man who 
simply fit into and followed the pattern. 

When we eval uated the chil d, she was ricocheting around the room; 
we couldn't peel that kid off the wall. The psychologist said that 
she couldn't test the child, and I agreed. The mother finally came to 
me and said that she was afraid of killing the child. I recommended the 
chil d to a residential treatment center. The father came in and tol d me 
that if I took their child away he would kill me. I was amazed at the 
time that I didn't faint. We kept the chil d at St. Barnabas. The 
nurses said the child stayed up all night; she wouldn1t sleep until the 
morning came. Evidently, she was accustomed to being awakened throughout 
the night since the father would come home at night to beat the mother 
up. We finally got the child on a normal schedule, sleeping at night 
and being awake during the day. I can't tell you the number of times 
when the mother waul d come in and just go crazy. She needed the chil d 
at home. She was terribly frightened and needed the child. 

We kept her at the hospital, however. Six months later we tested 
her; her mental development was above average -- she was extremely bright, 
calm, and coordinated -- after only 6 months of residential care. 

You have got to arrest the family situation. I know that with 
our limited services this is extremely difficult, but you must realize 
that the abuse extends way beyond the wi fee In terms of developmental 
interference, abuse of any member of the family interferes with a child's 
sexual identity and interferes with a child's internal developmental 
progress. I do not care whether it's immediately obvious or not; it can 
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be deeply hidden in chil dhood, but thi s interference in development is 
bound to have an effect at some pOint in the child's life. 

In our society, there is a high incidence of disciplining by a 
crack or a hit. This may not progress to actual child abuse, but those 
people who discipline their children in this fashion have very poor 
impulse control. Kathryn Conroy was saying that the neglected child is 
most often the juvenile delinquent. Abuse takes its toll in many other 
ways. Do not forget the learning-disabled child who may also hav~ 
difficulty controlling impulses. There exists a whole continuum we 
haven't gone into as to who is really the abused child, but you must at 
least look at the children. We know that the wife is of tremendous 
importance, but it is the chil dren who are goi ng to perpetuate abuse 
in our society. 

Particip'ant: The focus of the presentation has basically been just 
the abused female, and I feel we ought to consider the other parties. 
What about tMe person who's doing the battering? Itls not just the wife 
you have to worry about; it I s the total system that has to be looked 
at. It seems to me that this is a severe failure in our social service 
system, that we focus all our attention and energy on the wife. There 
must be ways of engaging all the members of a family in therapeutic 
systems and approaching the problem in a more effective manner. 

Kathryn Conroy:' 'I talked about isolation before, and keeping the 
violence a secret. There are also families that we have all called 
"multiproblem" families, those who just don't care; it's all up front. 
What we do as a society is i sol ate them. 11m in the supennarket and I 
see someone swatting her children; I quickly walk down another aisle. 
I choose not to get involved in any way. You find someone who's battered 
and you work wi th her in tryi ng to hel p her make connecti ons wi th her 
neighbors and not keep it a secret. Yet we are all guilty in some way 
of perpetuating that very secret. 

Barbara Gordon: I do think that now and then we ignore the vio­
lence -- basically because we are afraid. When we witness a violent 
incident, we get some idea of how frightening this raw, primitive violence 
is, and that may be why we don I t work with the batterer, because we may 
be afraid. I was deathly afraid that the husband I spoke of before was 
going to wait for me on some dark night and stab me. 

As for abusers, it is difficult to research the time needed for 
the violence to stop. In California, they found out that it's been 
al most impossibl e to research the long-term teffect of worki ng wi th the 
batterers. You can't really expect to call up after 6 months and ask a 
man if he's still beating his wife. 

The use of too much psychological terminology and gOing backward 
and forward with the inteqenerational issue keep us al so from seeing 
the problem for what it is. Look for child abuse in situations where 
the women have been battered. We have just recently come to the point 
in the examination of wife abuse where we are learning how to recognize 
and effectively deal with these battered children. 
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As a matter of fact, we are really jus\; getting to the point of 
recognizing wife abuse. We have to look at the total family,the husband 
and children as well as the wife. And what can we possibly offer the 
woman? How we can support her, whq can provide for her to help her 
achieve financial and emotional independence? 

Particieant: I would like to know if the incidence of incest is 
higher in vlolent families than nonviolent ones. Also, since I work 
with families of handicapped children, I am curious to know whether the 
stress of a handicapped child will be more likely to produce isolation 
in domestic violent situations? 

Kathryn Conroy: There has been, as far as I know, no study done 
on the correlation between incest and wife abuse, or involving incest 
and prostitution. But this is certainly one area that should be looked 
at. The issue of the handicapped is coming up as people are looking at 
the elderly. Now is the time to do the research. 

Participant: I think there has been a study on incest and wife 
abuse that will. appear in the next issue of Social Casework. One of the 
women I work with has done a study in Iowa, and she found a very high 
correlation between incest and wife abuse. 

I also want to mention a great concern of mine. I do training 
with child-protective workers within the context of domestic violence 
and wife abuse; and I have to agree with Dr. Gordon that it is importmt 
to think about the children as well; I want to protect the child. I 
find that women isolate these children so much; they don't realize that 
if the children remain in the home they are eventually going :to end up 
being abused, whether directly or indirectly. 

Barbara Gordon: Of course -- these children will eventually be 
abused. I thin'k that there exists a very strong correlation between a 
child protecting the mother, or another sibling, and actual child abuse 
itself. It's difficult to find out whether the child was actually a 
target of the abuse or whether he simply got in the way of a situation. 

Of course, the complexity of the system we are trying to work with 
is enormous. Two issues not addressed much today reveal this complexity. 
First, women who are beaten usually are not able to just pick up their 
children and move out. Somebody once told me that it seemed as if her 
mother had worried more about finding an apartment than she did about 
being beaten. This leads to the second issue: Why does it occur? There 
are many reasons, but one of the most important results from the idea )f 
staying home. Staying home and being a housewife, being taken care Jf, 
is a very seductive idea. However, the nonworking mother is totally 
dependent financially on the husband. The battered wife's self-esteem de­
creases and she becomes unable to move away -- not only unable to break 
the emotional ties, but also terrified of the financial future as well 
and her potential to deal with it on her own. 
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Participant: Then why do they come to you? 

Barbara Gordon: Usually they have been beaten so badly, or thei r 
chil dren have been beaten so badly, that they fi nally come to me. But 
what is most unfortunate -- and so terribly sad -- is that most often 
these women doni t come to me. There are mill ions of women out there, 
suffering in these terrible situations, and afraid to come out. 

Kathryn Conroy: And thi sis another fail ure of the network we are 
working with; it's absurd. In the State of New York, if a women admits 
to being abused -- and has children -- she can be charged with negligence 
for having her kids in a situation where she ' s being battered. In many 
situations where women revealed the facts, their husbands were charged 
with wife abuse; then, since he'd admitted that he was battering his 
wife, the court took her kids away. You would not be in a good situation 
if you were a battered woman and you needed help. Until you give these 
women immunity, or some sense of security that their kids won't be taken 
away but that they too will have some kind of protection, you can't ask 
women to tell you that they have been battered. You continue the secret. 

Barbara Gordon: There is al so the fear factor. Women are afraid 
to move out, and rightly so -- who's going to hire them? How can a woman 
move out into a good job when she hasn't had the training, and she can't 
afford to hi re someone to take care of the chil dren? We have good reason 
for some women to stay home and be battered. They are goi ng to be bat­
tered either in the home or in society; so why not stay home and be 
battered there? 

With wife abuse, what welre really looking at, I think, is a way of 
keeping women deprived of dignity and of social and economic means of 
support. Unfortunately, the professions women tend to come of age in -­
like teaching, and oddly enough, pediatrics, where youlre dealing with 
children -- are denigrated; youlre looked down upon when youlre working 
with women or children; youlre not part of a macho society. One can 
look at wife abuse as the men really saying, W:e still dominate, and I 
think that in this manner it becomes very hard for us to protect women 
and chil dren because they are the peopl e, reall y, in thi s soci ety who 
have been the least protected. 

Kathryn Conroy: That brings up a c·titical issue I forgot to mention 
earl i ere I thi nk it is very important to ask the woman who comes for 
hel p why she thinks she's being battered and al so why she stays in the 
situation. You know, soci al workers don't ask that. We doni t ask her 
why she thi nks she I s abused, or why she stays, because we immedi ately 
assume that she shoul d be out. If we woul d just ask her these two ques­
tions, wei d h,ave a decent assessment of the family and the woman as 
well. But we doni t. A person comes into the office and says she has 
family probl ems. Immediately somethf ng comes to mi nd about how to work 
with a probl em family. When I suggested to my workers that part of 
their intake questions should be concerned with abuse, a large majority 
of them were against such questioning. But I think we should ask these 
questi ons; they're essenti al for proper assessment. Of course, there 
is a fai rly good reason for not wanti ng to do the assessment. When we 
do the assessment we get the problem, and we don't know what to do with 
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it. So, in a way, we then give the client the message: "Please don't 
tell me, because if you tell me I really won't know what to do for you, 
and, don't tell me because you're not worth it anyway. II So, in this 
sense, we really haven't asked the proper questions. 

Participant: I hear you social workers admitting to a lot of things 
that we fi nd wrong when we refer women to you. There are a lot of mi s­
takes being made. I have been a battered woman. As a matter of fact, 
several of my colleagues have been battered. So, we are quite familiar 
with what can happen in these situations. When we get someone, we send 
them to County Mental Heal th; i tl s only a matter of time before these 
women come back to us, since they're not getting what they need. The 
primary thi ng we try to do when we get these women is try and set them 
on their feet; teach them that they are worth somethi ng. Then we do our 
referrals out -- take care of housing and so forth. Independent counsel­
ing we don't do; we just try to get them on their feet. Then, when they 
go back to County Mental Health, they return still saying that nothing 
is be; ng done for them. I can fi nally see what some of your probl ems 
are. You're saying that there are many things you really don't know. 

We are do; ng a training sessi on very shortly wi th the Mental Heal th 
Department, because they want to find out just how to recognize some 
paints. For example, how do we find out or how do we get these women to 
admit that they are being abused? 

OUt basic problem is dealing with the women who keep going back to 
their situations. We are working on organizing a batterers' group rather 
than pursuing the individual concept. t~e are trying to work in groups, 
so that each person can see that there are other people like them. 
We're trying to teach them at the same time that they don't have to 
simply endure; they can change. And now we're trying to bring the chil­
dren into it, because I sit up there in the center of the room at the 
desk and I can see the children sitting there, looking quite lost, and 
no one is doing anything for them. 

Barbara Gordon: That's so very true. To follow up on what Kathryn 
Conroy said, about seeing a child being hit in the aisle and then leaving, 
this is a feeling most of us have, because what can we do? The denial 
feeds into that sense of hopelessness and being overwhelmed by it all. 
This is why it is so inspiring to hear of programs like the one just 
mentioned, where the entire family unit is being taken care of in some 
manner. 

Participant: There l s something here I doni t understand. Getting 
back to the woman who: comes to us: She's feeling the shame; shels feeling 
that it1s all her fault. How can we help her, then, and not add to 
these feel i ngs of guil t, when we ask her to bri n9 the chil dren i n1 It 
seems as though it woul d just be giving her more to be gUil ty about, 
more to be blamed for. I mean, here she is, saying, "Ilve not only 
caused my husband to do this, but what have I done to my children? I'm 
pulling them into this whole thing with me. I'm allowing them to be 
witness to all this madness. 1I How can we help them straighten these 
feelings out, and not take more upon themselves? 
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Kathryn Conroy: I thi nk 1 t all depends on the framework of the 
agency you are deal 1 n9 wi th. I n my agency, we work wi th the kids, we 
work with the women, we work with the husbands. We feel that the chil­
dren have been affected in many ways. To pretend they haven It woul d be 
a terrible mistake. It's better to blowout the secret and give the 
children some care than to allow the secret to go on for the sake of the 
woman involved. Whether or not the child is actually being physically 
abused is irrelevant. Every kid in every family knows everything there 
is to know after they reach the age of two. So, they are still being 
affected in some ways. The children must, therefore, be brought ;n. 

Barbara Gordon: Youlre also just perpetuating the myth if you 
continue to let the children take it all in, and youlre perpetuating the 
myth if you say that the children are not being affected by the abuse. 

Participant: Itl s great for both the children and the husband to 
be among other people with the same problem. It's an amazin~ sight to 
see, and there are groups that can work wonders. It doesn t i sol ate 
them in any way; it makes them see that they're part of a broader problem, 
that they're not the only case. 

Parti cipant: Many battered women you will see are not si tuational1y 
depressed or clinically depressed. Many do not have complex social 
problems, other than the fact that they are being battered. It' s im­
portant that we don't lose sight of this. It's not always so complex an 
issue that we really can't just ask a woman directly, right out, "How 
can we hel P YOll get what you need?" I woul d say that two out of three 
women we see can be dealt with in this way. They need practical help. 
For exampl e, how can they get out of the house wi thout their husbands 
foll ow; ng them? Where can they go? Sometimes ; tl s no more than these 
very basic, primitive issues that need taking care of. 

Participant: I agree. That ' s why we use the idea of showing them 
their options. Some of them can take off by themselves and help them­
selves ~ight away. 

Barbara Gordon: I admire you for admitting that you were battered. 
Once women say that this has happened to them, once people can recognize 
and ver'bal1ze their problems, they're on the road to changing their 
lives. 

Finally, lid like to say that we can only go along with this in 
stages. Progress takes time. Don't be distressed if things don't work 
out immediately. It might help if you ask yourself these questions: 
What would you do if your husband beat you? Would you go back for more? 
Would you leave? Where would you go for shelter, money, emotional sup­
port? Thi nki ng about thi s may give you some i ndi cat; on of what these 
women fear they will lose by leaving their husbands. 

Being battered is like being raped; you don't want to remember it. 
It is a shameful, demeaning, degrading, and horrible invasion of your 
physical privacy, and it leaves many scars. You must remember this: 
These women may have physical scars, but they have psychological scars 
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as well. These women need you more than they need anyone el se in the 
world. 
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Crisis Intervention in the Emergency Room 
Kathleen Handal, M.D. 
Toni Ruffolo, C.S.We 

Kathleen Handal: I am the Emergency Medicine Director at Long Island 
Jewish-All1side Medlcal Center. I am an M.D. I have also done a special­
ty of 3 years' training in emergency medicine. As such, I am somewhat 
different from the traditional emergency physician. In the past, emer­
gency rooms were run by moonlighting residents, retired or retiring 
physicians, foreign-speaking graduates, or foreign-born graduates -- all 
of whom wished to make a little extra money. So, r may be a little 
different and innovative in my approach as an emergency physician. 

There are three axioms to being a good emergency physician. 

1. The emergency is in the eye of the patient. It is not in Harri­
son's Textbook of Medicine. It is not in Christopher's Book of. 
Surgery or Nelson's pediatrics. 

2. IITreat the patient and not just the disease." This is very 
important in emergency medicine, since patients are not myo­
card; al infarctions or broken 1 egs; they are peopl e with those 
prohl ems. --

3. If you care, you can't help but be a good physician; you'll 
ask, you'll listen, you'll know your limitations. 

With those three axioms as a basis, I will show how an emergency 
physici an works, particul arly with regard to battered women. He or she 
is really the captain of the team -- which includes the receptionist, 
the triage nurse, the social service worker, and the physician. 

The procedure starts by identifying a syndrome. You are not aware 
of the patient's pathology unless you have read it or you have heard of 
it. In medicine we are taught not always to think of horses when we 
hear hoofbeats, but to consider zebras al so. When a patient comes in 
with chest pains it is not always a myocardial infarction; it could be 
an aneurysm. If the patient is young, he could have a Marfan's Syndrome, 
a hereditary anomaly, etc. This attempt to identify a syndrome is very 
appropriate to handling the one of abuse. 

Anywhere from a third to half of the marriages in the United States 
have an el ement of battery in them. A February 1980 arti cl e, liThe 8a t­
tered Woman,1I in The Annals of Emergency Medicine, quoted the statistic 
of 35 percent. This study was in a IO-week period in Washington State. 
The author, Warren Appelton, showed that the battered woman syndrome was 
seen more frequently than appendicitis, corneal abrasions, or rape in 
that emergency room studied during that time. 

The presentation may at first be on another 1 evel. Patients who 
suffer battered syndromes have a high incidence of attempted suicides --
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a quarter of them try. So a patient may present as a suicide or an 
overdose gesture. One in ten has a drug abuse probl em. Often we identi fy 
these as the problem -- uThere is an 0.0. in the LR.," or IIThere is 
someone who tried to kill herself. 1I One in seven has an alcohol problem, 
although, as discussed this morning, this is considered a complication 
of the syndrome, not the etiology for the syndrome. 

The awareness, the suspicion, has to come not only from the physician, 
but al so from the staff -- the cl erfcal staff, ,soci a 1 workers, nurses, 
ijouse staff -- which usually rotates' in the emergency room every month. 
The social workers and the nurses in the E.R. are usually the most educa­
ted on the issue of abuse. Th~ attending house staff and the clerical 
people rank lower in awareness. 

In our institution we actually have training sessions in which the 
soci al workers and I instruct the house staff, the nurses, the cl erks, 
and the security officers about the treatment of patients and particularly 
about picking up abuse cases. Emergency medicine must be a team effort. 

The nurse, more than anyone e1 se, spends the most time wi th the 
patients. The physician does not. The more time you spend with someone 
the more you speak wi th them and the more hi story you can get. Pati ents 
will usually tell you what the probl em is if you li sten and are sens; tive 
to what they are saying and not saying. 

A rather gross generalization of the battering syndrome would be: 
the patient is approximately 31 years old; she is lower, middle, or 
upper class (needless to say, the upper social stratum isn1t without its 
pressures); she may be divorced; she has experienced on the average 11. 2 
attacks. One in four has had no prior experience of battering. Three 
percent do come with partners. However, this does not necessarily mean 
that battering Cdn be ruled out as a possible etiology to their complaint 
or trauma. Not all the women are unemployed. A 1 arge percentage, pey'haps 
as high as one in three, are pregnant. 

The battered patients usually present to the LR. with'ln two time 
periods, 10 pm to 2 ~n or 9 am to noon. 

Ten at night to 2 in the morning indicates trauma that couldn1t 
wait for some reason. There was an acute cri si s, an acute experi ence, 
and the woman needed to get out. Perhaps the attack fe1 t more 1 He 
threateni n~, to her, and she was so scared she ran to the only pl ace 
known to bf~ open 24 hours a day for hel p. The. emergency room has evol ved 
as an arenal that is always available, that knows what to do. The battered 
woman's gelneral isolation and the lack of family pract"ltioners al so 
contribute to the E.R.'s reputation as a haven. 

Pa ti ents commonl y present between 9 and 12 in thle morni ng. They 
are afraid to make a scene, so they wait for their children to go to 
school or thei r husband to go to work, or they use the e,xcuse that they 
are going shopping or out to see a friend, etc. 

As mentioned earlier, a large percentage of the battered women are 
pregnant. A mother (of an abused chil d) or a pregnant woman is more 
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concerned about her child than herself; she will repress her guilt about 
herse'j f, the feeli n9 that she deserved beati ng, or whatever, and seek 
help because of the child she's bearing or the child at home. 

When the male partner is with the patient, your suspicions should 
lead to some questions. What are his habits, his job? How does he feel 
about the woman? Have they been in arguments? Try to see whether there 
is a short fuse, etc. These male partners, as you know, usually have 
had a high incidence of arrest, and not for minor things like parking 
violations. When you see a male patient with an alcohol problem you 
must also be on the alert for spouse abuse. Needless to say, many abusers 
do have an alcohol problem. 

Usually t.he patient walks into the emergency room; she isn ' t rushed 
there by an ambulance. Since the injury isn't usually major, the woman 
may sit awh 11 e. 

Participant: I work with battered women. It has been my experience 
that their threshold of pain is very high, so that what would cause you 
and me to go screaming, they treat as minor. One woman l s wrist was 
troken twice -- once as it was healing -- and she waited till morning to 
come in. 

Kathleen Handal: As you say, the woman usually does mask the pain, 
and she comes in calmly. She is seen usually by the nurse. The nurse 
may, on eyeballing her and seeing that she isn't critical, direct her to 
the receptionist or the clerk who is going to take the initial data: 
name, address, marriage status, religion, insurance data. If the nurse 
or clerk notices, for instance, that the patient is a little quiet or 
inhibited even wi th a grossly deformed extremi ty, or is i nappropri ately 
dressed, shoeless or with a coat over a nightgown, etc., these are clues 
enough for suspicion. 

People have begun to appreciate inappropriate behavior. Needless 
to say, we judge by our own reference pOints. We think it is a little 
inappropriate to be out at 3 in the morning shoeless, with a horrendous 
bruise, and sitting alone quietly. Any inappropriate behavior, however, 
is still usually interpreted as having a psychiatric etiology; the patient 
is considered to be crazy, as opposed to suffering. 

In New York City, social service personnel are required by Emergency 
Medical Service to be in the E.R. or available on call 24 hours a day. 
It is during the period of waiting for treatment that the patiEmt should 
be approached -- either by a social worker, a nurse, or whomever. In 
our emergency room, the social worker is asked to get involved, as a 
nonthreatening person by virtue of not wearing a white coat and by virtue 
of usually having a much more patient approach -- and by patient I mean 
not rushing, not having to be called in and out of rooms, which goes for 
the medical personnel. If a nurse happens to see the patient first, and 
has suspicions, she will most commonly bring the chart and the patient 
back to a room, giving the patient some degree of comfort. 

You have to appreCiate the fact thi3t the patient is in fear or 
under an increasing amount of stress in the strange environment. The 
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staff can be sensitive to this stress only by being trained to be aware 
that it is a strange environment. For us, the place is home. 

Whoever speaks to the patient should try to get as much information 
as possible, although often the patient doesn't want to volunteer any­
thing. Furthermore, the social worker, nurse, or clerk can spare that 
patient a lot if whatever has been learned is communicated to the physi­
cian instead of making the patient go through it again. If the patient 
has volunteered nothing, the interview has to start with, "What is the 
problem?" or "Can I help yoU?" If the physician has gained information, 
he doesn't go over the. sensitive points. ---

The physician begins then to be a little more objective and, apprec­
iating the person's delicate state, introduces himself, as he should, 
and exhibits a manner that is quiet and confidence-inspiring. Eye-to-eye 
contact is very important with any patient, and more so with a victim of 
this syndrome. The physician should also explain to the patient that 
he ' s going to do some manipulations and some palpations of her and of 
the site. He should warn of any pain~ "If I hurt you in the examination 
you tell me and I will stop. I want to know what views of the X-ray I 
want to order." Really talking to the patient before you go at her is 
crucial, certainly preferable to a brief introduction as you start mash­
ing or moving her ankle or touching her eye or head. This is commonly 
the ki nd of pat" ent who will pull away. 

Most physicians are males, so there is going to be 
there and some increased anxiety just because of it. 
have to win the patient over, just as you have to do 
counter. 

some role playing 
You are goi n9 to 
in any brief en~ 

Because of thi s briefness, and because you're a total stranger to 
the patient, not someone she knows and trusts, you are at a disadvantage 
any w,ay it's looked at. With a patient who is very much more sensitive 
and partially involved and perhaps fearing for her life, you have to be 
extra delicate. 

][f the nurse or the soci al worker has not as yet understood that 
this 1's a suspect battered woman, then it is up to the physician, because 
by making or suspecting the diagnosis, he can then involve the social 
service, and proper referral. Hopefully, the physic i an is sensi tive and 
profelisional. In medical school there is scant, if any, training on 
how to treat a patient humanly, how to interview a patient. The patient's 
self-1!mage is usually ignored -- the fact that the physician is violating 
someone I s body when drawi ng blood for a routi ne test, etc. 

I~t any rate, it can happen that it is up to the physician to notice 
thE! syndrome, by recognizing inappropriate histories, going with the 
body picture. 

You should walk in, sit down, and make eye-to-eye contact. Introduce 
yo'Ursel f and become very patient, s1 nce the woman 1 sn l t al ways g(\l1 ng to 
vo'lunteer immediately what is troubling her. When the patient says, "I 
fell ," you ask, "You fell? Where did you hurt yourself? Did you hurt 
an,Ythi ng el se? Do you fall often? Do you get headaches? Do you get 
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dizzy? Do you trip? Were you running away? Getting really exc.ited?" 
etc. ' 

You proceed from a truly medical point of view from dizziness, 
headaches, palpatations, etc. to the more likely reason for the fall if 
you suspect this woman has been abused. And then, if the truth comes 
out, you don't appear to think it is horrendous to be in arguments, to 
have an altercation or an argument with a person you live with. 

"00 you fall a lot? Do you live alone? Cou~ld you have fallen and 
no one realized it?" 

II No , I 1 ive wi th somebody. II 

There can be a patient who doesn't say she fell but says, "I have a 
pain here and it goes over here and I have it every 3 months and it 
keeps coming back. II You can say, "Does anyone else in your house have 
that problem? Do you live with anyone?" 

You should find out the information by circumvention if necessary. 
You should get the patient to realize that you care about her and that 
you are not just looking at her foot or her twisted arm . or whatever. 
That rapport can only be gotten by eye-to-eye communication.And certain­
ly, if othel~ staff members suspect abuse it is their responsibility to 
warn the physician that the patient is going to take some time to bring 
out. 

We go ahead and examine the patient with her vague complaints and 
her story that sounds pretty good because she probably made it up awhile 
ago or she knew someone who used it. Then we tell the patient the truth .. 
We do not give her some medication and say, "You're better." The lead-in 
is gentle. ·You say, "I found X, Y, and Z," or, if you found nothing, 
you admit to having found nothing: "Your lungs sound good, your heart 
sounds good. I really don't find anything at this time. Have you been 
stressing yourself a lot?1I Usually that ;s the most benign way to start, 
since everyone's life is full of stress. 

"Have you been stressing yourself long hours? Do you smoke? Do you 
drink? How are things at home? How many kids do you have? Does your 
husband work? Have you been eating regularly?" Show concern for the 
patient every once in a while so as to slowly get a better picture of 
what things are like at home or how the patient perceives things are at 
home. 

You have to deal with the patient's reality. Do not make judgments. 
Her reality is that things are great or that things are horrendous at 
home and that is the reality you deal with. You look at it very objec­
tively. Patients of the upper middle class are a little more difficult 
to talk with. Ms. Ruffolo wi)l go into the reasons why they come and 
how they interact in the emergency room. 

We have waited through long silences sometimes with ou~ patients. 
It takes time for them to gain confidence in you. You have to be willing 

'to take that time. The worst thing is to be getting along, coming along, 
with the patient and be interrupted. 
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In any of the interviewing, done by physician, nurse or social 
worker, the tone and questions have to come from common sense and caring 
about a person. As I said, physicians spend the least time with the 
patient. Women physicians are usually a little more sensitive than men 
physicians, and I donlt think it is because we identify with the woman 
being beaten. All of us, male or female, should be professional. We 
should explain the treatment. "A nurse is going to come in and drawyour 
blood. II Or, "A technician is going to come and take an X-ray. Then 11m 
going to have a look at it and 1111 come back and talk with you. II That 
is professionalism, the art of medicine. The abused woman is going to 
need a little more tender loving care. The lumps and bumps are easy to 
take care of, and very commonly the lumps and bumps, as was alluded to 
this morning, are around the face, the head, the chest and the breast, 
and they are usually minor contusions and ecchymoses. At times, there 
al"e broken extremities, usually the arms. Rarely, there are ruptured 
spleens. The spleen is the easiest organ to fracture. Second to the 
spleen are the kidneys and the liver. 

With pregnant women, it is very important to do an exam; na t ion. 
If you suspect abuse and the woman is not volunteering, you might go the 
route of mentioning that there is a child who could potentially suffer 
trauma later, etc. Start out by saying, "Husbands donlt always realize 
how delicate pregnancies are. They see you look strong and you are 
working around the house. Does your husband appreciate the fact that he 
should have a different way of handling you and that he can't lean on 
you a lot and he yan't be as rough and as tough as he usually is?"Try 
to dralt' out information through a benign, natural "line," if you will, 
or interrogation or dialog with the patient. 

After the examination and after the tests have been ordered, we 
come back to the patient and talk to her. With a stubborn patient,who 
won't admit abuse, this is, in a sense, the last try. If you can't get 
her to volunteer and make the statement, voice your suspicion: II Gee , 
you know, 11m really worried about you: 11m just concerned about how 
.this happened and whether it will happen again." You do not make a comment 
like, "Boy, next time you can get killed," since if a patient comes from 
a family where her father beat her mother or threatened, as, "1111 kill 
your mother if she ever does that," etc., there is a potential fear in 
her mind that those four letters could become a reality for her. 

You have just come out with your suspicion, and it is out; it has 
been said. It is usually a little easier for the patient to hear it 
then -- after you have spent the time, gained her confidence, and she's 
reassured that her body doesn't need to be operated on and that she's 
going to recover from these injuries. And 90 percent of the time the 
patients are going to recover; they won't need to go to the operating 
room. Using eye-to-eye contact -- which our society ;s down on but is 
very important -- you must voice the suspicion. She is at a very sen­
sitive time; she might be depressed and she might identify with you and 
tell you just what happened. If you have a real tough cookie, and she 
says, "No, no," you should say, "I ' d like you to talk to so and so, our 
social worker, about it" or "Here ' s a pamphlet that we give out." We 
have a pamphlet at the hospital, and it is excellent. It is done at an 
educational level and gives the person the reality of what she actually 
can do and what to expect. It literally discusses how many lines they 
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have to wait in at the center, and what the next step at Family Court 
is, and what the police can and can't do, and how to get around in the 
system. 

Some patients are ready, and they want to talk to someone. If they 
have never met the social worker in the E.R., you introduce the social 
worker. Don't just say, "1111 send her in." You get her and you introduce 
her. It is creating a continuum, the same team. This idea, of course, 
is not just for the battered women. It is there every time you ask 
another physician or another consultant to see your patient. 

Now lid like to talk about drug~ for multiple contusions, ecchymosis, 
and muscular, skeletal pain. 

Pain killers, like codeine and Demerol, should very rarely be given 
for multiple ~ches and pains across the body, because they dull the pain 
of moving the injured wrist, or whatever, and the patient, not noticing 
the pain, will continue to move the injured part. It hurts for a reason. 
Your body talks to you. Youlve got a sprained ligament or youlve got 
some bleeding into the joints. Walking on an injury with a pain killer 
is the worst medical therapy. The only time a pain killer is recom­
mended is for chest wall contus'f ons -- brui sed or broken ri bs, for 
instance. You have to breathe, and you can't put your ribs at rest. If 
you don't take good, deep breaths you will get pneumonia. 

As for tranquilizers, live never seen them specified in the litera­
ture on battered women. Often the traumatized, battered woman is suffer­
i ng from aches -- muscu1 ar, skel etal aches. She got banged -- nothi ng 
really broken -- but the muscles are sore and there is bleeding into the 
muscle, which hurts every time she moves; it can also go into spasms. 
Muscular, skeletal relaxers are indicated -- something that stops the 
spasm. Valium, which originally was designed as a muscular, skeletal 
rel axer, is the strongest. As a matter of fact, when you di sl ocate 
your shoulder, the drug of choice for putting it back is LV. Valium. 
It relaxes all the muscles around the deltoid, and then you just pop the 
shoul der back into pl ace. It f s common and conceivabl e that a battered 
woman will 1 eave the emergency room on Val i um. I use museul ar, skel etal 
relaxers only for back injuries. Muscular skeletal relaxers are not 
going to kill pain, but they will stop the spasms. They also help with 
chest injuries, whether the ribs are fractured or not. 

Now that the pati ent has been introduced to the soc; al worker --the 
physician having either made the diagnosis or perfected the diagnosis-­
the physician bows out. Take care of my patient, please. 

Toni Ruffolo: The social worker in the emergency room usually 
offers support, advocacy, and counsel i ng. I will tal k about that in 
detail later, bl.!t I would like to give a brief outline first as to the 
program's beginnings and the population we see. 

The program evolved when we became aware in the emergency room that 
many of the principles used in identifying and responding to child 
abuse were applicable to the identification and response to domestic 
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relations and abused women. We received a grant from the United Hospital 
Fund in 1977, and we began our pilot spouse abuse program. 

Our hospi tal serves a very diverse socioeconomic, ethnic, and age 
population. All of these are represented by the women we see in the 
E.R. Abused women come to the emergency room fO\,1 many reasons. The 
presenting problem is usually medical, but they also see the hospital as 
a haven. While they are there, they feel protected, safe. 

As I said, there are many types we see. In order to give you a 
picture, I am going to present three types. The first two are certainly 
not the majority. 

The first is usually somewhere between 30 to 45 years old, and she 
has been in a relationship for re1 atively long time, anywhere from 8 to 
15 years, wi th one man. She is known not only in our emergency room but 
also, as we discover, in other hospital emergency rooms in the area. 
She is by far the most difficult patient to deal with in terms of social 
work. 

She exhibi ts all the evi dence of the past abuse: her fi ngers are 
deformed; her nose has usually been broken; she has scars on her body; 
she is missing teeth; often her hair is rather sparse; and she is general­
ly a mess. She ' s d1 sheve1 ed. She is responsive and receptive only to 
the medical treatment. While she is not impolite to the social worker, 
she is very reticent to discuss any details of how she came to be in the 
emergency room at that time, not to mention previous times. If you stay 
with her long enough and you can talk with her, she will give you informa­
tion but she's guarded; she's terribly frightened, because she really 
doesn't want to hear anything about her alternatives or choices. She's 
ashamed to some degree and she doesn't want to change anything. 

Recently I saw a woman who, though 34, looked 60. She came in with 
all of the characteristic signs I have mentioned. In between examinations, 
while she was waiting, I stayed with her and we talked. She had been 
married to her husband about 12 years. He worked for the Transit Author­
i ty. She had three chi 1 dren who had been in Foster Care for 4 years; 
she fel t that thi s man had a tremendous number of probl ems and a very 
bad temper, but he supported her; he provided her with -- forgive the 
expression -- food and shelter. She felt there was a tradeoff. 

She had absolutely no hesitation about going back home and she 
caul d make her own way; she usually had just enough money to get her 
home. She was not afraid to go home; she knew the pattern of the abuse 
and knew she was going to be safe for a while. She left. 

During the time you are with her you begin by being appalled. Then 
you become full of pi ty -- the savi or syndrome -- and you want to save 
this woman from her terrible situation. Then you begin to get angry; 
you want to say to her, "Hey lady, come on." Nothing happens, and in the 
end she 1 eaves and you are frustrated. Thi sis a. very di fficul t type, 
because everything is so up front and she has no affect; there is abso­
lutely none. You see her sitting there pathetic and yet very determined 
to do her own thing and you are not going to touch her. 
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The second type, al so in the minority, is 1I woman of about the same 
age. She, however, knows pretty much what she wants. She's had a violent 
marriage too, but the beatings are much less traumatic -- pushing, slap­
ping, threats of violence -- and she's got it together. She comes to 
the emergency room, usually for X-rays, and the one thing she wants is 
documentation, because she's going to see a lawyer. Someone has told 
her that documentation of the abuse is good to have -- and it is true. 
She wants to be sure that she has copies of all of the records, not only 
detailing the treatment but also stating the circumstances that precipi­
t.ated the visit. 

The third type, and by far the most common, is a woman from age 18 
to 68 who comes in not knowing what she wants; she isn't aware of what 
she is enti tl ed to or what her rights are. She is usually ashamed, 
embarrassed, frightened, bewildered -- completely traumatized. 

Just 1 ately we have been seeing a lot of women who are between 58 
and 68 years old, whose husbands are retired. They had traditional 
marri ages, where the husband went out and earned money, came home and 
was not terribly i nvol ved in the family. The rol es were very cl early 
defined. Suddenly this man finds himself with no p1ace to go. He's 
lost his role, so the couple are at home together for the first time 
probably in 35 or 40 years. They are together all day. Most often 
there i sn' t enough money for any kind of external entertai nment or stimu­
lation and probably even if there was they wouldn't take advantage of 
the situation, since they don't have a sharing kind of relationship. 
The constant togetherness and his frustration often results in him abus­
ing her. She also is not abused to the extent that she requires hospital­
ization. It is usually a slap or a shove, but for a woman at this stage, 
she's very helpless. She's ashamed to go to her children; she's filled 
wi th shame. 

I will explain later the dynamics of our treatnent, but first I'd 
like to talk about a case I saw last year in August that I feel pOints 
out some of the failures in the system, some of the resources available, 
and, finally, prejudice against women. 

A Peruvi an woman came in 1 ast August wi th her 1 i ttl e boy, who was 
13 or 14 months old. She came in with her clothes -- she had just left 
home and wanted a shel ter. She had X-rays taken of her brui sed ribs. 
She had been marri ed for 9 years to her husband and had experienced 
various assaults. She finally had just packed up and left, and she 
wanted a shel ter. We coul dn' t fi nd her a shel ter, per se, but we were 
able to put her in a program in Suffolk County for the evening. She 
returned the next morning. The shelters had no room -- there is usually 
a waiting list of about 3 weeks -- and she said she had nowhere to go. 
After talking with her, we were able to find that there was someone she 
could stay with for a while without going home. 

As a matter of fact, thi s confusion is common. A woman comes in 
and initially she says, "I can't possibly. There is no place to gO." 
She is terribly upset and usually not thinki ng cl early, but if you see 
her several hours 1 ater or over a period of time when she is 1 ess emo-
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tional, you will in most cases find that there is just one person she 
can go to for a brief period of time. 

With Nonna, we were able to find someone she could stay with and 
she did. We were afraid for her to go to Family Court alone because she 
spoke wi th a very heavy accent and she was very J very shy; very, very 
submissive; she was typical of a woman coming out of a Spanish culture, 
where women are traditionally seen as subservient. 

We arranged for someone to go to Family Court with her and walk he'!' 
through and get an order of protection. The order had to be served on 
her husband, and he subsequently found out where she was. 

To make along story short, he wanted her to come back. She refused 
to go back. We tried to get her into a shelter, because she was staying 
in a home that was al ready overcrowded. After she had been there for 
several weeks, she and her husband went to court and she was awarded 
custody of her son. We found out that Nonna was not a citizen, even 
though she had been here for 10 years; because of that, there was nothing 
available for her in the way of a shelter or any kind of public assistance. 

She said that if the husband could change she would go back home, 
since the situation she was in was getting bad. The husband came for 
counseling, and I saw him, and the two of them, for a couple of months. 
All he wanted was for her to relinquish custody. 

He was an extremely vi 01 ent man. I woul d go so far as to say a 
psychopath. He kept guns in his house; his behavior was inappropriate; 
he was a loner -- no contact with his family; he had been on his own for 
25 years. The best time of his 1 ife was when he was in Vietnam. He 
wanted to be a State trooper, that kind of thing. The violence was 
always there; you could sense it. 

Nonna went back wi th him but only to 1 ive in the house. They did 
nothing but 1 ive together and barely spoke. The idea was for Norma to 
save some money, get a job, and get out. She couldn't get a job and she 
didn't have any money. Instead, she became increasingly nervous and 
upset. 

I saw her from time to time, not on a regul ar basi s, and spoke to 
her at least every week. In April he took the kid out for a. r'ft1e, sup­
posedly, but he never came back. He kidnapped the kid; took out the 
kid's clothes, took out his own clothes, quit his job. He had prepared 
for the kidnapping. 

Nonna called me. I told her to wait. She waited. He didn't come 
back, so I went to Family Court with her and got a warrant for him. We 
spent the whole day in Family Court and then raced over to the local 
police station. The police laughed. They said, "Oh, that has absolutely 
no val idity. It has no muscle. It is a Family Court warrant, which 
means that if she finds her husband and she is in the metropolitan area, 
she can call a policeman and he will arrest him." 
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That was that. We spent months ~rying to track the man down. In 
fact, 11m seriously considering becoming a private detective. We were. 
able tOget hold of people at the airport; we just did everything, A 
million false leads, a million lies, a million discussions on' the phone 
in order to get information. We found out just last month where he is, 
by tracking down Visa bills that came to the house. He had covered his 
tracks so well. 

Right now he is in Orlando, Fla. He has an unlisted telephone 
number, and I have contacted the equivalent of our Bureau of Child Welfa·r.e 
down there. I had her warrant and her custody papers certified and 
recertified and sent them down. The people at the bureau told me that 
they can get a subpoena from the State District Attorney's office so the 
telephone company will have to reveal his whereabouts. They can make 
arrangements in terms of a pickup order. 

In the meantime, it has been several weeks and I haven't heard from 
them. This is just one of the dead end streets we have come up against. 
In the meantime, Norma is being seen at Hillside, Eastern Queens. She 
has lost a tremendous amount of weight and she is very depressed. The 
lan'dlord discovering that her husband is gone, is trying to'make a deal 
with her, so that if she is nice to him she can pay less rent. She went 
to one of her husband's friends and wanted to know if he knew anything; 
he too propositioned her. 

It has been horrendous. I don't know what is going to happen, but 
it certainly is an example of a case that has fallen through the cracks 
of the system. 

Toni Ruffolo: As a social worker in the emergency room I first intro­
duce myself to the woman and then try to make her as comfortable as possi­
ble. We like to be able to put the woman into a private room instead of 
navi.ng her wa.tt tn the regular waiting room, and we accompany her through 
just a5.out all th.e ph.as-es of treatment, and that can take hours in the 
emer~ency room. 

ff she doesn't want to talk we don't question her. We talk about 
jus.t about everything. If she does want to talk, we listen. We tell 
her what is available to her, we ask her whether or not she has notified 
tl'j.e ~olice, and tf we can help do that. "What about an order of protec­
tion;" We start off that wa'1. We encourage her to give us some feedback 
as to how sfie feels about the si.tuation. She usually does not know 
anythi'ng of her rtghts ~ S'O we begin by tell ing her all the things she is 
entitled to. Sometimes she hears you; sometimes she doesn't. 

W,e are very interested in finding out where she is going to go when 
s·he leavesthe emergency room. If sh.e has not asked for shelter we are 
interested in tha.t, in terms of safety. If she wants fo 11 owup servi ce 
we explain our programs. We tell her about the advocacy part -~ going 
to welfare~ going to Family Court. For the most part she isn't in any 
condition to do those things' on her own. We tell her that we provide 
the servtces~ that someone will be with her, and that we will help in 
whatever arr'angements she wants to make. If we really feel that she 
doesn'·t want any followup services at that time, we give her a telephone 
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number. We have a regular brochure, but if she feels as though it might 
be detected and cause her further abuse, we will just give her a phone 
number, which she can hide in some obscure spot. If she is not interested 
in anything, we ask her to write down her name and phone number for us, 
and we usually foll ow up wi th a call to fi nd out how she is doing. 

lots of times she doesn't want to talk to us; lots of times she is 
embarrassed and doesn't want to di scuss it. Other times she is a bi t 
more responsive. That doesn't mean she is going to come in for counsel­
i ng t but we receive many ki nds of responses to our foll owup tel ephone 
calls. 

Participant: If they are resi stant and fearful are they still abl e 
to give out their phone numbers to you? 

Toni Ruffolo: We do not just spend a hal f hour wi th the woman; we 
usually spend several hours with her. 

Kathleen Handal: Sometimes you make patients wait around just to 
see that they relax more. 

Participant: Very often the abuser will accompany the woman to the 
emergency roOOl and refuse to 1 eave. In other words, she can I t even be 
examined unless he is there, so she never has a chance, at any point, to 
tell anyone what has happened to her. What can we do about that? 

Toni Ruffolo: I think you should engage him. Instead of taking 
her away from him, take him away from her. Try to di sarm him verbally. 
You could '}ay something like, "Gosh, you must be awfully worried about 
her. I think she's going to be all right. 1I That will immediately disarm 
him. Or, "Would YOll like a cup of coffee?" That is so disarming. If 
we suspect that he did it, we simply all ude to the fact that he must be 
terribly concerned about her. We start out wi th that. We pretend as 
though some guy on a plane to California did it. 

Depending on the time of day, you can say, Ilyou must be ti red. II In 
other words, he suddenly becomes the patient, since she is already being 
taken care of. He l s the one you really want to get, so what you do is 
say, "Can I get you a cup of coffee? Why doni t we get out of here? 
Itls so noisy." You would be surprised to see that the majority of 
abusers are subdued in the hospital -- they are on strange turf. 

Kathleen Handal: You can also involve the physician as the last 
word on the privacy of tha pat'! ent. The nurse or social worker can say, 
"It l s hospital policy," or the physician can say, "You will excuse me 
whil e I examine your wi fe. I will be out and tal k to you; I III tal k to 
both of you, II and you show him to the door. I have -- knock on wood -­
never been chall enged on my authori ty to exami ne the pat; ent. As a 
matter of fact, it is the physicians's prerogative to examine the patient 
or not. In the emergency room we see all the patients -- it is State 
law -- but how and in what rna liner we examine the patient is our 
prerogative. 
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Toni Ruffolo: I'd like to di scuss reticence a bi t more. Much of 
the reticence from an abused woman comes from the fact that she knows an 
outsider might have a tendency to say, "What's a nice girl l1ke you 
doing in a place like this?" They've been through it. There are women 
who, for whatever reason, have accepted a certain kind of 1 ife pattern. 
The woman I discussed first gave up her children. They didn't really 
seem to be the biggest issue in her life. The biggest issue in her life 
was to go back to her husband and to stay where she was. She didn ' t 
want anything e1 see She was not abl e, at that particul ar point, to sar, 
II I I ve had enough of thi s; I'm getti ng out il or to say, 'Well, I don t 
know, maybe I should come in for counseling." 

I made an appointment for this woman in our medical clinic, to be 
seen on a followup basis. She didn't keep it, and she didn't have a 
telephone. 

Participant: You feel she had a choice and this was the choice she 
made? Isn't it possible that all sense of choice had been beaten out of 
her'? 

Kathleen Handal: I think it is probably the responsibility of the 
soci a1 worker and the physici an to 1 et her know that she does have a 
choice. 

Toni Ruffolo: There are 1 imi tati ons to the program and external 
limitations in tenns of money, the availability of shelters, etc. How­
ever, the woman herself is the one who is going to determine what you 
are goi ng to be able to do for her, what she will 1 et you do. So many 
of these women sit and listen and agree, and then they'll say, "Well, 
I'm gOing to think about it." 

Kathleen Handa': It is not within our jurisdiction to make a woman 
change her life, 1eave, whatever. You can educate people, you can try 
and bring them to some level of authority in seeing things a little more 
objectively, but you can't be that person. It is for them; it is thei r 
decision. The worst thing is to get frustrated and angry at them, because 
then you will lose them totally. You have to 1 et them know you are 
still there and you will care. Do not judge them. 

Toni Ruffolo: Even though there is a helplessness about the woman, 
you must realize that, beneath it, she has the strength, etc., but it 
takes a long time to bring it up. One of the ways to get very quick 
results if the woman is receptive at all, and this also takes the focus 
off her, is to say to her, "You know, you I ve got an 8-year-ol d daughter 
who sees all of this. How do you think she feels about all this?" You 
can pursue that line even if it's a son. If her children are witnessing 
the abuse, she is probably very concerned. And by focusi ng on that, you 
take the focus off her; you apply it to somethi ng she can really rel ate 
to comfortably, the welfare of her children. That is probably more 
effective than tryi ng to make her consider comi ng in for counsel i ng for 
herself. Then she thinks of her kids as opposed to the long-term digging 
out of strengths. 
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Participant: I am Karen Andrews, a victim advocate employed by the 
Bronx Di strict Attorney I s office. I often get referral s from soci al 
workers who have made the woman aware for the first time that Criminal 
Court is now an option. We are very lucky in the Bronx in that the 
O.A.'s office will monitor the police response; while prosecution is not 
an effective answer to a battering, having the police aware and available 
has brought a lot of the women into our system. 

Acting as victim advocates, we talk to the woman about the court 
system, both Family Court and Criminal Court, before she has committed 
herself to arrest or even a temporary Order of Protection. She can make 
her decision much more appropriately -- whether Family Court, Criminal 
Court, or no court at all -- if she feels there is someone in the justice 
system, as there is someone in the hospital, who is a friend. 

When there's a family assault and a weapon is involved, the w~man 
does not even necessarily have to appear as a compl ainant, because that 
is a mandated arrest now. I think most women's experience with the 
court system has been Family Court. Welve heard all day that Family 
Court is totally ineffective, and while Criminal Court is not much better, 
if you see someone in what you think is a very dangerous situation, they 
are good peopl e to call. Almost all the courts around New York City 
provide at least some information. 

Kathleen Handal: If we think the situation is very dangerous, we 
do what we do in child abuse -- we automatically admit the patient. We 
say, lilt looks good now, but 11m concerned about internal bleeding!!; 
this is the most common l11ne" we use. Or, "Weld like to watch you in 
the hospital just in case something goes wrong. Weill help you get 
someone for your children," etc. We do this if we really think the 
situation is life threatening. 

Participant: MY name is Jul ie Morris and 11m a social worker at 
the Norwalk Hospital. 11m doing some irlservice training in emergency 
room nursing. The hospital personnel say they have many suspicious 
cases. But they really are not sure what questions to ask, and I wi sh 
you could be fairly specific on that. Then they say, "Should I confront 
her? Isn't that a violation? After all, the woman came in saring she'd 
had an accident. What right do I have, in a sense, to say, You are a 
battered woman. 11I I wish you could be more specific on that. 

Kathleen Handal: As I've said, the nurse is generally the first 
person to be suspicious. She should alert the physician and the social 
worker. 

Parti ci pant: How does the nurse say to thi s pa ti ent, "00 you want 
to see a soci al worker?" 

Toni Ruffolo: She doesn't ask her, ever. The nurse who does the 
triage usually gets some kind of a line on What's going on. She suspects 
it, and so she automatically calls the social worker. You just walk in, 
kind of casually, and introduce yourself. 
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Participant: That is such a big issue in our emergency room. A 
patient can't see a social worker unless she or he asks for one or unless 
the nurse asks, "Would you like to see a social worker?" That's a real 
issue and I suspect not just in my hospital. Furthermore, in my hospital 
there are no social workers right in the E.R. We are on call. 

Kathleen Handal: The social worker at L.I.J.'s E.R. is Mary Mincy, 
and that is her domain. She has her own room that is for her use, or 
any other social worker, 24 hours a day. She is really an advocate and 
part of the team. 

Participant: I think that is great and I wish we had a system like 
that, but what I am saying is we don't. 

Toni Ruffolo: In answer to your question about what a nurse can 
ask in the brief time available, I don't think there are any specifics. 
Thi s goes for the soc; al worker too. You really cannot come out and say 
to her, "You look like somebody beat the hell out of you." There really 
isn't anything. If the nurse had time, she could say to her, "Gee, who 
is taking care of your k'ids?" Or try to reconstruct the events leading 
to the E.R. in a very benign way. If she has the time -- if she isn't 
rushed, time bei ng a 1 uxury a sod al worker has that the medical staff 
doesn't -- she could say while taking down the history, "Gee, who is at 
home taking care of the kids? Is your husband at home?" Or ask funny 
little questions, simple, unthreatening questions about how the injury 
happened, while she's doing something else. That can be very disarming, 
and there is a good chance that the woman mi ght come out and say some­
thing, especially if the nurse begins by asking about the kids. 

Participant: Another question you can ask is: "Were you worrying 
about something when this happened?" That might give you an idea what 
was on her mind before she fell. It is very hard for some abused women 
to give an answer right away, to separate out immediately, but you often 
get clues to what really happened. 

Kathleen Handa1: They might slip and tell the truth. 
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Working With the Individual 
Bernice Johnson, C.S.W. 
Jennifer Baker-Fleming 

Berni ce Johnson: I am an Admin; strative Soci al Work Supervi sor at 
Long Island Jewish-Hillside Medical Center, Queens Hospital Affiliation. 

I am responsible for supervising social worket·s in the emergency 
room and in the ambulatory care services. I am also associated with 
the Psychiatric Day Hospital and inpatient services in the home care 
division of the general hospital. Ther'efore, I supervise workers who 
are very much involved in seeing battered women, although I do not direct­
ly work with the individuals myself. 

In this workshop, I hope we all participate and share our feel ings 
about the discussion, since I think ies very important as professionals 
working with battered women, who are victims of a severe crime, that we 
understand ourselves as well as the person we are working with. Further­
more, I think it is important for us to consider broadening our advocacy 
of the victim. There is need for more work in the legal system to help 
battered women. 

Jennifer Baker-Fleming: lid like to present a story I heard at a 
workshop in a ~hiladelphia hospital, using it as a start for discussion. 
I want this to be a skill-sharing session, in terms of the battered 
women we are working with now, the problems we are running into helping 
them, and the skills welve developed in providing services. 

Mrs. Ann, 26 years old, was admitted for treatment of her right 
eye, which was injured when hit by a bottle. Written on her chart was 
"hit by flying bottle." When she came in again and reported that her 
husband had kicked her in the stomach, someone in the workshop said, 
"Did they write on her chart, hit by flying foot?" Mrs. Ann was referred 
to the social worker, who went down to see her. The social worker ex­
plained that she was confused about the information she had received on 
the i nj ury. She asked the cl i ent if her husband had thrown the bottl e 
and Mrs. Ann replied quickly, IINo, the bottle was thrown by a stranger 
on the street. II When asked if her spouse ever physically abused her, she 
said, IINo, but I have a friend who gets hit all the time. 1I 

From that point on, the social worker universal ized intervening. 
She explained that often a man may be gentle, kind, and loving and he 
would strike at a woman for no apparent reason. She explained that this 
would also cause normal feelings of shock and embarrassment. She con­
cl uded wi th a statement that liMen who abuse women are not all bad and 
could benefit by talking it out with trained counselors. 1I Then she gave 
Mrs. Ann an information sheet, IIResources for Abused Women." 

During the interview, Mrs. Ann frequently interrupted the social 
worker to agree or give recent examples of the abuse her friend had 
experienced with her husband. She thought the abuse information would 
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b/~ of help to her friend, and perhaps her friend would be able to talk 
to her spouse. The interview was concl uded and the cl ient was di scharged. 

Here is a situation where the worker had one shot to try to provide 
something real for this woman. I'd like to share reactions to the way 
the social worker did this. Could she have done anything different? 
Should she have tried to find a way to interview more thoroughly? Should 
she have broken through the "friend" story? 

Participant: I am a social worker at the District Council 37 Legal 
Services, an interdisciplinary group where social workers collaborate on 
case situations with attorneys. 

Speaking of the vignette, I am not sure exactly what happened when 
that woman first sat down with the social worker. It seems to me that a 
person who has been battered needs to have an opportunity to engage with 
someone. I think to jump right into, "Who hit you with this bottle?" 
does not really enabl e the woman to feel safe, to feel that she can 
share information, to feel that she can even talk abDut the situation. 
When I am talk i ng wi til a woman who ha s been abu sed, there is always 
evident a tremendous amount of shame. First off, there needs to be some 
ki nd of atmosphere set so that the person can be able to feel they can 
share. -I don t know, from your vignette, whether this occurred. -

Participant: I cover the pediatric emergency room in Downtown 
Brooklyn Hospital. I am not provided with a physical facility while 
talking to a patient. There are ~unshot wounds being brought in; there 
are cardiac arrests being brought In. 

I would like to agree with you. However, the physical reality of 
the kindliness and the fact that the social worker let the client be 
where she was at impressed me; I bel i eve strongly that we shoul d begi 11 
where people are at. On the other hand, I also feel that as a worker I 
have a right to let people know where I'm at. So, if I have suspicions, 
I might go along and join you, but you might know my suspicions. 

Bernice Johnson: We have to be extremely sensitive to the individual 
who is walking in and seeking help. If we are unable to provide that 
and a sense of security, even in 5 minutes, we aren't doing it right. 

Also, I think one of the important issues for someone who comes in 
as a battered person is that we can offer something to her; sometimes 
this is what's very hard, since we operate under such constraint. There 
isn't much we can offer. As individuals, we can offer ourselves. But 
what they also need sometimes are concrete services, something to provide 
them with hope. 

Participant: I just wanted to make a comment. The term "social 
worker" is in itself degrading. When I was in the hospital a woman 
came to me and said she was i.l social worker. I coul d not bel ieve that 
here I was, respectable me, with my own social worker. It was so degrad­
i ng. The woman eventually, a fter a few mi nutes, turned out to be the 
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warmest and most loving individual I could have ever met. But because 
heY' first sentence was, "I'm a social worker," I cringed even more than 
I was cringing before. There's a song in West Side Story that savs, "I 
have a social disease," and that's how I viewed someone saying, 'f'I m a 
social worker." I just wondered if social workers realize this. 

Jennifer Baker-Fleming: To help us, how would you have liked to 
have been approached in terms of this person identifying herself? 

Participant: I think in terms of being honest, you've got to say 
who you are. I woul d feel tricked or whatever if it was sai d at the 
end. I don't know. 

Bernice Johnson: I think I understand what you're saying. So 
often we go in saying, "I'm a social worker." Some people don't even 
know what that means. We really need to go in with a different approach, 
and identify ourselves. "I am Miss Johnson, there are certain things I 
can do that would be of help to you. 1I Then say, "I am a social worker." 
At least the client knows what this woman or man is going to be able to 
provide, and that she or he happens to be a social worker. 

Jennifer Baker-Flemin[: The key for me a lot of times is sharing 
with someone, as opposed to establishing myself primarily as the helper. 

You should identify with the person in some way in terms of who you 
are as a person; explain to her that all women have, at some point or 
another, felt threatened just by virtue of being a woman, and perhaps 
share something of who you are and what your experiences have been. I 
think that's one way of establishing that sensitivity and br'eaking through 
some of the barriers. 

Participant: I don't know much about what goes on in a hospital 
emergency room, but I think social workers who work in the! interdiscipli­
nary settings have a responsibility to train people -- the other profes­
sionals in that setting -- about what they are to do. Then a physician 
WOUldn't say to a patient, "Go speak to Miss Jones, the social worker," 
but, perhaps, "Well, I have some concerns about your bruises and we have 
social workers on staff here who may be able to help you." The patient 
shoul d be given some indication of what to expect ciS a, resul t of goi ng 
to talk with that social worker, so that she doesn"t come in all blank 
and confused about why she's seei ng someone. That's our responsibil ity, 
to let other professionals know how to make that referral work better. 

PartiCipant: It's a good point. The physicians themselves have so 
many feel i ngs about the woman they are treati n9 th,at we end up' becomi ng 
their soci a1 worker. They are so overwhelmed that they say, 'Go to the 
social worker," and then they feel re1 ieved. YOLI have to calm him or 
her down and work with the woman. We try very, very hard. 

Participant: Apropos identifying with the woman as another woman, 
I'd like to know how a male social worker breaks through the reticence 
of the client as well as the sex barrier. 
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partici~ant: I work in a mental health center in Rochester, N.Y. 
In some of t e cases I have run into, being the social worker is not the 
barrier -- being a man is. This is particularly true if the woman has 
been abused for a long period of time, or was abused as a child by her 
brother or a father. Then you are the immediate focus; you are the 
aggressor. This is something that has to be worked through first. And 
it has to be done quickly. I try to take a very low-keyed approach that 
is as nonthreatening and understanding as possible. Some of what I do 
is just educational tal k, depending on how they came to the agency -­
this is who we are, this is what we do, this is who I am, this is what I 
can do, and this is how I can help you, work with you. I engage on that 
level first. Then I take my clues and signals from her and go from 
there. . 

Typically, what you wind up with is a very instantaneous, necessary 
kind of transference. There has to be a hell of a lot that takes place 
first before the woman is going to share any of that. So, you are really 
talking about several meetings down the road. The trick, or problem, 
facing the situation is being the man in that first few minutes -­
maybe the fi rst hour. You have to separate yoursel f out from all the 
other men and all the other experiences that she had with men. 

Part; cipant: I thi nk that's al so true for any i ndivi dual from one 
group who's working with any individual from another group. It would 
apply if you were a white therapist with a black patient or vice versa; 
the immediate feeling is that only a black therapist can understand a 
black patient. One way to break through that is to tell the patient you 
have not had the same cultural experiences -- granted -- but then no one 
has really experienced what a particul ar i ndivi dual has experienced. If 
we project our openness to learning about that experience, so we can 
hel p them, there is no reason to pretend that we can in any 1 arge way 
identify with that person except through empathy. I think one's willing­
ness to be open and honest and to learn from the person is an important 
way to approach it. 

partici~ant: It sounds great, but it doesn't always feel good. 
That's my on y comment. 

Participant: It's very difficult, but it's certainly good. 

Participant: As a male therapist, what I usually do is try to talk 
about the sex di fferences right up front. I'm a man and she's a woman. 
I try to bring it right out and lay the cards on the table; if it's too 
much of a barrier, then I make a referral to a woman therapist working 
specifically with battered women. 

Participant: I also used to be a co-therapist. One of our expecta­
tions with male therapists was that we were introducing women to nonthreat­
ening males. I do feel, however, that the women should also go to women's 
support groups. 

Participant: I think any one-to-one therapy can be augmented by 
the woman experiencing this support group, primarily because it reduces 
her feelings of isolation. She can connect with other women who may 
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have been worse off than she is but who have extricated themselves from 
the situation, who have become self-actualized people. The sense of 
sharing and the bonding that happen in a battered women's support group 
can be extremely important. 

One group I know of became a support system. When one woman decided 
to 1 eave her husband, the whol e group partici pated. They got a truck 
and hel ped the woman move out. It was a group effort, D-Day, emanci pati on 
time. It was an extremely supportive action in helping that woman retake 
control. Sf x months 1 ater, ·a fter the group had stopped meeti ng formally, 
the women were still in contact with one another. 

Bernice Johnson: I work in a hospital where our intervention is 
really crisis intervention; unless the patient is hospitalized, we have 
just a one-shot experience with that patient. I would be interested in 
h~ari ng from other hospi tal workers how they go about tryi ng to be of 
some help. There isn't really time to build up a trusting relationship. 
You have to try to establish it as quickly as possible. 

Sometimes all I can do is tell a woman who has acknowl edged abuse 
where she can go for hel p. The support groups do not want a referral 
from the social worker; they want the woman hersel f to contact them. I 
try to call the patient when she's gone home or I write, but I haven't 
any authority to go further than that. 

Jennifer Baker-Fleming: I have people coming back a year later 
with my name and number on a tattered piece of paper. I had a kid picked 
up at Port. Authority with his mother. I didn't even remember the kid 
when he called me on the telephone. So, the way I feel with my own 
frustrations about this walk-in, walk-out kind of feeling is that I gave 
them what I could. It doesn't mean it's over. If they don't get the 
services from me that day, they'll get them some place else. Education 
began in that moment, and that's all that matters. 

Bernice Johnson: Just infonning someone that there are resources 
availasTe is beneficial. Some people don't even realize that there are 
people to help. We ourselves must be aware of what the resources are. 
When we do see someone in a crisis situation, usually she tells us -­
that's the cry for help. She doesn't necessarily mean to do something 
right away, but at least she wants to know that there is some hope out 
there. 

Participant: Aside from the education, the contact itself may be 
crucial. You can sit by her and whether you just hold her hand or make 
sure she got the medical treatment, because of that she may make some 
positive association with a helping person. The next time she gets 
abused, she may say, nOh, my God

d 
I remember when I spoke to the social 

worker. Maybe I'll try it again. 

~art~cipant: It's interesting how universal the sense of this seed 
pl ant ng s; everyone who works with battered women experi ences thi s -­
that sooner or 1 ater they come back. Many are embarrassed that they 
wait so long, but they'll still come back. 
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Participant: I I m an Ass1 stant D.A. in the Bronx and I am curious 
what rol e my office as the pr'osecutor q s officf~ can pl ay in \,iork1 ng wi th 
battered women from your perspectives. Al so, do the hospi tal social 
workers ever advi se the woman to take out a compl aint wi th the local 
precinct and advise them that prosecution is an alternative? 

Participant: They're out the next morning and go home. And when 
you are worki ng wi tl, very poor peopl e from another cul ture, it is very 
hard; they are very frightened. 

Jennifer Baker-·Fleming: Legislation is going to change. Right 
now, it's not that the criminal justice system is unresponsive; it's 
that there are so many restraints. Even those in the system who are 
most sympathetic have their hands tied a lot because of legislative 
restraints or what have you. 

Let me tell you what's happening in Philadelphia. The shelter has 
a clinic that operates out of the D.A.'s office. So, when a woman gets 
sent to the D.A.' s office, instead of encountering some guy who asks, 
"When did he hit you?" and then says, "He hit you 2 days ago; that's 2 
days ago too late, go home" -- which is what used to happen -- the woman 
gets automatically referred to the cl i nic. The counselors there screen 
her first, to find out what her options are. Then the counselors and 
lawyers make a recommendation to the D.A. in terms of what might be the 
best tack for this particular client. It may be to file a simple peti­
tion; it may be to go to the Criminal Court; it may be both. 

What is happening is that the client is getting a sympathetic 
response from the system and the advocates are coll aborati ng wi th the 
counselors and the client. If there is a criminal complaint filed, for 
instance, the clinic is there to help see the woman through the whole 
process -- so she is not isolated, left prosecuting her husband by her­
self. The clinic also provides assistance to the D.A. in terms of the 
case. 

Participant: I've dealt with the Bronx D.A.'s office. I've tried 
to draw up charges and I foll ow up, but I get very frustrated with the 
whole situation. I d.efinitely have found myself being an advocate, but 
I wonder what else I should be doing. There was a woman who was smashed 
in the face with a bat; her whole jaw was fractured. I was ready to 
have the guy indicted. He had left the ~ome for a while but was terroriz­
ing the wife's kids so much in the interim that she took him back because 
there was going to be less violence that way. She informed me that for 
the time being she preferred to drop the charges. I tried to tal k her 
into keeping them open. 

Participant: The situation is frustrating, 
people to change. I just remind myself of that. 
women may begin to make deCisions, and that's the 
It's not over. 

because it's hard for 
But, with contact, the 
way they need to grow. 

Parti ci pant: I work in Westchester County in an abused spouse 
assi stance program. I answer a hotl i ne, and many times my goal is to 
try to get someone protection, through the Criminal Court. I find that 
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if you are married, you can get an Order of Protection. It seems to be 
very effective in some cases. What the D.A.' s office in Westchester 
al so has is a special unit that makes contact with the abuser, if the 
spouse doesn't prosecute. We wri te a 1 etter to the abuser, call him 
into the office and talk to him, let him know we're aware of the situa­
tion. 

Participant: Yes, but has that proved a deterrent? 

Participant: Very much so, to my knowledge, because it scares the 
abuser and it lets the woman off because she doesn't have to prosecute. 
A lot of women I work wi th are a fra i d of prosecuti ng or don't want the 
man punished for one reason or another. 

An unmarried woman doesn't have the option of going to ·Family Court, 
so the Criminal Court, in tenns of the judicial system, is all an unmar­
ried woman has. I find that calling through letters and calling the 
abuser in is really helpful. I don't know if the D.A.'s office can do 
; t. 

Participant: That would be having contact with the potential defend­
ant and I would see that as a conflict of interest. I am not sure that 
is qui te kosher. But I have al so had the experience of argui ng for a 
violation as opposed to actually adjourning the case in contemplation 
of di smi ssal, because there's a 1 ittl e mot'e wei ght to that. You get a 
permanent Order of Protection issued for the woman and a week later the 
guy has threatened to kill her again. 

So, here you've got the Criminal Court sanction against him; the 
judge has yelled at him; and he is back on the street. Where do you go 
from there? 

If it's a misdemeanor complaint, which would mean harassment, simple 
assault, or assault in the third degree, which is bruising and shoving, 
the maximum time an abuser can get for that in jail is only a year. 
He's not going to get a year. 

Participant: I see the double bind of a woman, when she's in a 
position to prosecute her husband and to have him arrested. She suffers 
guilt feelings and she's under a terrible fear anyway. I don't even 
thi nk prosecuti on is the answer. Let's say the guy does go to j a 11 -­
well, he's is going to get out sometime and she'll have to live with 
that fear. Perhaps a program like that used with drunk drivers could be 
initiated. Take away the abuser's driver's license and make him attend 
a program -- he can't get the license back unless he joins the program. 
Thi s sounds very coercive, but such a mandatory program mi ght work. 

Participant: Judges can do that now. They can mandate programs. 

Participant: We are worki ng toward a progY'am of that nature. I 
work with a crisis unit; I'm a registered nurse. The crisis unit is 
strictly a psychiatrically oriented pl ace. The battered women we see 
are very ambivalent about the issue of prosecution. We started a program 
whereby the batterees and the batterers come in together, if they so 
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desire, and then we talk this over with them. We sign them to a contract 
whereby they come in, two or three times a week, instead of having the 
wi fe stay ina shel ter. If they agree to the contract, we try to work 
out something with them instead of having the court or the police involved. 
It1s working out fairly well with us. 

Participant: As an Assistant D.A., I do want to say that, from my 
experience in the criminal justice system, I don't think it is th~ one 
providing the answers. It' s possible that with a great deal of hard 
work and with some legislative changes, the criminal justice system will 
provide advocates and some battered women with some tools. However, the 
answers obviously do not 1 ie in the criminal justice system alone. In 
conjunction with enforced social services programs or whatever method 
will work, the system can apply the clamp and force. But the women will 
not really get rel ief from the criminal justice system alone, which is 
what they sometimes believe. . 

There's another issue that needs to be remembered -- racism. A lot 
of advocates for women are making "lock them Up" laws concerning abuser-so 
Well, who's going to get locked up? Let's be realistic. What white 
middle-class professional man in the suburbs who is beating his wife is 
gOing to go to jail? Whenever we want legislative changes or increased 
power of police, we should bear the racism in mind. 

Participant: What legal protection is there for the unmarried? 
One of my difficulties is that the majority of battered women I see are 
in common-:law relationships with their boyfriend or the father of their 
children. 

Participant: If you are not married, you ai~e not entitled to an 
Order of Protection. If you are married and divorced, under the criminal 
law now, you are entitled to an Order of Protection; all that is is a 
piece of paper that sets down certain conditions. If the batterer 
violates those conditions, he must be arrested for violating the Order 
of Protection. That's all it does. 

If the two parties have a child together in the household and remain 
in the same household together, the child is entitled to an Order of 
Protection against the parents; again, conditions can be set. For the 
unmarried, here's some advice. Say the victim has an action in the 
Criminal Court for harassment or assaul t or anything that is a crime. 
She can prosecute the man concerning those crimes, but I would photocopy 
the complaint and/or give her a docket number and say to her, uYou can 
tell the police precinct that youlve got an active Criminal Court case." 
If the defendant bothers the woman whil e the case is open, he can be 
arrested for tampering with the witness. 

If an unmarried woman wants to take action, she has to go to her 
local precinct. The problem is: 'If the offense is a violation, the 
precinct will not make an arrest, since the violation did not occur in 
their presence. For instance, if the guy yells at her or threatens her 
over the phone, that ' s aggravated harassment. Unless that aggravated 
harassment is done in the presence of the pol ice offi cer, he cannot 
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make an arrest. He will refer the woman to 346 Broadway in New York, to 
take out a summons, and that's a very frustrating procedure. 

If there's been assault, a misdemeanor crime, the police can make 
an arrest at that pOint. However, that's far down on their priority 
11 st unl ess the injuries are very severe. You don't have an assaul t 
unless there's serious physical injury. A broken nose may not even be 
considered serious physical injury under the law. 

PartiCipant: I think it's important to see the potential of the 
judicial system in effecting change, and helping. For instance, a 
coupl e of days ago a Family Court judge ordered a man to go to a therapi st 
three times a week and he mandated that the report be sent back to him. 
If the man missed any of those sessions, it would be a violation of the 
order and he would be arrested and put into jail. This is obviously a 
judge who fel t very strongly. The new' 1 aw that makes it possibl e to 
mandate condi ti ons is very hel pful, .'3nd I thi nk it shoul d be used. 

Parti cip_ant: I thi nk somethi ng has to be done so that it will be 
made easier for these women to get what they need from the 1 egal and 
other systems. At this moment in New York City, you have to be welfare 
eligible in order to go to a shelter. I think that's a little idiotic. 

PartiCipant: There's ~ new Public Assistance provision, I believe, 
that a woman who has been battered can now qual1fy for emergency ass; st­
ance. 

Bernice Johnson: We have to remember the ambivalence, which is a 
very important dynamic. I am not saying that going to Family or Criminal 
Court shouldn't be done or that we shouldn't attempt to move in that 
direction for whatever kind of relief is necessary, but often we go 
ahead and get a temporary order of protection, temporary chil d support, 
and a week later we get a call that the woman is back with her husband. 

11m not saying that we should not have those supports available. 
But I think the primary concern at first is whether the woman has some­
where to go where she feels safe. We ought to start with that first 
rather than, liDo you want to take your husband to court ?" It's a very 
frightening situation. The woman really doesnlt know what she wants to 
do at that point. I think your agencies might prepare a packet of infor­
mation that would include the legal remedies available as well as places 
fo~ counseling or advice, and the names of shelters. 

Participant: I work with municipal employees and there are no 
shelters for them; they can't go and get emergency assistance for battered 
women because they're workers. They cannot go to the Human Resources 
Administration. There's nothing out there for them,but I think that the 
first step, really, is to establish a safe place. 

Parti cipant: What I finally came up with, after goi ng back and 
forth between resource development and emotional support, is that we can 
have all the resources in the world but if the woman isn't emotionally 
ready to avail herself of them, they are useless. On the other hand, 
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if she is ready and we don't have the resources, that's useless also. 
We need to put equal energy in both spheres. 

Participant: There is another reason for res;'stance to seeing the 
legal system as a place that's suppor,tive, and I think we haven't ad-
dressed it. ' 

I work with a predominantly black population who are suspicious of 
the court system. It doesn I t tal k a language that they understand. 
They feel that when they do go, it doesn't meet their needs and there's 
a real hostility to using it. 

I I ve been seeing a woman for 4 years weekly, which is very unusual 
in a poor area. She came to me last Friday. She's pregnant from a man 
she's put out of the house. He pulled a shotgun on her and she threw a 
bottle through the window; he broke the door down the next day while the 
detectives were in the house. She ' s 6 months ' pregnant. I thought 
she'd have that in her favor when she went before the judge. Thi s man 
has a history of stabbing his wife, three children, and another woman. 
Held been convicted for those attacks. 

The woman was told to be ready for court the next Friday; the detec­
tives said they'd pick her up and take her home and indicated that the 
man would be put away for a long time. He was out before the night was 
through. She received in the mail a piece of paper that said if the man 
comes within two blocks of her she should call the police and he will be 
picked up and arrested. She tol d me it was a piece of 'shit and I 
agreed with her. 

The resistance isn't due to fear; it's due to the fact that the 
system just doesn't work. It's not a reality measure. He pulled a 
shotgun on her in a Brooklyn street. 

Bernice Johnson: Part of the problem is that there are so many 
wife beaters throughout the criminal justice system itself. Not just 
police--we know they are notorious. The other day a probation officer 
who was overseeing the probation of a pol ice officer was arrested for 
beating his wife. Who knows how many judges are doing it? 

So, as live said, at best all the criminal justice system can do 
for us is perhaps provide us with a tool that may be used in some cases. 
That's all we're ever going to get out of it. 

Participant: Yet there are a tremendous number of women going to 
the police precincts demanding that someone be arrested. They turn 
there fi rst because that's where they hope to get some ki nd of hel p; 
what needs to be established are more working relationships between the 
criminal jlJstice system and those that provide social services. The 
women file a complaint because they want the abuse to stop. They don't 
necessarily want to put their husbands in jail. They don't know where 
el se to go. But, ul timately, the soci al services, not the courts, en­
able a woman to get herself out of the situation. ' 
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Jenni fer Baker-Fl emi ng: Furthermore, ul timately the woman hersel f 
is the determi nant. She is the determi nant as to whether or not she is 
a victim, except in those cases of total complete crazies -- guys who 
follow you to the end of the earth. In any other situation, however, 
the woman is going to be the one to determine; she may use the criminal 
justice system and she may use soci al services; she may use her family. 
Whatever she uses, our job is to get her to start moving in a pos; tive 
direction. We may use the criminal justice system and we may not. The 
most important part is getting her to the point where she stops -seeing 
herself as a victim, and when she stops seeing herself as a victim, she 
will stop being a victim, usually. 

Participant: I'd like to comment on the real emotional difficulties 
of trying to make that process happen. 

I work in a mental health clinic in Queens. It is private, non­
profit, which means we exist on medicaid and private fees. The orienta­
tion of the clinic is specifically toward psychiatric problems. I see, 
in my dealings with my clients, the problem of the battered woman. I 
have found no support within the clinic to recognize that as a problem 
and I find myself completely lost in many areas. One, I am frightened 
by my clients' terror, so I am immobilized in terms of guiding them. I 
don't know the parameters of guiding them. I have been making waves 
about this at the clinic, but they sit on me pretty much. 

Bernice Johnson: That is a problem with many clinics that are 
analytically oriented. When our clients would like some long-term work, 
we often have no pl ace to send them. Many pl aces don't want to see it 
and they say it quite clearly: "We don't take people like that." 

Participan~: For the last 2 years, my organization has been operat­
ing under a Law Enforcement Assistance Administration grant training 
mental health professionals in traditional agencies, mental health agen­
cies that are nonprofit, city agencies, and centers. We have been able 
to make real inroads in terms of providing workers at traditional agencies 
with a more accurate analysis of wife abuse and a more accurate under­
standing of the victim and the skills to counsel the victim. 

We identify individuals within these agencies who want us to come 
in and train the workers, and what they do is advocate within their 
agency to bring us to train. I think that this is going to be more 
useful now that Reagan is in and the fundi ng is goi ng to stop. The 
advocates aren't going to be around that much longer, and the battered 
women will have to go to these agenCies. It may be a good idea to start 
really pressuring them to have these training workshops. 

Participant.: 
It doesn't exist. 
whatever you like. 

As I said, my clinic doesn't recognize the problem. 
We don't have it -- we have masochists, depressives, 
We don't have battered women, period. 

Participant: I am the administrator of the kind of agency you're 
talking about, on a smaller scale. Denial of the issue isn't our problem. 
Our probl em is that we are getti ng referral s faster than we can deal 
with them, and there really isn't anyone on staff who has the particular 
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kind of knowledge and expertise to work with this kind of situation. 
The problem is: where will these training counselors come from? 

Partf.cipant: There ' s a technical assistance center here, in New 
York City. They will, 11m sure, facilitate this kind of training if you 
get in touch with them. If they can't do something, they'll find a way 
to do something. 

Participant: Even before that, a person has to make an individual 
choice as a therapist. I work in a mental health center. To want, or 
not, to work with a particular population is an issue. Battered women 
are a different population. I can't work with children with leukemia, 
for instance; it's that kind of thing. 

Part; ci pant: Tha.t sounds 1 ike somethi ng I I ve heard befo re from 
other mental health professionals. What you are talking about is agency 
resistance. 

Participant: I just want to say one thing about mental heal th 
clinics. They go where the money is, and as long as the battered women 
are not on their American Psychiatric Association 1 ists of disorders, 
they are not going to look at it. This has a lot to do with what issues 
are being funded and where they get their medicaid moneys for them. 

Bernice Johnson: I would like to sum up what I feel has happened 
here. 

I think it's clear that we must be aware of the need for work with 
the battered woman. 

There is an educati onal process that we all must i nvol ve oursel ves 
in at our individual agencies. 

We have to look at ourselves, our own attitudes, and develop a 
sensitivity to the needs of these particular people. We are constrained 
by various things -- funds, agency policy, what have you. But we ourselves 
are committed enough. We have to find our own individua'J ways of getting 
the needed programs into our agencies, so that services are provided for 
these people. 

A foremost issue, which is associated with the others, is that we 
must be advocates. We cannot just sit back and do individual direct 
services. We must be advocates concerning all the needs. We know that 
housing is needed. We know that legislation needs to be changed. We 
know that part of the court system is not as hel pful as it coul d be for 
thi s particul ar probl em. We need to be advocates on all 1 evel s. 
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Women's Support Groups 
Rosemary Allwood, C.S.W. 
Melanie Brown, C.S.W. 

Rosemary Allwood: I am Project Director at the Family Abuse Center, 
Nassau County. Melanie Brown works in a settlement house, where women 
can go and live. Our support groups in Nassau are run for women who are 
not in a shelter. 

I bel ieve that before we can even consider setting up a support 
group, we have to examine our own theoretical framework. Most of us, if 
we've been social workers, gotten a degree in psychology, or worked in a 
mental health setting or hospital, have a medical-psychoanalytic perspec­
tive. If this is your perspective, you will have to reexamine it before 
setting up a group. When I started in this work, only a year ago, I 
went into it from a traditional private practice, and I had to reexamine 
my own theoretical framework, si nce the psychoanalytic approach did not 
work. You too will have to continually examine who you are, what your 
own attitudes are, and how those attitudes affect your work with abused 
women, because, believe me, they will have an effect. 

let us look at the two model s -- the psychoanalyti c model and the 
support group model, as we 1 ike to call it. Psychoanalytic groups deal 
with the unconscious, the exploration of personal relationships and how 
one's own personality dynamics affect one's behavior. NOW, when a woman 
is in a crisis and she is battered, there is no time for that exploration. 
Even if deepseated probl ems shoul d happen to be evident, thi sis not 
the time to examine causative factors. She is being beaten. She needs 
a place to go; she needs money; she needs concrete things, means of 
action; she may have kids and need to get them out of the situation too -­
all of which do not involve personality dynamics. 

In a support group, the group process involves a dual focus. First, 
the group becomes infonnational, instructional. Second, it becomes an 
ego-building, self-actualization process, where she is enabled to develop 
her own decisionmaking process. With both focuses acting. we hope that 
the woman will begin to see herself as being powerful rather than power-
1 ess. 

How do you go about setting up such a group? The first process is 
the sel ection of a group facil Hator. The approach that we found best 
was selecting two, not one, for very practical reasons. First of all, 
if that one group facilitator was sick and couldn't be there, the group 
couldn't meet. Second, should a woman in the group need a service right 
then, that day, there would be someone available to go through that 
process with her or teach her how to go through that process. 

Who should the group facilitators be? We feel they should be women. 
Why shoul d there be women in support groups particul arly? Woul d anyone 
like to speak to that? 
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Participant: Just a personal feeling about that -- if these women 
have been instructed and directed and informed by men all their lives, 
it is about time they started realizing what power women have among 
themsel ves as a group, shari ng among themsel ves, givi ng support to one 
another. 

Rosemary A llwood: Yes, that is one of the major reasons. Another 
is that when women first come into the group, there is usually fear and 
ambivalence; we try to lessen the fear, at least by having them see a 
woman facilitator, not a man. 

There are many other reasons, of course, that the group facilitators 
should be women. And they should have certain personal qua1ities and 
qualifications. They should be women who are flexible, who have a sense 
of their own individual identities, and are aware of what their own 
attitudes are. They should have a knowledge of not only group skills 
but al so the resources women need in that situation. This does not 
necessarily mean that the group facil itator knows exactly what every 
resource is, but she shoul d know how to go about getti ng. them. She 
should be knowledgeable about very concrete issues -- legal rights, the 
Department of Social Services system, and what victims of domestic 
vi 01 ence are enti tl ed to. She shoul d be knowl edgeab 1 e about how to 
assess a woman's safe home possibility -- whether it be a friend, 
rel ative, or whatever. She shoul d be knowl edgeabl e about all those 
thi ngs. And, agai n, she shc)ul d be really fl exibl e. You cannot wal k 
into a group wi th a pl anned fonnat, sayi ng, "Today we are goi ng to do 
assertiveness training, rights, and roles. 1I You have to first find out 
what the women's attitudes ay'e and what they want to deal with. Also it 
is important to assess whether or not a group member is in immi nent 
danger. And you cannot just walk in simply because you have been trained 
to run a group. We have seen that happen, and it does not work. You 
have to be willing to arm yourself with resources, infonnation, and 
educational tools. 

Who is going to be in this group? Should the women just walk in or 
should they be screened first? We bel ieve that screening, as a second 
process, has to take place. The initial screening is really done by the 
group facilitators. 

The group facil itator should be available to have, at least, a 
10-minute talk with the woman to introduce themselves, to get a feel for 
each other, to make an assessment as to whether or not this victim could 
benefit from a group. The prospective group member should be an active 
participant in this assessment decision process. 

~~hat do you rule out? We rule out only three things -- psychosis, 
drugs, or alcohol addiction. That is all we rule out. As a matter of 
fact, we finnly believe that being in a support group is probably one of 
the best avenues for a woman who is very depressed, who really is pretty 
dysfunctional, who really cannot give her name so she uses an assumed 
name or no name in the beginning. That is okay. 

The screeni ng then is to rul e out three probl em areas that cannot 
be deal t wi th in that group. It is to introduce the new group member 
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and the group facH itator. If that member cannot be hooked into the 
group immediately, then that facilitator should have ongoing contact 
with her until she can come into a group. This is important, since this 
is the first time these women have reached out for help. They are saying, 
"I don't want this any more; something has got to stop. I .want this 
batteri ng stopped. II We recently had a woman in the agency who is 79 
years old. She has been battered for 54 years. She came to our agency 
with the police bringing her, thank goodness, in a wheelchair. That was 
her first time to reach out for help. So, meet her. If she cannot go 
into a group, at least she knows that you are there and it is not a 
one-shot deal with a revolving door. 

The third area to consider is the time factor for the 1 ength of the 
group. Our agency is mandated as a cri si s center. As a cri sis center 
we must be available for calls 24 hours a day, 7 days a week. A woman 
must be able to walk in from anywhere and say, "I need to see someone." 
Our mandate as a crisis center states that we offer direct services, but 
we can see the person only up to 10 to 12 weeks, whether in individual 
counseling or a group, for delivery of concrete services. Then we must 
refer her to a mental health agency if long-term treatment is indicated. 
That is the mandate; many agencies have such policies. That is one of 
the ways agencies get set up, but what we have found is it just does not 
always work. A woman has been in a battering situation for 10, 12, 15 
years. In 10 to 12 weeks she really has not had enough of an opportunity 
to solve a lot on her own, to decide which direction she is going to go 
in, or even to 1 earn the system out there. So, we have found we need to 
be flexible and, when indicated, group participation can continue for 
more than 12 weeks. 

We have a heterogeneous mi xture in our groups. We have women in 
the same group who are separated, who are divorced, who are currently 
living with the abuser, who are in safe homes. 

In the screeni ng process it is very important that your posi tive 
attitude come through and that you be flexible in your approach. There 
are a lot of battered women who go back and forth. They tryout the 
group counsel ing process to see how they feel about it. They need to 
know that it is okay if they go back to their abuser mates. They need 
to know that you are not going to throw them out of the group, you are 
not going to think less of them, you are not going to think they are 
stupi d, you are not going to thi nk all those thi ngs they al ready feel. 

Major concerns can be incorporated easily into a flexible theoretical 
framework. For instance, a woman who has to confront Family Court or 
Criminal Court needs to know what that process is going to be like. You 
mi ght have an exerci se wi th her, through rol e pl ayi ng wi th the group 
observing, that would teach her what it means to go to Family Court, 
what she can expect, what different judges might be like, what the 
intake process is like. You can go through the entire process with her 
and teach her what her rights and options are, what she can expect from 
the pol ice or not expect from the pol ice, etc. Sometimes you can teach 
her what the Publ ic Assistance process looks and feel s 1 ike, and we do 
that -- we have applications, and we sit down and do that interview, go 
over all the necessary documents. 
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At the same time you are doing that very concrete experience with 
,her, which becomes a learning experience for the entire group,You also I 

begin to build her ego strengths. Do not forget these women have sur­
vived the situation from which they have come. They are strong. We 
often hear people say they are powerless and helpless. They do feel 
helpless, they do feel powerless, they do feel guilty, but do not for­
get that they have a great deal of strength or they wouldn't have sur­
vived; they would never come to us, or to any of you. 

Through these methods you can educate the woman as well as build 
her ego strength so that she begins to feel she can master that system 
out there and become independent, in control of her own life. It is ex­
citing to see people in the group comparing those experiences of Family 
Court, D.S.S., and her own growth process. They are flcomparing and 
acknowledging their own mastery, they own feelings. They are saying to 
a newcomer, "I have been through it," which allows that person to see 
that the action is not so frightening. There is support. 

The group members happen to be the strongest support for one an­
other. We begin to help them, but they begin to see the isolation they 
have lived through,and the group brings them out of that,gives support. 

We have a woman in one of our groups who has been separated. She 
is in the process of divorce. She has been separated for about a year 
and she is still going through the court process, but she has been 
through, "What am I going to do? How am I going to reorganize? How am 
I going to pay the bills?" She has been through that,and the women in 
the group learn that extra experience. 

Participant: A woman says, "Sure I was scared stiff and I'm still 
scared, but I'm going to do it anyway." That is what is really im­
portant -- to share that with the other women. 

Rosemary Allwood: I think it is very important that we, as work­
ers, be able to share something with the group members. We have been 
through some of our own life experiences. The group needs to know who 
we are, as part of the therapeutic process, not just that we work at 
the Family Abuse Center. If that is something you are not comfortable 
doing, then maybe you ought to think about it and try to work it out 
so that you are comfortable doing that. You get a lot of mileage. A 
lot of comfort develops within that group when the group facilitator 
becomes a real person and not an ambiguous figure. You have to be a 
very active facilitator. You cannot be nondirect. 

Participant: That is why the traditional mode will not work, 
since the group needs to feel support and they need to feel you are a 
person, not just someone sitting there smacking her head. 

Rosemary Allwood: Or dealing with the unconscious. Going back to 
why the psychoanalytical approach does not work ~- within that psycho. 
analytical group there are no resources brought into the group; there 
are no immediate actions taken during that time or right after the 
group; some other agency does that, some other person. 
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We do, however, have individual therapy. As a matter' of fact, 
there are many women who need something very special, one to one, who 
ask for that. We try to have the woman who is interested in individual 
counseling see one of the co-facilitators of her group for individual 
counseling, so that, again, there is a connection. 

Parti cipant: I come from psychoanalytical trai ni n9. I have worked 
with support groups, not necessarily only psychoanalytical groups, but I 
find some difficulty in my role as a group leader or participant. Do 
you become a participant when you start sharing your own exper'ience? 
Where is the balance? 

Rosemary Al1wood: Let me answer with an example. One of the sub­
jects that always comes up in every group is parenting -- parenting 
skills and the frustrations of being a parent, particularly in a relation­
ship where there is battering. 

A woman is talking with you about how she cannot manage the children. 
It really helps a lot when you can say to that woman·, as I do with mothers 
I see in my private practice, "I have been through that too." I am now 
trying to undo my own tendency to be overnurturing. When the women hear 
that you too make mi stakes and have to reexami ne what you have done, 
they do not feel S.Q terrible, because you are trained. You are supposed 
to have all the answers if you are trained; you do not make mistakes if 
you are trained. You are perfect -- and we are not perfect. They need 
to hear you sharing yourself. 

What happens is that you are usi ng yoursel f to become the rol e 
model, because you have shared a process of hav; ng to work someth; ng 
out. Your facil itator role remains intact, because you are educating 
them through hel pi ng them examine thi s process and you are al so hel pi ng 
them to develop and obtain the goals t.hey have stated, even in regard to 
parenting skills. 

Al ways remember that the goal s must be stated by the gy'OUP, not by 
us as 1 eaders. They can decide where they want to go. We may have 
input, of course, because we know the legal rights and resource options, 
but they have their own ideas. Through this selected sharing process, 
they relax a little bit and do not feel so negligent, because they were 
often told that they were negligent as wives, mothers, lovers. Someone 
tells them they are negligent and they begin to believe it. 

Obvi ously, the group is not a pl ace for you to come and dump. 
There are al so 1 imi ts as to how much you share J because you are not 
there to take up the whole meeting time, nor to indiscriminately share. 
You are there to use your own experiences to help them see that all 
women have gone through similar experiences. 

Participant: What you say about flexibility is very, very important. 
I work ina cri si s center that has a shel ter over it, so we have an 
opportunity to combine our shelter residents with what we call out-of­
house residents. 
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We have several ongoing groups, and I have experimented with a lot 
of approaches. The combination of the shelter women and those already 
out in the world provides the shelter women with a support. They tend 
to then stay connected with the agency and stay in the group. 

When the group develops a certain core, with cohesive members, 
which might be six or seven people, we then close the group and that 
becomes an ongoing group. I have one that is 2 years old. They deal 
with issues that come up, and they still relate them ~to ,the battering. 

Rosemary Allwood: We are just opening up our shelter in December 
and we want to do the same thing, have women who have been living in the 
shelter in the group with women who are not in the shelter. 

, . 
In terms of our agency, we do not close the group for some very 

practical reasons. We do not have enough staff to start new groups and 
wOlnen cannot wait around while you find the money to hire and train new 
facilitators. So, we have to keep those groups open. We have tried to 
close groups, and it did not work. We had too many women on the waiting 
list. 

Participant: I felt it was an advantage to have the group ongoing, 
and composed of "in-house" people and people from the outside. One of 
the advantages is that it reveals the "process." One woman turns to the 
other and says, lilt's okay, honey, I was there 5 years ago. II I like the 
open-ended cohesiveness. 

Rosemary Allwood: Before any new member goes into one of our groups, 
the group members have to say okay. Before I walk in to observe, they 
have to say okay. We find that group members really welcome new members 
into the group; they immediately take them under their wings. 

Let me briefly, ~o over the issues of working with groups. And I 
cannot emphasize enough that you must acquaint yourself with the whole 
networking system out there in the community. ' 

You must acquaint yourself with, if you do not know them already, 
the legal rights of women, because it is not that some of the laws aren't 
there; they are not being practiced or the women do not know about them. 
It is your responsibility to take yourself through that legal "process, 
see what it looks like at court. It is your responsibility to knm'J what 
the Domestic Violence Emergency Act is all about and who is eligible for 
it. 

It is your responsibility as a group facilitator to have some idea 
about a safe home networking system~ which is what we have and are expand~ 
ing on, because a shelter will not hold that many women. We have to 
have that as an alternative. Of course, not all women want to go into a 
shelter, nor should they, but they need a temporary residence to gather 
themselves together and make some decisions. So, you really need to 
have some notion of your resources. 

Look at all the various needs women do have -- parenting skills, 
assertiveness training, and concrete resources. Equip yourself with 
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di fferent model s of treatment. I am usi ng the word treatment ina very 
generalized sense. Itls one thing to be a psychoanalytical group thera­
pist and quite another thing to know about values, clarification skills, 
assertiveness, training skills, personal rights, and role skills. You 
need to be familiar with these issues because you are al so going to be a 
teacher in that group. 

Melanie Brown: I am the Project Coordinator at the Henry Street 
Shelter for Battered Women. 

I woul d 1 ike to take thi s oppo rtun i ty to share wi th you a very 
specific model of social group work intervention with battered women -­
the py'oblem-solving, task-centered approach. In some respects, 1111 
have to agree with the earlier comments that the psychoanalytical ap­
proach to treatment is not an effective approach to treatment \'/i th bat­
tered women. 

What I hope to provide you with in the paper 11m about to read are 
some concrete examples and suggestions as to what you can try to incorpo­
rate in your practice so that you will be able to run a more effective 
group with battered women. I am not saying that the approach I am sug­
gesting is going to be the answer to battering -- I think it would be 
fool i sh to say that -- but I am very pl eased to share some of the suc­
cesses that occurred in my groups. 

Whil, e various methods of i nterventi on have been employed in address­
i ng the needs of abused women, a rather new phenomenon has been the 
development of a temporary housing shelter. 

Shelters and safe homes are places where women and their children 
seek refuge frrnn a batterer and/or life-threatening situation. A womanls 
safety is our primary concern. Consequently, the family I s whereabouts 
are kept confidential. The length of stay can last anywhere from approxi­
mately 3 days to 7 months, sometimes longer. 

Battered women arrive at the shelter in a state of crisis. Usually 
a womanls decision to leave is precipitated by a serious assault of 
life-threatening dimensions. At the moment she decided to leave the 
house, she did not really want to leave for good; the fear of making it 
on her own is huge. Her primary concern is for qui ck and immediate 
safety and relief from the battering. 

Generally, there is a high degree of anxiety or depression and 
shock. Many women are afraid and feel helpless, and yet in a short 
period of time, maybe a week or a month, the woman is expected to mobilize 
herself enough to make a decision whether to return to the batterer or 
start a new life without him. 

Thi s cri si s period can be a di ffi cul t one for the women and their 
children. It can al so be an opportunity for growth in a supportive 
envi ronmlent. Correcti ve probl em sol vi ng can take pl ace whil e the woman 
is also being offered a chance to explore options and make choices about 
her immediate future. 
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The short-term task group is an effecti ve method of i nterventi on 
in the shelter st:!tting, although rid like to add that it can also be a 
hi ghly effective method in worki ng wi th support groups, not necessarily 
developed in a shelter. 

r am going to illustrate how this approach was developed with bat­
tered women at. the Henry Street Shelter. I have been a resident social 
worker at the shelter for the last 5 years. I have an afartment there, 
and I live with the battered women and other homeless we fare families. 
The work rim describing came from my experience in working with and 
leading groups there over the last 3 years. 

The rati anal e behind the task-centered approach is that decisi on 
making is a major dil emma facing battered women. In a temporary housing 
shel ter they must make the ul timate deci sian, as I mentioned before, of 
whether to establish a life without the batterer or to return to him. 
The process of deci sian makil&g is further compl icated by the brief 1 ength 
of the stay and the wide range of conflicting feelings women experience 
in adjusting to shelte~ life. Some of these feelings may include ambiva­
lence, loss, fear, anger, guilt, and relief. 

You must provide a viable means to facilitate the decision-making 
process, and hE~re is where that tasl<-centered approach, done through 
intervention with short-term groups, becomes effective. This approach 
affords women the opportunity to develop skills for survival and instills 
in them the feel ing of having more control over their 1 ives. Once the 
woman has been engaged in this process, it wil,l help her begin to make 
constructive deci sions and move out of the 1 imbo state. The shel ter 
time is ina real sense "l imbo ll

: the woman there must go somewhere 
el se, ei ther back to the batterer or away, to 1 ive on her own. So, we 
have to look at her in that respect, let her make the choice in a desig­
nated time span. 

Within this limbo state of the shelter exists also the broader 
continuum of the woman1s life, where she feels closer or farther away 
from the batterer. Those who are emotionally closer to the man often 
fl uctuate in their choices about their immediate future. They spend 
time in the shelter thinking. At any rate, the limbo and continuum 
exist together, and they must be recognized. 

I \'/ould also like to say that we, as practitioners, have a lot of 
myths about battered women that we really need to examine. I personally 
feel from my own experience and my own val ues that the battered women 
would feel more comfortable with a female practitioner, but I also have 
to say that a lot of women woul d prefer to have a mal e counselor. 

We did have a male social worker student who ran a clinic. We have 
had battered women who have engaged in short-term counsel i n9 wi th the 
female social worker at our shelter and who later sought therapy at the 
Community Mental Health Center, specifically requesting a male counselor. 
In some of these cases there has been growth, and an important part of 
that is the fact that the woman had a chance to rel ate to a man ina 
positive fashion. 
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The task-centered approach, designed by Rita Epstein, is applicable 
in an individual or group context. It has several distinguishing charac­
teristics. One, it is brief, time-limited. Two, its intervention is 
concentrated on alleviating specific problems, which clients and facili­
tators contract to work on. Three, work on the client's problems is 
organized around tasks or problem-solving actions the client gets to 
carry out. 

I'd 1 ike to describe the appl ication of the task-centered approach 
to a group. The five basic steps taken are as follows: (l) the pre­
liminary interview; (2) group composition; (3) group formation; (4) 
group processes for task accompl i shment; and (5) termination. Some of 
these steps were utilized stra1g~t from the case work model, and others 
were modified in the attempt to ac~ieve the group purpose. 

A short-term group was offered to battered women at Henry Street 
who resided in our shelter for not more than 6 weeks. The purpose of 
the group was twofold: (l) to provide a situation where women could 
begin to identify and solve some of their immediate problems and (2) 
through the process of mutual aid to have an opportuni ty to explore 
alternatives to violence, by making decisions about their immediate 
futures. 

Membership in a group was voluntary. A group was formed of up to 
ei ght members and then closed to new members after the thi rd meeti ng, 
unless the group decided otherwise. Closing the group was done to promote 
cohesion among members and reduce attrition. 

The group met for 8 weeks, for a total of eight 1 1/2 hour sessions. 
There was an assessment of the experi ence at the end of 8 \oJeeks. Members 
then had the option of terminating the group or continuing it for a 
predetermined number of sessions. 

Prior to a group meeting, the members are interviewed individually, 
and responses that indicate severe anxiety or any other adverse reaction 
are di scussed and deal t wi tho Thi sis a must. Al so prior to the group 
sessions is orientati on concerni ng the probl ems of task formul ation in 
the group. These groups are probl em oriented, and that aspect must be 
made clear. 

Drawing primarily on my experience 1 iving with battered women and 
secondly as a practitioner, I have found it important to be sensitive to 
the potential candidates' concern about some of the following issues, 
some of which have really surprised me. 

First, there is often anxiety about belonging to a group with the 
resident worker. The clients know themselves. Imagine how scary it 
might be knowing your social worker lives next door to you and you decide 
to go out and get drunk one night. No one else in the group knows you 
are an alcoholic. Can you go to that group meeting? It is also possible 
that fear of the batterer may prevent the woman from attending the group. 
I think it's important for clients to discuss their feelings about enter­
ing a group situation. 
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lid like to share some misconceptions and myths that have developed 
around battered women. First, a lot of us think there is a stigma to 
being identified as a battered woman. There is a misconception that 
treatment will press the women into divorci n9 thei r husbands or severi ng 
all ties with their mates. There is a misconception that going back to 
the batterer i's failure, even a violation of agency policy. 

It is important to see how the battered woman views herself. There 
are some women, for ins,tance, who came to the shelter but did not feel 
they were battered enough to belong to a group. We tend to feel that 
because a woman is in the shelter she has accepted her status. That is 
not necessarily true for her. 

In my experience in the shel ter I have a1 so found that some women 
were husband batterers; what happened eventually is that the husbands 
started beating them back and really crucified them. They were ashamed 
to get hele, because they did not want us to penalize them; they felt 
we'd say, Iyou are the kind of battered woman that has made it difficult 
for other battered woman to get help, so we can't help you." I still 
thi nk they need to be hel ped, but I am sayi ng that we have to be very 
careful not to get caught in devel opi n9 our own myths and stigmatiz­
ing the battered woman. 

We a1 so have to real ize that many \'Iomen view joining a group as 
traumatic. That anxiety must be all eViated, and the members all owed to 
explore probl ems. We emphasize the fact that a group shoul d be seen as 
an opportunity for members to talk about similar and different difficul­
ties they might be experiencing in adjusting to the shelter. In the 
group the women can share ideas, fi gure out ways to hel p one another; 
and resolve some of their difficulties while making choices about their 
future. This is basically what I try to convey about a group when I am 
trying to recruit women for one. 

I have a1 so indicated that a group needn ' t be all seriousness; the 
members can have fun and plan activities they want. A lot of times we 
forget play; the battered woman also wants to have fun and good times, 
and I think that because we are concerned with helping we get caught up 
in a rescue syndrome. This intensifies the anxiety of the battered 
women, I think. 

The following are examples of efforts to engage members during the 
prel iminary interviews. The first involves a 24-year-old woman with 
three children. She was extremely ambivalent about living in the shelter, 
and it worried her that she had not told her children the reason she had 
left their father. I asked her how she felt about discussing her problems 
in the group. She responded that she was shy and wanted to know if she 
had to tal k ; n the group right away. I assured her that no one was 
forced to talk, that she could speak when she felt comfortable. 

On the night of the first group meeting I noticed her' 1 ingering 
outside the meeting room looking quite tense. I told her the meeting 
woul d begin in a few moments and asked her how was she feel ing about 
beginni ng. She responded, "Nervous, II and further expl ained her feel i ngs. 
She was standing outside to see who went into the meeting, because she 
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was afraid she'd see a lot of women with black eyes and big, swollen 
heads. She asked me if everyone was scarred. I told her that no one 
with visible bruises usually wanted to attend. She appeared to relax 
somewhat and began laughing as we walked into the meeting room together. 
She later shared this fear with the other members, who, in turn, discussed 
similar and different fears they each had about one another. 

This story brings out another myth practitioners have -- that bat­
tered women fi nd comfort in bei ng wi th one another, because it cuts 
through the i so 1 ati on. Nost battered women do fi nd comfort in numbers, 
but I think what we have to do is be sensi tive and tune in to the scary 
feelings we might label resistance. We have to see how these feelings 
might interfere with involvement in the group. 

It was evident that thi s woman's fears woul d have served as an 
obstacl e to her attend; ng had they not been deal t with prior to her 
first group attendance. It is important to know that at the first meeting 
she was able to discuss her problem about telling her children that they 
were on a "vacation" from the father. The group members were sensitive 
and supportive in helping her explore ways of being honest with her 
children. 

The first one or two meetings of a group often involve preaffilia­
tion, a stage characterized by the individual's desire to become involved 
in and make use of the group and yet avoid and maintain distance. When 
you find battered women staying away, it looks like resistance. That is 
a normal part of the process, so expect it and don't feel as though 
you've failed before you start. The third session usually goes into 
issues of stigma, trust, confidentiality, and commitment. Once the 
members began to discuss some of these issues, they were able to begin 
sharing some of their problems with one another. I make it clear early 
that I will not share the personal probl ems of group members I see for 
individual counseling in the group itself. I tell them that it is up to 
them to share their concerns with others. Sometimes members need help 
in telling their problems. In these situations other members encourage 
and assist them. 

Concerning the priorities of the meetings, it is important, as 
Rosemary Allwood said, to keep that issue flexible, so you aren't saying, 
"Today we are going to tal k about assertiveness training; tomorrow you 
are going to talk about your feelings," etc. I ask members to help one 
another check the target probl ems they want to work on. Housi ng, of 
course, is a commonly shared concern. 

How do members tell one another about their problems, and what does 
the helping process look like? How do you know when you are working, 
how do you know when you are using the problem-solving approach? What 
does it look like? 

By the fourth group sessi on , member meet; ngs were no longer hel din 
the shel ter office, but in the apartment of each member on a rotati ng 
basis. The infonnal, cozy atmosphere of the apartments instilled a 
stronger sense of comfort and privacy. It al so instill ed independent 
feel ings of control. It was therapeutic for members who were never 
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allowed to act as hostesses or entertain company at home when they were 
with their husbands. The members got confidence from one another and 
from the leader -- and the interaction in the shelter itself after the 
meeti ngs is i ndi cat; ve of thi s improvement. Important probl ems were 
identified early. The shelter setting also helped the group members 
have the opportunity to lend support to others and to help them achieve 
tasks between meetings. 

During this stage of the meetings, each member identified and ex­
plored her own probl ems and was hel ped to define them. Targets were 
identified and worked on according to the goals of most of the group. 
Where similarities and problems occurred, I pointed them out -- one way 
of putting some order to problem resolution. The group was able to 
negotiate purposes for a few meetings, although flexibility was always 
permitted, allowing discussion to respond to the spontaneous needs of 
the group. 

I would like to end by describing how the problem-solving process 
takes place. There are various problems most of these women face: 
interpersonal confl i ct; i ntersoci al rel ati ons; probl ems wi th formal organ­
izations; difficulty in role performance; problems. of social transi­
ti on and reactive emot10nal di stress; and, 1 ast, inadequate resources. 
Once the problems were specified, the leader engaged the members in 
helping one another to set goals and to accomplish tasks within an agreed 
upon time. Thi s step is group process for task accompl i shment. The 
applicability of this process is demonstrated in the examples I will 
give about the problem of inadequate resources. 

Money management was a probl em for all group members. For those 
who had been involved in household management before entering the shelter, 
it was less difficult than for those who had not. Some women in the 
group expressed feel i ngs of not want; ng to return to the batterer but 
felt they could not explore the problem. Narrowing the focus resulted 
in members particularizing the problem of setting goals and tasks to 
alleviate financial strain and improve money management. 

Members di scovered that much of thei r money was bei ng spent to 
replace clo'thing that was left in the home when they fled. Several 
women wanted to reclaim valuable clothing and toys that remained with 
the batterer. One woman, who had di f'fi cul ty 1 n asserti ng hersel f, had 
given up reclaiming boxes of clothing left at a former shelter -- a 
worker there had broken promises to send them to her. With the encourage­
ment from the group she decided to make a serious effort to get them 
back. 

The process of setting specific tasks, accomplishing objectives to 
achi eve an end, was made. Tasks and goal s were changed if necessary. 
Other members who had been successful in reclaiming their clothes were 
helpful. The member who had claimed she had no problems accepted advi~e 
from other members about retrieving her bel ongi ngs. Some of the tasks 
set for women to reclaim their belongings involved the following: call­
i ng someone trusted to fi nd out if the husband sti 11 occupi ed the apart­
ment; if possible, finding out about the condition of their belongings, 
because some men destroyed them; if fearful for personal safety, call ing 

156 



a friend or the local precinct police and also making child care arrange­
ments. 

Summarizing the outcome of these tasks: s.c. and D. learned that 
their husbands had destroyed their belongings. A new set of tasks was 
set that would enable them to reach a new goal, that being to acquire a 
cl othi ng grant from the Wel fare Department. 1. M. and 1. V. went together 
to the former's apartment, with the police, to reclaim the belongings. 
A.A., who had been communicating with her husband all along, admitted 
that duri ng the early year's of the marri age she had been the batterer, 
that she used to hit her husband; she claimed he had a bad temper and a 
tongue like a lash. During a role-playing situation, A.A. acted very 
much like the victim in the manner in which she demanded her clothing 
back from her husband. Group members hel ped her to be asserti ve, 1 ess 
threatened in her approach. This was done, of course, after they helped 
her ventilate her feelings of rage toward herself. M.P., who was waiting 
to receive her box of clothes from the shel ter, was coached on how to 
assert hersel fin a more effective manner. Fi nally she gathered the 
courage to call the worker's supervi sore All of M. P. 's clothes were 
sent to her soon after this call was made. 

From these examples, it seems clear that role playing and behavioral 
theories were instrumental processes for testing out tasks in a safe and 
supportive environment. 

Mucrl) prai se was given by the 1 eader upon successful compl etion of 
tasks. :,itruggl es were encountered along the way, and the members were 
always responsive in helping one another resolve them. 

I would like to close now, giving some conclusions and recommenda­
ti ons, based on the task-centered approach to treatment we use at the 
Henry Street Shelter. 

Battered women in the shel ter are responsive to the therapeutic 
process when interventions are supported and goals and tasks seem obtain­
able. The self-esteem of abused women will be enhanced through successful 
accomplishments of tasks. There will be an increased feeling of inde­
pendence and greater control over their own actions and lives. 

Women who have developed destructive coping patterns with violence 
will gain insight into some of the sources of those patterns and the 
detrimental consequences. Groups can be used as sUbstitute dependencies 
if the environment is responsive, accepting, and cohesive. 

The task-centered approach is an effective method to use in dealing 
with battered women, but practitioners must be careful not to be judgmental 
and deny women the option they have chosen even if it means returning to 
the batterer. 
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Alcoholism and Spouse Abuse 
Phillip E. Jacobs, C.S.W., Ph.D. 

Pearl Levine, C.S.W. 

Phili~JaCobs: I am Dr. Jacobs, responsible for the Substance 
Abuse rrea~ent Branch at the Long Island Jewish-Hillside Medical Center. 

The paper I am going to read is entitled: "Alcoholism and Spouse 
Abuse: The Need for a Coordinated Approach." Until recently, wife 
beating and child beating were not considered as social problems but, 
rather, were seen as the prerogative of the male head of the household. 
The term "rul e of thumb" is derived from a common 1 aw rul i ng that a man 
could beat his wife with a stick as long as the stick was no greater in 
diameter than his thumb. In medieval times children were regularly 
beaten, starved, drowned, and physically assaul ted in other ways for 
minor infractions. Society sanctioned corporal punishment as a right, 
and indeed a responsibility, of parents. 

The Civil Rights movement, the women's movement, and the general 
trend toward the safeguardi ng of civil 1 iberti es have contri buted to a 
redefinition of the use of vfolence in family settings. . 

During the 1960's Dr. Henry Kempe coined the term "battered child" 
to refer to children who were physically abused by their parents to the 
point of requiring medical intervention. Federal and State offices of 
Protective Service were reorganized to provide persons with complaints 
of child abuse with quick and easy access to an official representative. 
Legi slation was passed that protected persons reporting instances of 
child abuse and/or neglect from criminal prosecution in the event that 
these charges proved to be groundless. 

The decade of the 1970's witnessed a similar evolving process with 
regard to wi fe beat; n9 and spouse abuse. Increasi ngly frequent reports 
of serious physical mistreatment of spouses have led professional s in 
the field to confront the inescapable conclusion that spouse abuse, 
similar to child abuse, represents a serious health and safety problem 
and needs to be addressed professionally within a treatment context. In 
increasing numbers, p.rofessional s are criticizing the current criminal 
justice system, which frequently treats wi fe beati ng as a "family matter" 
and is rel uctant to prosecute crimi nally any instances of wi fe beati ng 
unless there is imminent peril to life. 

Al though many Americans woul d probably have difficul ty with recent 
1 egi sl ation passed in Sweden that outl aws spanki ng and all other forms 
of corporal puni shment between parents and chil dren, surely there has 
been a sea of change in American attitudes concerning the use of violence 
toward children and spouses. Since the postwar years, there has been a 
shift of attitude in this whole area, from one where it was considered 
to be a private family concern to one where the physical abuse of chil dren 
and/ot' spouses is perceived as a sign of serious emotional di stress 
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requiring criminal justice attention and/or psychological-psychosocial 
assistance. 

In the fiel d of al cohol i sm and treatment, one observes a simil ar 
development. As recently as a hundred years ago, al cohol i sm was seen 
as a moral vice resul ti ng from spi ritual weakness rather than as a speci fic 
disease entity. Jellinek revolutionized the concept of alcoholism by 
presenting alcoholism as a disease with definable and predictable stages, 
which leave its victims incapacitated. The disease model 'J7' ~lcoholism 

. separates the issue of blame and treatment so that the persc"fi suffering 
from alcoholism is seen as someone suffering from a chronic disease, 
such as diabetes, and is held no more accountable for his aberrant re­
action to alcohol than a diabetic is held accountable for his aberrant 
reaction to sugar. The alcoholic, of course, continues to be held respon­
sible for the behavior leading to the ingestion of alcohol, but this is 
no different in many ways from holding persons responsible for the delib­
erate or negligent exposure to other types of disease-causing situations, 
such as a diabetic consuming high-sugar food, an obese person eating 
highly fattening foods, and so forth. 

Many stereotypes, though di storted and inaccurate in many regards, 
possess a kernel of truth. The popul ar notion of the alcohol ic person 
beating his or her spouse and children in a drunken rage, a person beset 
by financial difficulties with a chaotic family organization and shallow 
and superficial emotional life is, in fact, seen by many of us working 
in the alcoholism treatment field. Therefore, it is desirable, as society 
redefines spouse abuse and alcoholism as medical problems, that we treat 
these probl ems as part of an i ntertwi ned constell ati on frequently pre­
sented by the same personal family. Unfortunately, there has been, and 
continues to be, as G. Spieker has noted, an inappropriate split of 
professi onal approaches to spouse abuse, chil d abuse, and al coholi sm 
treatment. Now that our consciousness has been raised to see spouse 
abuse and child abuse as serious and social problems, we need to integrate 
and coordinate treatment of al cohol ic famil ies so that these extremely 
important aspects of dysfunctioning are addressed in a planned, effective 
way together with alcoholism. 

In tenns of the scope of the probl em, the amount of spouse abuse 
and family violence is staggering. There are probably 1..7 million spouse 
assaults occurring in the United States per year. The U.s. Department 
of Justice estimated that 25 percent of all homicides are intrafamil i al 
and that half of these homicides involve the killing of a spouse. The 
image of street crime homicide is more amenable to scapegoating and 
righteous indignation, but it is very clear that many persons who are 
murdered are murdered by their spouse or someone in their family constel-
1 ation. 

It has been estimated that there are more than 6 million incidents 
of severe physical abuse occurring in families each year, with husbands 
almost as frequently the victim of physical abuse as wives or chil dren. 

I want to speak to the issue of interplay between alcohol abuse and 
family violence. Dr. Henry Kempe suggests that alcoholism is involved 
in one-third of all child abuse cases. The American Humane Association 
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has indicated that alcohol dependency is involved in 17 percent of fami­
lies with child abuse. Unfortunately, the fields of family violence 
and alcoholism lack sufficient data to draw claar, strong conclusions 
concerning alcoholls effect on violence. At this time, contradictory 
evidence abounds, and studies vary widely as to the types of control s 
used, the quality of research methodology employed, and the type of 
violence studied. The conclusions, naturally, also vary. 

Steele and Pollack, in 1968, conducted a psychiatric study of parents 
who abuse infants and small children and concluded that alcoholism was 
not i nvo 1 ved in the ch i 1 d abuse they saw. Scott, ina 1974 report on 
battered wives, presented the concept of a "battering family, II and he 
noted that wife beaters are also frequently battering fathers. Further­
more, these men are frequently beaten by their own children and sometimes 
by their wives. Since 25 per'cent of all homicides are intrafamil ial and 
half of these killings are spouse killings, the study of homicide and 
alcohol use is of direct relevance to persons interested in studying the 
interaction of al cohol ism and spouse abuse. Herganic and Meyer studied 
214 homicides in St. Louis and reported that in 40 percent of the cases, 
the victims of homicide had 0.1 milligram or more of alcohol in their 
blood at the time of death. Those who murdered were observed to have 
alcohol in their bloodstream at the time of the crime in 50 percent of 
the cases. While research into the relationship between homicide and 
al cohol ingestion has frequently focused on persons kill ing others under 
the influence of alcohol, I find it interesting and unusual to note that 
this St. Louis study and others have shown a high percent of alcohol 
present in the bodies of the victims as well as the persons who committed 
the crimes. The authors hypothesize that many victim-precipitated homi­
cides would have been prevented if the victims had not been drinking at 
the time of murder. The authors also discovered that in more than two­
thirds of what they classified as victim-precipitated homic'ides, the 
victims were drinking at the time of death. For example: A homicide 
victim may become intoxicated in a tavern and enter into a brawl or 
dispute with a person he or she would avoid if sober. Intoxicated 
spouses may persi st in harassi ng and harangui ng thei r partners beyond 
the personls breaking point. Gelles studied homicide in western Scotland 
and found that 42 percent of the victims of male murders and 30 percent 
of the victims of female murders were drinking at the time of death. In 
an old study in Philadelphia, Marvin Wolfgang found that 53 percent of 
the victims were drinking prior to their death. 

Because of the exi stence of the "batteri ng family, II and because 
many chil d abusers were abused as chil dren themsel ves, and frequently 
physically abused as a spouse, research conducted by Mayer and B1 ack 
into the link between alcoholism and child abuse is of interest to us as 
we consider spouse abuse and al cohol i sm. They found that the emotional 
climate in many families in which a parent is an alcoholic or has an 
alcohol problem is one of personal conflict and situational crisis. 
They concluded that parenting behavior is frequently disrupted by the 
alcohol ic parenti s violent verbal and physical abuse of a child or the 
other parent, by incest due to lessened inhibition caused by drinking, 
and by inconsistencies such as promises that are forgotten or the ignor­
ing of children during drinking spells. Mayer and Black indicated that 
a wide spectrum of physical, psychological, social, and economic stress 
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in alcoholic families is associated with child abuse and, by inference, 
spouse abuse. They reported that the situational factors associated 
wi th chil d abuse and negl ect -- such as a parental hi story of abuse and 
neglect, stressful life circumstances, including poverty, chronic physi­
cal ill ness, unemployment and social i sol ation -- are al so si tuati onal 
factors present as a result of alcoholism. Young, in his work on child 
abuse and neglect, in which he studied 300 families, found .that drinking 
was a primary problem in 62 percent of the families, and heavy drinking 
was present, but not the primary problem, in additional families. 

However, support for the conclusion that alcoholism does not neces­
sarily cause spouse abuse is provided in a Richard Gelles study of physi­
cal aggression between husbands and wives. He concl uded that al cohol 
abuse is a "disavowal technique" used by abusive husbands. By that, he 
means these husbands know they will be hel d 1 ess accountabl e for their 
violent acts if they are committed under the influence of alcohol, so 
they are more 1 ikely to beat their wives when they are drunk than when 
they are not drunk. I want to all ude to three recent pub 1 i c exampl es of 
the di savowal techni que that we have seen at the cl inic and in the 
press. One is Billy Cal~ter, who disavowed some of his antics by .saying 
he was an al cohol ic; arnother is Representative John Jenrette in the 
ABSCAM case, who cl aimed he took the money because he was too drunk to 
know better -- a disavowal; a third is Representative Jon Baumann from Ma­
ryl and, one of the staunchest conservative ri ght-wi n9 family supporters, 
who allegedly sodomized an adolescent boy and claimed he did this 
because of an alcohol problem. 

Dr. Ruth Sanchez-Dirks, who was the special assistant to the director 
of the National Institute on Alcohol Abuse and Alcoholism, recently 
reviewed the existing literature on alcoholism 'and domestic violence. 
This was done in a 1979 issue of Alcohol, Health and Research World, a 
special issue on family violence and alcoholism. She made three points 
in this publication concerning these two areas. First, there is a repeti­
tive cycle of both alcoholism and violence from generation to generation. 
Second, spouses and children are equally 1 ikely to be victims of family 
vi 01 ence. Thi rd, there are simil ar personal i ty characteri stics in at­
tackers, alcohol abusers, and the children of alcoholics. 

This third point is echoed in a study by Spinetta and Rigler. They 
also found similar psychological characteristics in people who commit 
family violence, in alcoholics, and in children of alcoholics. They 
noted the fol 1 ow1 ng characteri stics of the di fferent groups: They saw 
child abusers as having low frustration tolerance, low self~esteem, 
impulsivity, dependency, immaturity, severe depression, problems with 
role reversals, difficulty in experiencing pleasure, and a lack of 
understanding of the needs and abilities of infants and children. Chil­
dren of alcoholics were noted in this study as having poor self-concept, 
being easily frustrated, having a poor school performance, and being 
more likely to suffer from adjustment problems and to have problems with 
role reversals. Alcoholics they found as having a poor self-image, 
being dependent, depressed, angry, impulsive, frustrated, and immature. 

Looking at the similarity of these personal attributes in conjunc­
tion with Mayer and Blackls similarity of situational stresses, it becomes 
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clear that we are dealing with the same constellation of problems produced 
by the same people in different ways when we deal with child abuse, 
spouse abuse, and alcoholism. 

As for treatment, I think the most important issue when considering 
al cohol i sm and spouse abuse is the need to bri ng together the many 
di sparate el ements of our treatment system so we can develop a cl ear, 
coherent, coordinated approach to these two problem areas ,which I believe 
to be different aspects of the same constellation. Just as a discussion 
continues in the area of al cohol i sm and spouse abuse as to which is 
cause and which is effect, different models of alcoholism are presented 
with different implications for the understanding of alcoholism and 
spouse abuse. 

The disease model, which was originally developed by Jellinek and 
is strongly supported by the National Council on Alcoholics and Alcoholics 
Anonymous, presents alcoholism as a chronic, progressive disease. Accord­
ing to this view, alcoholics are persons who are "allergic to alcohol" 
and who will inevitably proceed from their first drink to a 1 ife of 
drunken perfidy and debauchery including, but not limited to, unemploy­
ment, emotional instabil 1ty, divorce, viol ence, and various other forms 
of sel f-abasement. Persons adheri ng to thi s vi ew see al cohol as the 
root of all evil and contend that al cohol programs shaul d be primarily 
interested in helping the alcoholic to achieve sobriety. This disease 
model, I believe, says that alcoholism is a cause rather than an effect, 
and once a person attains sobriety many problems thought to be psychiatric 
in nature will be seen as mere symptoms of alcoholism instead. 

Another way of looking at alcoholism is to see it within a family 
dynamic approach, as defined by Kaufmann and Kaufmann in their recently 
published book, Family Therapy of Drug and Alcohol Abuse, which drew 
heavily on family therapy theorists such as Minuchin, Papp, and others 

. to support the idea of al cohol i sm as a response to a compl ex set of 
family interaction ,variables. According to this perspective, family 
members, including spouses and children, frequently have a strong invest­
ment in keeping the alcoholic disabled and intoxicated; alcoholism is 
focused on as a coping mechanism, a symptom rather than a cause of dyfunc­
tional family relationships. 

A third perspectives related but somewhat different, can be formu­
lated on the relationship between alcoholism and spouse abuse. This 
mode~ represents spouse abuse and al cohol ism as opposi te sides of the 
same coin. Stong evidence exists, even at this preliminary stage of 
research on the issue, that those persons presenti ng for al cohol ism at 
al cohol i sm treatment centers are far more 1 i kely than others to suffer 
from spouse abuse and child abuse, and that those persons presenting to 
women's shelters and child protective agencies are far more likely than 
the average person to suffer from the problems of family alcoholism. 

What appears to be needed, regardless of the conceptual model util­
ized, is a concerted effort to treat alcoholism and family violence 
within the context of overwhelmed family systems, which are unable to 
cope with the various pressures put on them. Our clinical observation 
has been that the lines between spouse abuse, child abuse, and alcoholism 
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are often blurred. What emerges for us as clinicians is not so much a 
clear case of alcoholism or family violence, but rather a pattern of 
overwhelming inability to cope, social isolation, and overall borderline 
functioni n9. In our practice we see al cohol ism and family vi 01 ence as 
resul ti ng from the family structure under assaul t. Persons we see in 
treatment typically have suffered severe emotional and sometimes physical 
deprivation as infants and children; they have extreme difficulty in 
forming object relationships, frequently suffer severe thought disorders, 
and overall tend to function in a borderl ine fashion. At the Family 
Consul tati on Center we have set the goal of hel pi ng these peopl e to 
cope in a more appropriate, satisfactory way so that abatement of family 
violence and alcoholism and improvement of overall functioning will be 
experienced. 

I want to conclude by citing some guidelines for future action, 
which appeared in the article I mentioned earlier, called "Reflections 
on Family Violence"; it was published in the fall of 1979 in Alcohol, 
Health and Research World and is available from the National Institute 
OnlITColwl Abuse and Alcoholism. The recommendations were as follows: 
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L At present, al cohol ism workers generally 1 ack the traini ng to 
identify and deal with family violence within families they are 
counseling. Additional training needs to be undertaken to 
develop this capacity among alcohol workers. 

2. Health professionals, protective service agencies, and criminal 
justice personnel generally do not possess the ski 11 s necessary 
to identify, treat on an interim basis, and refer persons with 
alcohol problems. Training programs should be developed to 
train these personnel in the treatment of alcoholism. 

3. Addi ti onal research shoul d be done to augment the scant data on 
the relationship between alcoholism and family violence. 

4. Since children with alcoholic parents and children with parents 
who are chil d abusers have a greater potenti al for becomi ng 
alcoholics, child abusers, or spouse abusers themselves, treat­
ment and prevention programs that specifically try to break 
this vicious cycle need to be implemented. 

5. Since alcoholic attackers are just as likely to attack children 
as spouses, treatment and protective personnel need to consider 
families in which only one person has been threatened or attacked 
as a family in which any member is highly vulnerable to physical 
attack. 

6. Finally, because it is difficult for one agency alone to provide 
all the programs needed for persons with al cohol probl ems and 
families with significant violence problems, formal and informal 
cooperative agreements between programs need to be developed 
and put into practical effect, so the treatment will be done in 
a coordinated, coherent fashion. 



----------------------------------------~. 

Pearl levi ne: I am goi ng to prp-sent a case from our agency that I 
feel is typical of the interrelationship between alcoholism and violence. 
This is a summary of the treatment of a family of five which has been in 
our agency on and off since May of 1979. When we do an intake at our 
agency we use an S.C.l. 90 Questionnaire, which provides us with a 
psychological profiT e. Famil1es whose I ives are fill ed with al coholi sm 
and violence present a very chaotic lifestyle. Their treatment pattern 
also reveals the same chaotic trends. Because of this, there is a tre­
mendous need for fl exibil i ty on the part of the therapi st, and it is 
essential that the therapist be aware that traditional forms of treatment 
are not effective. 

As I present thi s case as it developed at our agency I I 11 share 
with you the many complexities and frustrations of working with such a 
family. Ellen Gross is the primary therapist in this case. Judith leff 
also worked on the case with one of the adolescent daughters. 

I am going to list some issues I feel are of critical importance in 
dealing with these families. 

1. There is the need for the therapist to have flexibility and a 
noncritical approach. 

2. It is vitally important to have a team approach, to use psychi­
atric c:omponents, to have staff members working together and 
shari n~J. 

3. There is a need for sensitivity, for awareness of countertrans­
ferential issues. In addition, it is very important for the 
worker to be able to talk to someone else about the. feelings 
that have come up when working with such a family, because 
there is a need to separate what feelings are your own and what 
feelings a patient is evoking in you that would be evoked in 
anyone he or she would deal with; it is a relief to be able to 
speak to someone el se who is understandi ng of these feel i ngs 
tha t come up. 

4. Through our experi ence we found the telephone is very impor­
tant -- so that the patient knows you can be reached, and that 
he or she can be reached. We use a lot of telephone contact. 

5. There is a need for realization by the therapist that there is 
going to be frequent regression, that a lot of things are going 
to happen which you will not know about until much later on. 
Since there is a great deal of hiding and conceal ing, again, 
the noncritical approach is crucial -- the patient n~eds to be 
able to bring the issues in and not be criticized. 

6. There is a need for concern, and also noninvolvement when that 
is rel evant. 

7. All of our cases have alcohol-related problems. We have an a 
nine-part alcohol education series at our agency, in which we 
discuss alcoholism from a variety of perspectives, including 
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the medical and the psychological aspects, and we have Al anon 
and Alcoholics Anonymous speakers. We have found that the 
series provides a great way of breaking through the denial of 
alcoholism. 

8. There is also a need to reach out to all family members. You 
start with one person, be available, and try and get anyone 
else in who's willing to come in. Two major clinical issues 
are the strong ambivalence regarding treatment and the inability 
to resolve confl icts. These issues will come up again and 
again and again. Patience is the motto -- be there for your 
cli ents. 

Apropos the family in question" treatment began on May 28, 1979. 
The intake started with the father. He is a 39-year-old white divorced 
male, who, on intake, stated he had been residing with his mother for 
the last 6 months. He had asked his mother and aunt for help, and his 
aunt had contacted Long Isl and Jewi sh. He was then referred to our 
agency. 

He is above average height, extremely well built, and somewhat 
overweight; he gave the appearance of a very, very powerful man. 

He was rather anxious during the initial interview. He stated that 
he began drinking alcohol when he was 19 years old. His drinking in­
creased rapidly, and by the time he was 21 he had been arrested for 
robbery \'Jhile intoxicated; he claimed he used a toy gun in the robbery 
and that he was in a blackout at the time. He was sent to Sing Sing 
Prison for 3 1/2 years. He has continued to drink excessively and has 
been having blackouts since he first began drinking at the age of 19. 

He stated that he first sought help for his drinking problem 2 1/2 
years prior to the intake. He said he was unable to maintain any sobriety 
after discharge from a detoxification unit. He again was hospitalized 
for detoxification a year prior to the intake and claimed that he stayed 
sober ,for 6 weeks after that. 

On intake he had been sober for 4 days; he said he had been drinking 
excessively 20 of the prior 30 days. He drank beer and hard liquor. 

He admitted to many blackouts, difficulty in sleeping, drinking in 
the morning, missing meals, frequent fighting and quarreling, feeling 
sick, and often losing control of his drinking. He admitted being 
fearful of continued drinking. He shared concern about his violent, 
abusive behavior while in a blackout. He stated that he had been living 
with a woman and her three children for the past 10 years and although 
they were not at that time 1 ivi ng together, they conti nued to have a 
relationship. 

On intake he stated that he was terrified of his continued abuse 
toward her. He had been unable to maintain employment in construction 
and his unemployment benefits had just stopped. His mother was support­
i ng him. 
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He is the older of two children, having a brother 3 years younger. 
Hi s parents were divorced when he was 4 years 01 d and s1 nc'e that time 
he had no contact with his father. He claimed he knew nothing about 
hi s father. 

His mother worked to support the family, and his maternal grand­
parents raised him in the South Bronx. He described the neighborhood as 
being "bad" and his mother as a "fantastic person." 

He stated also that he had dropped out of school in the ninth grade. 
He married at the ag'e of 19, in 1961, while in a blackout. Two years 
after marryi ng he was incarcerated at Si ng Si ng for 3 1/2 years. He is 
the father of three children from that marriage, ages 16, 10, and 8. 

He was divorced after 10 years of marriage and claimed to have had 
no contact wi th that family for the past 5 years. He had been ordered 
to support his children t.hrough the courts and stated that he did not 
know the whereabouts of his family. 

He admitted that he was violent during his first marriage and 
that his wife had to obtain an order of protection because of his behavior 
while drinking. He admitted to being in jail for 30 days because of 
violating that order. 

He stated that prior to hi s divorce he started dati n9 a woman who 
was separated from her husband. After hi s divorce in 1971, he moved 
into her apartment with her three children and remained in a common-law 
relationship with her until 6 months ago, when he left due to his violence 
toward her. He claims that he loves her and wants to marry her. 

The second time he was seen at the agency, we had him attend the 
education series. He started coming to individual sessions, maintaining 
sobriety, and we did a lot of didactic things -- education, pushing 
A.A., etc. We had him seen psychiatrically. We got more information 
about him at this time, and there is conflicting information throughout 
the entire case regardin9 dates, the history of alcoholism, etc., much 
of the di screpancy comi ng from the facts given to the psychiatri st and 
those previously given during intake. 

To the psychiatrist he said he had been drinking heavily only for 
the past 7 years. He claimed he had been having blackouts only for 
the past 5, while earlier he had admitted having blackouts since the age 
of 19. He denied any involvement w1th drug abuse. 

As for additional information, hi~ mother had never remarried nor 
had any ongoing relationship with a man since her divorce. His mother 
is 55 years old, in good health, and she continues to work. 

He denied any alcoholism in his family. He stated that he works 
in construction, but has also held other jobs. His brother lives in 
Florida and is a sergeant in the pol ice force. He stated that hi s 
relationship with his brother was very satisfactory. 
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At this time he gave additional information about his incarcerations. 
When he was released from Sing Sing and on parole, he got another assault 
charge, which led to .another jail term for 6 months. He claimed that 
his relationship with his wife had been very poor then, but that he had 
remained living with her because of the parole. 

He talked about his relationship with his common-law wife, saying 
that he thought the relationship was satisfactory to him. He admitted 
becomi ng viol ent when drinki ng at home but that he tended to be more 
destructiv~ to objects than to persons. 

The cli~~nt, a big man, is quiet spoken and somewhat depressed in 
mood. Hefs not suicidal at this time, although approximately 1 month 
ago he did make a suicidal gesture by cutting his wrists with a knife 
at a time when he was drinking. This incident appeared '1'0 stem from 
depression. After his common-law wife left him, he continued to become 
bored, perhaps depressed when he was not worki ng, and thi s appears to 
have been a contributing factor to his drinking. 

The affect of thi s man is in general subdued and constricted. No 
thinking disorder is present; he is correctly oriented in all spheres; 
he shows no memory impairment. The diagnosis was severe alcoholic ad­
diction. 

He continued to come to individual sessions and the education 
series. We encouraged him to bring his common -law wife into the education 
series as a way of getting her into treatment. About a month 1 ater she 
did come to the education series, bruised. The person doing the education 
series reached out to her and she was encouraged to come in for treatment. 

There were cancellations; he was seen in a group with other alco­
hol ics and al so in individual treatment at the same time. He went to a 
couple of A.A. meetings. There was a lot of denial. He started drinking 
again, claiming he could control his drinking. 

On August 14, the common-law wife came in for an intake. She is a 
tall, attractive platinum blonde Italian woman, age 36, the mother of 
three children, 12 to 15. She appeared depressed and was tearful, 
especially regarding her fatherls death. 

She stated that si nce the time her common -1 aw husband fi rst came 
to our agency 3 months ago, held returned. She exhibited some difficulty 
in putting incidents in sequence. She denied drug lise and stated she 
was a social drinker. She complained of being anxious and depressed. 
She was asking for help in dealing with the effects of her husband 
(she call ed him her husband) when he was drinki ng on hersel f and her 
children. She also complained of tension headaches. She stated she had 
suffered from tension headaches since she was age 15. She presently is 
experiencing the headaches every other day. She indicated anxiety and 
depressi on when she found she was unabi e to cope wi th her husband IS 

drinking. She was fearful of physical and verbal abuse, but indicated 
she would not consider obtaining an Order of Protection, since if her 
common-l aw husband was sent to jail she coul d not bear to be the cause 
of hi s returning there. She stated she was concerned about the effect 
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of a1 cohol ism and anxiety on the chil dren, and she indicated that she 
found herself screaming at them -- something she claims she does not do 
at the present time. 

She also indicated great disappointment about her husband's inal-1{1ity 
to maintain sobriety. She had been in treatment a couple of times in 
the past, once because of her husband IS drinki n9. She went for a few 
weeks and left treatment because she felt no one could help her. 

In 1973, she went to an Alanon meeting and he stopped drinking 
for a week. She thought everythi ng was okay. She stopped goi ng to 
Alanon meetings and he started drinking again. She attempted suicide 
at that time, taking a bottle of Fiorinal, and was taken to Jacob'l 
Hospi tal, where she stayed for 1 day. She saw a psychi atri st for 3 or 4 
weeks following the suicide attempt. 

As fOt' her background, she was born and rai sed ; n the Bronx, the 
youngest child, having one brother and two sisters. She said she ha,i a 
good relationship with her brother until she was 10, when "he started to 
boss me around." She had not spoken to her brother in about 18 years. 

She stated that she had a good rel ationshi p wi th her mother and 
tal ked to her when she needed her. She cl a imed that ~ler father was an 
old-fashioned Italian who \'Jas strict, and she could never relate to him. 
He died at the age of 74 of a heart attack following a prostate operation. 
She stated that she was in shock following his death and still has not 
gotten over it; she does not remember the funeral except that it was 
very cold out. She said that if he had not died life would not have 
changed for her. Her mother resides with a brother in Maryl a.nd. She 
stated that she had never been ctqazy about school and that she 1 eft one 
credit short of getting her diploma. She started to work after high 
school as a secretary-reception; st, and was married at the age of 19. 

Her first husband was a chronic alcohoHc; she claimed he had no 
sense of responsibil ity and she had to work. On intake she had been 
separated from her husband for 10 years and was wai ti ng faY' the divorce 
to be finalized. Her first husband is the father of the three children. 

On August 17, we got the three chil dren in, and Ell en Gross saw 
them in family treatment. Prior to that, the mother had appear'ed again 
with a bruised face. The se3sion with the children revolved around 
rage at their mother, at her passive attitude toward allowing physical 
and verbal abuse to continue. 

Alanon and Alateen were encouraged, as was ongoing therapy. Mean­
while, the father was not coming in for treatment. The family came in 
for several sessions, and then the chil dren dropped out of treat'TIent. 
The mother stayed in treatment sporadically, attending a women's group 
and being seen individually on an as-needed basis by the group leader. 

In March 1980, at a group session, the mother indicated that her 
daughter and common .... 1 aw husband had 1 eft on Saturday night and had not 
returned for 2 days; she talked about getting all Order of Protectioll. 
It was explored with her in the group and in an individual session after 
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the group in terms of exactly what had gone on. The mother had not 
asked any questions. She did not know where the two had gone or what 
had occurred. She was terrified of finding answers that were unacceptable 
to her. 

At the next group session the group members confronted her, and 
wi th Ell en's support they encouraged her to question what had happened. 
She was frightened and expressed a lot of fear of her husband's violence; 
there was some di scussion about Protective Services bei ng i nvol ved at 
that point, if anything inappropriate was going on. At that point, 
she mentioned that her husband had, when he was intoxicated, said some­
thi ngabout havi ng had intercourse. He deni ed it 1 ater on when he was 
sober. In a session with Ellen Gross the woman was encouraged to ques­
tion the daughter about the incident j which she did. She reported that 
the daughter admi tted that intercourse had occurred. She came back 
for a session and was told that the Protective Services woul d have to 
get i nvol ved. The group supported her, and members offered to go wi th 
her to Family Court. We tol d her that at that poi nt either she had to 
report the incident herself or we would do it. We encouraged her to do 
it herself p to report in Family Court, which she did on the following 
Monday, and Protective Services became involved. 

Phillip Jacobs: So he had beaten the mother, possibly had inter­
course \'/ith the daughter, and then you worked wi th her to keep h tm out 
of the house? 

Pearl Levi ne: To go for an Order of Protection, to keep him out of 
the house. Protective Services immediately got i nvol ved. The judge 
spoke to the mother and the daughter. The daughter on the fi rst court 
appearance could not respond and only cried. She is 15 years old. 

In the interim the couple married. That is a very important 
pOint. In December they married with the fantasy that if she married 
him she woul d cure him. As for the status of the family in treatment, 
the mother is continuing to be treated. Judy Leff saw the daughter, who 
denied having intercourse with the father, admitting only that there was 
some caressi ng. There was a second incident where he took the daughter 
to a motel for 2 days, and what really happened .we doni t know. 

As a point of technica1ity, Family Court cannot get involved 
unless there is a legal fam71y relationship. An Order of Protection 
can only be given if in fact the couple is legally married. And this 
couple ~'las at. that point. If the couple isnlt married, you have to go 
to Summons Court or Criminal Court to get an Order of Protection. 

The husband was ordered out of the house by the judge. At that 
time the wi fe signed a rel ease so that we coul d communicate wi th Pro­
tective Services. She subsequently retracted those releases and we have 
not been able to communicate lflith Protective Services. At this point 
there is a Protective Services investigation and at the last hearing in 
court the Probation Department was al so ordered to do an investigation. 
Thi sis in Nassau County. There ha.ve been many, many postponements for 
a variety of reasons: TI1e attorney was ill; once the father made a 
suicide attempt and was hospitalized at Long Island Jewish-Hillside 

170 

____ -~-------~-~.-------------'..1 



Medical Center in a psychiatric unit. For a period of time he was at a 
detoxi fcati on un1 t. The most recent postponement occurred be-cause the 
wi fe got a new job and coul d not take off from work. The next court 
appearance is scheduled for January. 

Phillip Jacobs: What is striking to me about this case is that, as 
! tried to indicate in the paper, it is a concentration of problems 
that seem to interact on many different 1 evel s -- the beat; n9 of the 
wi fe, the sexual abuse of the chil dren, the al cohol i sm of the husband -­
and what it seems we are really deal ing wi th are extremely fragil e 
people who have very tenuous family relationships. We are unable to 
get from the family what their basic emotional needs are. 

Pearl Levi ne: As you can see J trea tment has proceeded slowly from 
May 1979 until the present time. This family has broken 12 apPointnents 
and cancel ed 17. We have provided 8 family, 34 group, 14 individual, 
and 14 psychiatric sessions. The mother is the only member being seen 
at present. 

When the case is heard in court it can be anticipated that Protective 
Services will request that the entire family be mandated into treatment. 

By the way, we have established lines of communication with the 
unit that is involved -- the Protective Services Unit so we know how 
they are worki ng and when there are signed rel eases, _ we conference the 
case as frequently as necessary. 

Parti cipant: I don't understand why thei'e were so many therapi sts 
with such a chaotic family, which already has so many problems in 
their relationships. 

Phillip Jacobs: There was one therapist, Ellen Gross. There is a 
psych1atr;st and someone else for the daughter,since we felt it important 
that the mother and the daughter both have someone they can trust. The 
daughter was sayi n9 one thi ng and the mother was say; nq another. 
The mother was covering up for the father, who was beating her. There 
was so much fragmentation al ready ,because this was such a chaotic 
family situation. 

Pearl Levine: One of the things you need to understand is what 
it would be like for an adolescent to talk in front of her sister and 
brother,who did not know what had occurred. 

Parti ci pant: Then can one therapi st ever be used as a bri dge in 
this k1nd of a situation if the kids trust that one therapist? 

Philli~ Jacobs: Not the same person who is seeing the mother, 
because I t ink there would always be concern on the mother and daughter's 
part that what they tol d the therapi st coul d get back to the other 
person. 

Pearl Levine: There are different approaches and we made a decision. 

171 



--- ---- --- --- -- --------------

Participant: It seems that the thrust of this case is alcoholism, 
and I am curious about what happened to the abusiveness that was occurring. 
excluding the sexual abuse. tf one believes that alcoholism may be a 
symptom of a pathological interaction, does one treat the symptom, 
alcoho1ism, or does one treat the underlying dynamics---·that is, tre 
vi 01 ence ? 

Pearl Levine: The mother was the person who had suffered from 
the violence. The history we got was of extreme violence prior to her 
entry into treatment. There were two more i nei dents after she started 
in treatment. In our experience, we have seen with families in which 
there is alcoholism that once the person who has been abused is in 
treatment there seems to be a tremendous reduction in the amount of 
violence. Whether that is because she/he is using the therapises ego 
or because there is a sense of an authority figure involved who will 
intervene in some way is not clear, but we see a shift, a change in fre­
quency and intensity of the abuse. 

Phillip Jacobs: I would like to comment on the sexual abuse of 
the ch i 1 d. As far as I I m concerned, the sexual abuse is part of the 
violence to the wife. I see it as the same; I don't see any distinction. 
I see it as part of the way this man copes with the stress he feels and 
the probl ems he has rel ati ng to hi s family and as part of prior psycho­
logical and emotional problems that he brings to the situation. 

Thi sis a good case exampl e because it is very frustrati ng and it 
is not completely tied up successfully with a bow at the end of it. 
However, it is a process, and I think you have heard enough about alco­
hol i sm treatment and spouse abuse treatment to know there is not always 
a happy ending. Frequently, the people involved remain in the process. 
This guy would not come into treatment. Maybe the way you should deal 
with it is to help the person achieve sobriety and then try to approach 
some of the underlying dynamics of the violence. But he refused to 
come for treatment. He conti nued to dri nk and beat hi s wi fe. Then you 
try to get the wife in for treatment, get her to stand up and follow 
through on the Order of Protection, move out or separate from the guy. 
But she remains there in a kind of sa do-masochistic relationship with 
thi s guy and does not have the strength to remove hersel f from it or 
kick him out. That is where I see the effects of al cohol i sm and both 
person's problems with the violence. 

Pearl Levine: She is still coming to the group and individual 
treatment, and even though she ha,s not been abl e to 1 eave, she still 
wants something. 

Part; cipant: How is she better off now than before if the father, 
the husband, decided not to continue his own treatment? 

Phi 11 i p Jacobs: I don I t know. And he may have stopped comi ng 
because his wife was. 

Pearl Levine: The intake on the wife was on August 14. Earlier, 
he broke two appointments and on July 26 he denied his alcoholism. He 
was dri nki ng. 
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Participant: Why was she coming for treatment? 

Ellen Gross: To help her deal more effectively with what is hap­
pening with her children, to be able to cope with her husband's drinking, 
to find inner strength, to decrease the anxiety and the depression, and 
to generally help her function at a higher level. She is aware she 
cannot do that without help. 

Phi 11 i P Jacobs: She is mi serab 1 e. Thi s guy is beati ng her up. 
He's having intercourse with the daughter; he ' s running around on her 
with other women. She has an imminent problem to cope with. 

Participant: Is there ever any possibil ity in that kind of situation 
to pick one particul ar focus 9 so that maybe some minor success coul d 
be achi eved, some small goal to hel p the family get organi zed or set 
some kind of boundaries? I was thinking about a chaotic family I work 
with. I cannot say there was any success other than that after 6 months 
I finally achif':ved the goal of having the two teenaged children put in 
separate bedrooms when there had been an extra bedroom all along. 

Ell en Gross: There were goal s achi eved wi thi n the treatment goal s 
as stated. For instance, we encouraged the woman to call Protective 
Services so she coul d obtain a sense of being abl e to protect her own 
chil dren. That she was abl e to do and she foll owed through. She was 
ab 1 e to go to court and fi 1 e an Order of Protect; on to get him out of 
the house and also to protect her children. It was through the children 
that I worked because she was not able to see herself as important enough 
for protection. The children she could see as significant within her 
role as mother. The very act of working this through helped her increase 
her feelings of self-worth. 

Participant: So you had some success with her? 

Ellen Gross: She had a lot of success; she reported that she was 
better off than when she first came for treatment. 

Phillip Jacobs: One of the problems is emotional, in that she has 
not been able to free herself in the sense of fonning a new relationship 
with someone else. She is tied down to this guy. She doesn't kick him 
out when he comes around. She lets him in the house. We feel he's 
going to be abusive again and we are fear'ful for the children; yet she 
doesn I t have the strength to assert hersel f and to di sengage from thi s 
guy. 

Participant: I would not recommend, with her history, looking 
for another relationship, if that is the goal anyone has. 

Pearl Levine: We are not recommending anything. 

Phil1i~ Jacobs: One of the problems is social isolation. She is 
totally 1so ated; she doesn't belong to any church, she doesn't belong 
to any group where she lilies. She doesn't know anyone where she lives. 
All she knows is to go to work and try to deal with her kids. There is 
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no involvement with human beings in a positive way other than what she 
has with this guy. 

Participant: In terms of the Order of Protection, can it be 
stipulated that the man must not only leave the house but al so enter 
into an alcohol program? 

Participant: Anything can be stipulated. In reality, the paper 
is as good as the person \,/ho has it. There is no sancti on if he does 
not go into an al cohol ic progr'am, because there is no one to check to 
see whether or not he's in that program. The Fami ly Court Order of 
Protecti on is for 30 days. It is not val i d if he goes back into the 
home and the woman permits it even with the Order of Protection. It is 
her option. She can bury that Order of Protection. So that piece of 
paper is as valid as the person who holds it. 

Pearl Levine: The goal of Protective Services and Probation in 
Nassau County is to get thi s entire family mandated into treatment. 

Phillip Jacobs: He cannot be prosecuted in Criminal Court. 

Participant: He can be prosecuted for harassment. 

Phillip Jacobs: She will not go through with that. 

Participant: Harassment, trespassi n9 -- he's not supposed to be 
in that nome. 

Pearl Levine: In re'lation to the husband, unless he admits he 
has a probl em, tliere is nothi ng you can do. You cannot make him go to 
an in-patient program or lock him up if he does not see he has a problem. 
Up to this point, he has been hospitalized three times. During one 
hospitalization he called our agency and made an appointment to come in 
for treatment; then he didntt show. I am hopeful that this will come to 
pass at some time in the future. The fact that he did call means that 
something went on that was significant, so you have to be patient. 
This is a typical case, and if you are expecting the situation to 
change rapidly you are going to be in for a tremendous disappointment. 

Participant: After he came in, he stopped coming in part when 
the agency, with some good thought behi nd it, i nvi ted and tri ed to get 
the woman to come in as well. I think that is dynamic. 

Pearl Levine: I think the significant point here is that this is 
the thira attempt at tY'eatment within 3 years and that the situation is 
really the same. One of the factors you have to value or give weight to 
is: What are the chances of this guy staying in treatment, and do you 
reach out and work wi th anybody who is wi 11 i ng to come in? It was our 
decision to work with anyone. 

Participant: As an in-patient worker, I have picked up a lot of 
cases like this, and I am really impressed with the way you stuck with 
this because I would be giving up. 
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Ellen Gross: One of the important points that should be mentioned 
is that you have to be very aware of your own reaction to dealing with 
such families. There is a great need for consistency within the treatment. 

Participant: I think having maybe two therapists involved in a 
family matter is something that would help in some ways. 

Ellen Gross: I think it would be too overwhelming for one therapist 
to deal wi tfltf1e mother and daughter and possibly the father at the 
same time. I wouldn't want to do that. Also, for someone like this, 
if she'd gone to a shelter for abused women, it would have been a fantastic 
way of proceeding, possibly successful. But when you talk about prosecut­
ing people for spouse abuse and people who go to shelters, you are talking 
about a level of personal integration and awareness that many people 
lack. 

Participant: People who go to court are also at a different 
level from those who maintain their life situation -- battering, or 
those who go to shelters, those who go to emergency rooms. 

Participant: In terms of the group the woman attends -- is alco­
holism tne only purpose of the group? 

Ellen Gross: The women's group, \',~hich originally was both al cohol ic 
women in early sobriety and women who are spouses of alcoholics, is a 
mutual support system. 

Participant: How many of them are being physically abused? 

Ellen Gross: Physically abused, about half; verbally abused, all 
of them in varying degrees. The woman in question has a support system 
from the women's group, and she was able to go to Alanon; thus, she is 
being involved in yet another support system. Prior to our involvement 
she had been in -this relationship and had little separation. She 
is now maintaining her own household with her children -- and has been 
for the past 6 months -- so she still, to some extent, maintains some 
autonomy from her husband. However, she allows him to come i Ii once in 
a whil e. 
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