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Americans have started to recognize
interpersonal violence as a major
health care issue. Increasingly, clini-
cians are beginning to recognize both
the high rate of victimization among
extremely poor women and its health
consequences. However, most clinical
responses focus on the immediate
effects of child abuse, partner abuse,
and rape. The long-term medical and
mental health consequences and the
relationship between early victimization
and adult problems are still largely
ignored. This article focuses on medical
and mental health needs of extremely
poor women survivors of interpersonal
violence. It begins by documenting 
the extent and nature of violence
against low-income women. Special
attention is focused on the long-term
sequelae of childhood abuse and on
identifying and managing complex
trauma responses in these women. The
article concludes by discussing obstacles
to care and the necessity of advocating
for increased resources to respond to
women living in extreme poverty.

Violence is a problem of epidemic pro-
portion in our society1; many women,
especially those living in poverty, suffer
from its far-reaching consequences in
terms of morbidity and quality of life.2,3

The medical community—along with
the criminal justice system—is most likely
to see these survivors and thus consti-
tutes a front line of identification and

intervention.4 With the growing gap
between rich and poor and the recent
passage of welfare reform legislation,
providers—especially those in emergency
and primary care settings—will see many
more disenfranchised mothers and chil-
dren with urgent medical, emotional,
and psychosocial needs.3 Their use of
medical services is often precipitated
either directly by loss, trauma, or victim-
ization or indirectly by medical or men-
tal health disorders related to these expe-
riences.5 Yet histories of violence still
routinely go undetected and physicians
routinely fail to ask about violence.4,6-11

Americans have started to recognize
interpersonal violence as a major health
care issue. The American Medical Asso-
ciation,1,4 the American College of Emer-
gency Physicians,12 the American College
of Obstetricians and Gynecologists,13 the
American Academy of Family Physicians,14

and other organizations have made vio-
lence a major priority.10,15-17 Screening
instruments, curricula, and accreditation
guidelines are being developed to improve
the delivery of care and to sensitize clini-
cians,18 and primary, secondary, and ter-
tiary prevention efforts are more com-
mon.18,19 These activities largely focus 
on identifying victims of partner abuse,
ensuring safety, and making appropriate
referrals. While response to the immedi-
ate effects of rape and partner violence 
in settings such as emergency rooms 
has improved markedly, the long-term
medical and mental health consequences
are still largely ignored. The connection
between early victimization and current
problems and the relationship between
poverty and violence remain elusive to
many practitioners. 

This article focuses on the medical 
and mental health needs of extremely
poor women survivors of interpersonal
violence (childhood physical/sexual
assault and partner violence) and recom-
mends how to respond in clinical set-

tings. Special attention is focused on the
long-term sequelae of childhood abuse
and on identifying and managing com-
plex trauma responses, especially when
multiple barriers to care are present.

Intimate Violence in the Lives of
Homeless and Poor Housed Women
Although violence is distributed across
all income categories, poor women are at
remarkably high risk of being victimized
when compared to women overall.20-24

Poverty increases stress and can under-
mine women’s ability to alter their envi-
ronments or live safely.5,24,25

A recent epidemiologic study of 436
sheltered homeless and poor housed
mothers conducted by The Better Homes
Fund (TBHF) found that, although their
average age was only 27 years, 84% of
these women had been severely assaulted
(physically and/or sexually) at some
point in their lives.5 Severe physical
assault was defined as the occurrence of
at least one of the following: being kicked,
bit, or hit with a fist; hit with an object;
beaten up; burned or scalded; choked,
strangled, or smothered; threatened or
assaulted with a knife or gun; or having
one’s life threatened in some other
manner. Although faced with so many
crises that violence was often not the first
stressor they mentioned, nearly two-
thirds (63%) had been severely assaulted
by parental caretakers while growing up,
and more that 40% had been sexually
molested at least once before reaching
adulthood. As adults, 60% had experi-
enced severe physical attack by an intimate
male partner, and nearly one-third had
been severely assaulted by their current
or most recent partner (prevalence rates
corroborated by other recent studies).5,26,27

The dramatic increase in the number
of families living below the poverty level
over the last 15 years makes these find-
ings of urgent concern. More than one-
third of all families headed by women
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now live in poverty,28 and among blacks
and Hispanics, the number is more than
half. Homelessness in America mirrors
these patterns: families with children
(largely female headed) now constitute
more than one-third of the homeless
population.29 Except for the Great
Depression, families were not homeless
in significant numbers until the last 15
years. However, with the crisis in afford-
able housing, the growing gap between
median rents and income support, cut-
backs in assistance to the poor, and
increasing numbers of female-headed
families, their numbers have swelled.
Experts predict that the number of fami-
lies living in extreme poverty may grow
precipitously as states begin to implement
new welfare legislation.3 And as the num-
ber of families living in poverty increases,
so does the potential for violence.

Post-Trauma Responses to Victimization
Extremely poor families have more and
more intense economic, housing, and
psychosocial needs than families in higher
socioeconomic groups. Mothers in these
families, for example, have more acute
and chronic medical and mental health
problems than women in the general
population5,30,31 In part, these difficulties
result from the presence of extreme and
unremitting stressors and the pervasiveness
of community and family violence.26,32,33

Abuse, whether current or historical,
profoundly compromises a woman’s
well-being and may lead to adverse
medical and psychological outcomes.4

Although largely unrecognized, many of
poor women’s medical and mental health
problems are directly associated with vio-
lence.5,21,24,34-36 A partial review of the
sequelae of victimization follows.

Psychological Sequelae. Women sur-
vivors of physical and sexual assault often
suffer from anxiety,37-41 panic disorder,38

major depression,41 substance abuse,42,43

somatization,44 and eating disorders41 as
well as combinations of these conditions.41

For example, a recent study reported 
that women survivors of violence with
post-traumatic stress disorder and anxiety
are at higher risk for onset of first major
depression and alcohol abuse.45 Also, an
extremely high percentage of women in
inpatient psychiatric settings has suffered
severe violent trauma early in life.46-48

Physical and, especially, sexual assault
experienced in childhood has the poten-
tial for producing severe and long-lasting
effects.42,49-51 Betrayal by caregivers and
subordination to coercive control can
interfere with normal developmental
processes and engender pervasive mis-
trust, diminished autonomy, and debili-
tating fear.52,53 Furthermore, the “sicken-
ing anticipation”54 that victims develop
when exposed to repeated trauma may
lead to the use of defensive measures
such as dissociation, denial, and the ten-
dency to flee intimate relationships, all of
which are maladaptive in the long run.

These responses may result in altered
functioning, including impaired affect
regulation such as sudden outbursts of
anger52 or self-mutilation,55-57 suicidal
behaviors to counter painful states of
self-loathing,57 substance abuse as a form
of escape or affective release,41,58 and an
increase in other risk-taking behavior.41,59

These are symptoms of borderline per-
sonality disorder53,60,61 and dissociative
disorders,56,62-64 labels so frequently
applied to women survivors, particularly
if the trauma history is not known.

The concept of post-traumatic stress
disorder (PTSD) has been used recently
to understand the complex responses of
survivors of violence.65,66 Initially applied
to war combatants and disaster victims,
women who have been violently victim-
ized suffer from PTSD as well.67-69 The
most common traumata suggested for
PTSD in the Diagnostic and Statistical
Manual of Mental Disorders65 is

actual or threatened death or serious
injury . . . or witnessing an event that
involves death, injury or threat to the
physical integrity of another person . . .
or learning about unexpected violent
death, serious harm or threat of death
or injury experiencd by a family
member (p 424).
Although the TBHF study found that

mothers living in extreme poverty were
not more likely to be psychotic or have
anxiety disorders than women in the
general population, they did experience
significantly higher lifetime rates of
major depression, substance abuse, and
PTSD.5 More than one in three suffered
from PTSD, a rate three times higher
than in the general population.

PTSD includes a debilitating constel-

lation of emotional symptoms character-
ized by reexperiencing the trauma, avoid-
ance and emotional numbing, and
hyperarousal and vigilance.70 Women
with PTSD may relive the traumatic
experience through intrusive memories,
flashbacks, and nightmares, and by
reenacting aspects of the trauma. Over-
whelming recollections alternate with
efforts to avoid frightening and painful
memories, such as avoiding people or
places reminiscent of the trauma, anhe-
donia, emotional and psychic numbing,
and self-medicating through substance
use. Fear and terror associated with the
trauma tend to be mirrored by exaggerat-
ed startle responses, altered physiological
states, hypervigilance, disrupted sleep
patterns, and decreased ability to concen-
trate. As found in the TBHF study,
PTSD is likely to co-occur with depres-
sion and substance abuse, as survivors
deal with unresolved and intense physical
and psychic pain.41 Unless fully treated,
PTSD often persists, with periods of
effective functioning alternating with
extreme distress.

Of course, not all individuals who
have been victimized develop PTSD or
other mental health disorders. Women
who have been raped or sexually molest-
ed, especially during critical formative
stages, are at greater risk for developing
post-trauma disorders than those who
have not experienced sexual assault.58,71,72

In a review of studies of children who
had been sexually abused, factors such 
as duration and frequency of the abuse,
whether or not there was penetration,
and nature of the attachment to the per-
petrator increased the risk for developing
symptoms.73 A “dose-response” relation-
ship seems to exist, with more severe
experiences and multiple episodes
increasing adverse outcomes.71,74

PTSD can impede a woman’s ability
to provide safety for herself and her chil-
dren; engage in and maintain construc-
tive relationships; compete successfully
for housing, jobs, and other resources;
and seek medical or other services.
Awareness of the potential for post-trauma
responses to occur in any severely victim-
ized individual gives providers a starting
point from which to evaluate complex
symptoms and recommend treatment.

Medical Sequelae. Identifying the 

58 JAMWA Vol.53, No.2



presence of trauma in the lives of patients
is particularly important for providing
effective medical care. Survivors tend to
use medical and mental health services 
at higher rates than nonvictims.75 As
Browne cautioned, “Physicians and other
health care providers rarely probe for the
underlying causes of the [conditions]
they treat, but a treatment plan based
primarily on the treatment of symptoms
is ineffective . . . if assaults are ongoing
and thus sequelae continually reoccur,”

or if the pain of past traumas is main-
taining current complaints. Treating
only the symptoms carries the risk of
“increasingly severe and debilitating
sequelae for the patient [and] exhaustion
of resources within the system providing
care.”4(p 3188)

Rape victims, battered women, and
survivors of childhood sexual molestation
are frequent users of medical services. In
one study of rape victims, visits to physi-
cians increased 18% during the year of
the assault, 56% the following year, and
31% the year after.76 In a large randomly
selected community sample, Golding
and colleagues77 found that 18% of
women who had been sexually assaulted
used mental health services over a six-
month period, compared to 9% who
hadn’t; the corresponding rates for use of
medical services were approximately 60%
and 44% respectively. Lack of health
insurance did not decrease service use.
Similarly, battered women tend to visit
medical providers repeatedly, often
reflecting the escalating severity of abuse.
Stark and colleagues78 reviewed more
than 3,500 randomly selected emergency
room patient files and documented that
more than half of all injuries and one-
fifth of all surgical procedures in women
were related to domestic violence. In
emergency settings, an estimated 22% to
35% of all women seek services because
of problems related to domestic violence.79

Many of these women are pregnant80

and are likely to suffer especially severe
outcomes.81

Victims of ongoing violence seek med-
ical services because of injury or stress
related to the abuse. Immediate medical
concerns related to rape are well-known
and include gynecological trauma, risk of
pregnancy, risk of human immunodefi-
ciency virus (HIV) infection and other

sexually transmitted diseases, rectal
bleeding, and musculoskeletal or other
injuries.82 Injuries from partner violence
range from bruises, cuts, concussions,
broken bones, and miscarriages to per-
manent injuries such as joint damage
and scars from burns, bites, or knife
wounds.4 Although some victims try to
attribute the cause of their injuries to
accidents or falls, Flitcraft noted that
abuse injury patterns “are relatively spe-
cific and generally involve contusions or
minor lacerations to the face, head, neck,
breast, or abdomen, distinguishable from
injuries not deliberately inflicted.”83

Medical sequelae of partner assaults
during pregnancy include placental
separation, antepartum hemorrhage, 
fetal fractures, rupture of the uterus, 
and preterm labor.81

In addition to acute medical problems,
victims of all types of violence complain
of more health problems and suffer dis-
proportionately from a range of somatic
complaints,84 including chronic pain
(especially pelvic),85-87 other gynecologic
difficulties,88 such gastrointestinal prob-
lems as irritable bowel syndrome,89-91

asthma, heart palpitations,86 headaches,
and musculoskeletal difficulties.92

Although studies clearly document
increased rates of medical problems
among survivors, most have been con-
ducted on community and clinical sam-
ples, often without comparison groups,
and most do not distinguish between the
independent effects of adult and child-
hood abuse or types of abuse. To over-
come these limitations, McCauley et al92

recently surveyed four community-based
primary care practices to determine the
prevalence of childhood abuse. Although
reporting rates obtained by this study
were lower than those of representative
community surveys, 22% of the 1,931
respondents disclosed that they had
experienced childhood physical and/or
sexual abuse. In contrast to women
without childhood abuse histories, these
women had had more physical symptoms
in the previous six months, including
back pain, headaches, pelvic pain, fatigue,
abdominal pain, vaginal discharge, breast
pain, diarrhea and constipation, and
more psychological difficulties such as
depression, anxiety, substance use, and
attempted suicide than women without

child abuse histories. Moreover, adult
health problems were equally prevalent
among women who had experienced
abuse in childhood as among those cur-
rently in abusive relationships. To date,
we know of no published reports that
specifically document the prevalence of
long-term medical problems in low-
income and homeless women who have
been victimized.

A disproportionate percentage of
women with histories of childhood sexual
abuse also manifest high-risk behaviors
that have adverse medical consequences.93

For example, researchers found that a
sample of adult survivors of childhood
rape were more likely to contract HIV
infection because of prostitution, frequent
changing of sex partners, and substance
abuse.60 Others have found higher rates
of smoking94 and alcohol use59,95 among
those who had been sexually molested
during childhood. In a literature review of
child sexual abuse, Polusny and Follette41

reported that approximately one-third 
of abused women had lifetime alcohol
problems, compared to approximately
20% of women in the general population.

Links Between Traumatic 
Experiences and Medical Complaints
The complex connections between trau-
matic experiences and physical complaints
are numerous and must be identified by
the clinician. Victimization may produce
actual injuries and presage the develop-
ment of chronic pain, repetitive inflam-
mation, or skeletal trauma. In addition,
stressful and threatening events may
disrupt a woman’s ability to function.
These events are not only terrifying, but
also may have devastating consequences
involving the need for shelter (a battered
woman who must leave her home to
escape violence), access to resources
(money, health benefits), stability of
supports (family structure), and safety
(continued threats or retaliation by an
estranged intimate, change in residence
to an unsafe neighborhood). Thus trau-
matic experiences can interfere with care-
giving obligations, pursuit of goals, and 
a woman’s time or ability to hold a job.
Finally, the cumulative effects of trauma
increase a survivor’s risk of developing
stress-related disorders and illness.

Physical distress may also reflect bio-
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logically conditioned alterations in the
stress response. The hypervigilance com-
monly seen in traumatized women is
associated with a high tonic output of
stress-related hormones.96 Further, indi-
viduals with PTSD often have height-
ened physiological responses to stress
when they are reminded of the traumatic
events. Thus a traumatized individual
may have a full-blown stress response to
what are actually benign sources of stress
in the environment. Increased autonom-
ic reactivity may escalate into episodes of
acute anxiety or even panic.

Somatic complaints may also represent
“body memories.” Mind-body discon-
nections and dissociation are a hallmark
of trauma; as van der Kolk stated, “the
body keeps the score.”51 Due to the high
level of emotion during traumatic experi-
ences and the early age at which some
trauma occurs, memories may be stored
in imagistic and somatosensory modali-
ties. For example, survivors of childhood
abuse tend to recover memories of their
experiences in the same fragmented and
somatic form in which they were initially
registered.97 Positron emission tomogra-
phy of PTSD patients has shown height-
ened brain activity in parts of the limbic
system connected with the amygdala,
suggesting that they “experience emo-
tions as physical states, rather than as
verbally encoded experiences.”52(p 233)

Medical complaints in some trauma
victims may be an outgrowth of health
perceptions. Individuals with PTSD often
have heightened perceptions of autonomic
system alterations associated with the dis-
order. Furthermore, states of anxiety and
depression promote attention to somatic
activity, which may increase awareness of
bodily sensations.98 Given the negative or
fearful state of mind associated with
these sensations, they may be magnified
or interpreted as ominous or even life
threatening.

Strategies for Assessing 
and Treating Patients
Although women who have been violently
victimized are likely to experience more
medical and emotional symptoms than
those who have not, practitioners infre-
quently ask about violence unless proto-
cols are in place. Researchers have docu-
mented that many victims are identified

by asking specific questions.99 In general,
however, questions about childhood
abuse are not asked; existing protocols
have been developed primarily to identify
victims of partner violence in emergency
rooms.10,100

When asked about this silence, physi-
cians describe women’s reluctance to dis-
close, their own feeling of helplessness,
and lack of time. They also express con-
cern about opening a “Pandora’s Box”
and becoming overwhelmed.101 In some
ways this concern is justified, since the
needs of severely victimized women for
safety, support, and safe anchoring rela-
tionships conflict with the efficiency and
cost containment demands of managed
care. Providing quality care for extremely
poor mothers, who frequently need
complex psychosocial interventions 
and case management, can be especially
challenging. 

Rodriguez and colleagues102 asked
victims of family violence, convened in
focus groups, to describe obstacles to
disclosing and to care. Women described
fearing the perpetrator, but wanting to
preserve the relationship and their fami-
lies; feelings of shame, humiliation, and
low self-esteem; concerns about police
involvement; and mistrust of providers.
Despite these concerns, they strongly
encouraged clinicians to ask about victim-
ization directly and to deal with patients
respectfully, compassionately, and with-
out blame. When asked about institu-
tional barriers, they described long wait-
ing periods, brief appointments, and
high costs. Sensitive to time constraints,
many of the women suggested that treat-
ment referrals be made to community
agencies.

Given these issues, what should
clinicians do? The literature describes
various multidisciplinary strategies for
assessing women for traumatic victimiza-
tion.4,13,19,40,100 A crucial beginning in 
the helping process is to establish a safe
patient-provider relationship, which can
help facilitate disclosure and implementa-
tion of a treatment plan. But for extremely
poor women, these steps must be com-
bined with knowledge of institutional
barriers to care. Based on the literature
and our own experiences, we recommend
the following strategies for responding to
the needs of extremely poor women who

have been victims of family violence.
Screen Routinely and Assess Basic

Needs. In 1992, the American Medical
Association established that domestic
violence is sufficiently prevalent to justify
screening all women in medical and
mental health settings.12 Based on recent
findings on post-trauma sequelae, screen-
ing should include questions about child-
hood physical and sexual abuse as well.
Physicians should have a particularly
high “index of suspicion” when treating
women with the functional somatic
complaints described above.

Initially, simple and direct questions
should be asked to assess for current and
past histories of physical, sexual, or emo-
tional violence. Clinicians can begin by
destigmatizing the topic: “Because vio-
lence is so common in many people’s
lives, I’ve begun to ask all my patients
about it routinely. In the last 12 months,
has anyone physically hurt you or threat-
ened you, even if you think they didn’t
mean to hurt you?” The physician might
then ask some combination of the fol-
lowing questions. “Has anyone used a
knife or gun to hurt you or to scare you?
Has anyone choked, kicked, bitten, or
punched you? Slapped, pushed, grabbed,
or shoved you? Forced or coerced you 
to have sex? Have you been afraid that 
a current or former intimate partner
might hurt you physically?” The physi-
cian should also determine whether these
experiences are ongoing or have happened
in the past. If a woman indicates she is
currently involved in an abusive situation
or is worried about danger from a former
partner, assess her current level of safety.
“Are you afraid to go home? Are there
weapons in the house? Are you being
followed or threatened? What are your
fears? What do you think might happen?”

Always respect a patient’s resistance to
discussing these issues. Answering ques-
tions may depend on whether the patient
experiences the relationship with you as
safe and on the nature of her fears about
the outcomes of disclosure. For poor
women, these fears may include threat to
public housing status, unwanted social
service contact, loss of employment of a
financially supportive partner/other per-
petrating adult, or the loss of social sup-
port or child care services provided by
the assailant’s family. The timing and
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sequence of questions should be deter-
mined by how you read the patient.
Keep in mind that, although a trauma
survivor may be mistrustful, she is also
likely to be greatly distressed and to
desire help in some form.

Patients who seem to have trauma-
related injuries, yet do not admit to abuse,
may be asked more indirect questions.
Also remember that a substantial minority
of women are thought to have long-
standing amnesia of their experiences103

and that shame and terror as well as a
desire to not think about painful incidents
may prompt women to disassociate, deny,
or be circumspect in disclosing their
experiences to others. If clinicians have
serious concerns about the patient, addi-
tional appointments might be scheduled
to allow more time for the relationship to
develop. Ideally, violence assessment is an
ongoing process, as is a woman’s emerg-
ing acknowledgment of abuse and her
capability for leaving an unsafe situation. 

For extremely poor women, routine
screening must include questions about
whether their basic needs are being met.
This includes questions about safe hous-
ing, income support, ongoing coordinated
medical care, food, child care, and trans-
portation. Before developing an adequate
treatment plan, physicians must under-
stand the reality of a patient’s life, includ-
ing practical barriers to following through
on treatment recommendations.

Validate the Experience. If a patient
discusses an abusive situation—or even
intimates its existence—the clinician can
explain that many people experience
aggression over the life span, that they
often have not shared these experiences
and live with them in secret, and that
such experiences can be painful and
interfere with their well-being.4 Flitcraft
has noted that simply acknowledging
domestic violence and agreeing that it is
a serious problem “is a very powerful and
therapeutic first step.”83 The physician’s
simple assertion that these acts are illegal
and unsuitable can be an effective inter-
vention, one that may reinforce a wom-
an’s instincts for self-protection and care.
Believing a survivor and not shaming her
for either the violence or her symptoms
may catalyze a woman’s recovery. Physi-
cians should also acknowledge the cir-
cumstances associated with poverty, such

as unsafe housing and some clinicians’
biases against poor women, which may
reinforce her unwillingness to seek help. 

Link Trauma with Current Medical
and Psychological Distress. Clinicians
have only recently come to understand
the association between past trauma and
current distress, and many patients are
still unaware of the link. Recognizing
this association can be very helpful:
“Difficult experiences of violence in your
past may be contributing to your pelvic
pain.” This is especially true for women
who do not have ways of organizing
their experience and feel “crazy.” A cog-
nitive framework may explain seemingly
disparate symptoms by identifying a
coherent theme that can be named and
thus associated with hope for recovery.
Further, this explanation may counter
the stigma associated with trauma and
bolster motivation to follow through
with referrals.

Discussing the links between past and
present is key, but requires caution with
regard to timing and potential reactions.
Disclosures to physicians and acknowl-
edgment of the seriousness of their dis-
tress may represent a novel experience
for women who have deflected their own
feelings out of a sense of self-preservation.
Providers should be mindful of the possi-
bility that this new understanding may
trigger strong feelings, memories, or fur-
ther emotional processing of these diffi-
cult experiences. Thus, when validating 
a woman’s experiences, it is important 
to assess her coping style as well as the
availability of support.

Physicians should document all injuries
in the chart, noting the perpetrator and
the mechanisms of injury (if known). 
If past violent incidents have involved
injuries, medical professionals may be 
in a position to describe the pattern of
events in a way that suggests their likely
origins.

Make Appropriate Referrals. Patients
should be referred to appropriate health
professionals and/or community-based
resources.4 The clinician must consider
the optimal sequence for different types
of referrals for each patient. Engaging 
a homeless woman in treatment, for
example, may begin with identifying
such basic needs as housing. The interac-
tion, with its potential to yield tangible,

positive results, can form the basis of a
trusting relationship the provider can use
to make other referrals for specialized
services. Many homeless and extremely
poor clients will accept help with basic
amenities before they are willing to par-
ticipate in specialized services. 

When the timing is right, extremely
poor women survivors should also be
referred to mental health providers with
expertise in trauma and/or to support
groups.4 Treatment options vary greatly
according to the woman’s symptoms and
available resources. Current research sug-
gests that the type of trauma may dictate
preferred treatment options. Cognitive-
behavioral and exposure treatments, for
example, have been successfully used
with victims of single-incident rape and
with substance-abusing trauma survivors.82

In contrast, treatment for survivors of
childhood violence with longstanding
difficulties generally involves a more
prolonged combination of individual 
and group therapies that provide a staged
process of recovery.104

Although subsidized insurance may
provide poor women access to these ser-
vices, these treatments have generally
been used with and evaluated on middle-
class women. Literacy, consistent atten-
dance, and other systems barriers must
be identified in treating poor women.
Services allowing for drop-in attendance
and/or located in neighborhood health
clinics may be preferred for poor women
whose lives are unstable and who face
transportation constraints. 

Providers must understand that women
currently facing violence in intimate rela-
tionships may be reliant on an abusive
family member or partner for such essen-
tials as insurance, transportation, hous-
ing, and financial support. Finding reli-
able instrumental support may not be a
simple task given the social isolation of
many poor and homeless women.5 Wel-
fare reform has made financial and logis-
tical support increasingly tenuous. Fur-
ther, efforts to leave the abusive partner
may escalate into additional threats or
actual violence, and thus must be pru-
dently undertaken and carefully planned.

Safety planning is a major priority.
Support groups at battered women’s
shelters are often recommended in com-
bination with individual therapy and
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logistical support.105 Thorough care also
includes providing survivors with the
popularly known “palm cards,” which
list emergency phone numbers and free
resources. In sum, treatment decisions
must be based on a comprehensive
assessment of a woman’s social ecology
and economic predicament.

Depending on the extent and nature
of mental health difficulties, some women
may require additional services such as
supervised/shared housing or residential
drug treatment programs. Finally, phar-
macotherapy is increasingly recommended
as part of an overall treatment plan for
help with hyperarousal and reexperienc-
ing symptoms.106 As always, efforts to
integrate medical care among providers
and to find affordable medication are of
primary importance.

Address Systems Barriers. Institutional
barriers limit low-income women’s access
to health care and must be dealt with
realistically by referring clinicians. Obsta-
cles to obtaining care may be financial
(lack of insurance and restrictive public
assistance benefits), bureaucratic (restricted
clinic hours, inflexible scheduling, long
waits and waiting lists, complicated
registration procedures), programmatic
(scarcity of appropriate services, frag-
mented care, inadequate transportation,
negative attitudes of some providers to
disenfranchised patients), or individual
(mistrust of providers, making health
care a low priority because of the pres-
sures of daily survival). How can a busy
physician respond to these discouraging
realities? Although not a panacea, refer-
ring low-income patients with complex
needs to case managers can help with
assessing evolving needs, locating entitle-
ments and services, and coordinating
care with the client’s medical providers.
The case manager may be the only per-
son in a position to integrate the practi-
cal and treatment parts of the service
plan and then to ensure its implementa-
tion through support and monitoring. It
is essential that the case manager and
physician establish open channels for
communication.

Effective case managers advocate for
their clients, helping to negotiate compli-
cated and fragmented bureaucracies that
are often intimidating and incomprehen-
sible. Expert and aggressive guidance can

make a tremendous difference for a low-
income woman seeking access to services.
While initially helping to meet basic
needs, case managers can also become
sources of consistent support in the frag-
mented, single-category world of social
service agencies. They will not only save
the physician time, but can provide out-
reach and facilitate successful referral 
and follow-through to trauma-specific
services. Furthermore, for many low-
income women, especially those who are
homeless, practical help can become a
“hook” to engage the patient. Addressing
basic needs will help the patient link the
treatment experience with the likelihood
that a tangible aspect of her life may be
improved. As the relationship evolves, it
may shift from being primarily focused
on practical issues to becoming increas-
ingly therapeutic.107

Case managers can also support
patients through acute crises by helping
them navigate the associated network of 
public contacts, such as crisis interven-
tion services at hospitals, district attor-
neys offices where restraining orders are
administered, police offices with domes-
tic violence units, and battered women’s
shelters. Use of case managers also helps
to ensure continuous contact by with-
standing potential breaks in care caused
by housing evictions and telephone ces-
sations.

While case managers help patients
negotiate our fragmented system of care,
they do not address the underlying systems
problems. Physicians are in a position to
advocate for critical systems changes that
may improve their ability to deliver high-
quality care in the long term. For exam-
ple, they can advocate for spending more
time with patients or persuade health
maintenance organizations that delivering
services earlier will save costs later. Con-
sistent with the studies reviewed in this
article, they can also argue that early
identification and treatment of trauma-
related problems may reduce unnecessary
medical care and inappropriate and
excessive service use. Most important,
reducing institutional barriers is critical
for effectively delivering high-quality
medical care to low-income women.

Develop a Safe, Caring, Anchoring
Relationship. Because most victims have
experienced betrayal in primary relation-

ships, treatment for trauma survivors
emphasizes establishing a safe therapeutic
attachment as a prerequisite for recovery.54

Effective treatments are based on foster-
ing trust and safety regarding honest dis-
closure of physical and emotional com-
plaints and medical recommendations.
By adopting a nonjudgmental attitude,
clinicians can capitalize on the concern
inherent in doctor-patient interactions
and provide an example of a safe rela-
tionship. A consistently nonjudgmental
stance can be especially powerful for poor
women who face judgment in many of
their contacts with public agencies.

Listening to women’s stories often
evokes intense feelings of helplessness
and hopelessness in providers. Clinicians
may identify with and experience the fear,
grief, shame, and rage that the patient
has experienced (known as secondary
traumatization).108 Part of the physician’s
task in treating traumatized individuals
includes recognizing and managing his
or her own emotional reactions and
identifying those that may subtly inter-
fere with treatment. If clinicians are able
to acknowledge and feel comfortable with
their own feelings, they will be more able
to accept and respond to the patient’s
emotions. Physicians can ease their feel-
ings of helplessness by realizing that their
role is not to single-handedly resolve a
woman’s predicament, but to provide
referrals, find a professional to coordi-
nate services, advocate for the woman,
and offer encouragement. Physicians must
be aware of their own need for self-care.

Conclusion
Knowledge of victimization provides a
starting point from which to evaluate
confusing symptoms or conditions. Fail-
ure to screen routinely for interpersonal
violence can undercut the effectiveness of
medical care and drain resources, since
unacknowledged trauma may exacerbate
medical and mental health symptoms.
For low-income women, routine screen-
ing for trauma must always be accompa-
nied by an evolving assessment of basic
needs.105,107 A doctor’s knowledge of
patients’ medical and psychological needs
must be combined with an appreciation
of the social context of their lives.

Physicians must also be aware of the
obstacles to care. Because the availability

62 JAMWA Vol.53, No.2



of resources varies greatly across commu-
nities, especially for poor women, physi-
cians must find ways to ensure that care
is coordinated, continuous, and compre-
hensive. Institutional barriers are numer-
ous and exacerbate trauma survivors
entrapment in their symptoms and dis-
tress. Physician’s efforts to educate them-
selves about existing services and to advo-
cate for greater depth and breadth of
resources are critical steps for ensuring
high-quality care and appropriate service
use. Unless physicians are willing to
embrace this issue, many victims of vio-
lence will continue to suffer and receive
compromised care. 

References

1. Novello AC, Froehkle R. From the Surgeon
General, US Public Health Service. JAMA,
1992;267:3007.

2. CDC. Adolescent sex offenders—Vermont
1984. MMWR. 1984;34:738-741.

3. Bassuk EL, Browne A, Buckner J. Single moth-
ers and welfare. Sci Am. 1996;265:60-65.

4. Browne A. Violence against women: Relevance
for medical practitioners. JAMA. 1992;267:
3184-3189.

5. Bassuk EL, Weinreb LF, Buckner JC, Browne
A, Salomon A, Bassuk SS. The characteristics
and needs of sheltered homeless and low-income
housed mothers. JAMA. 1996;276:640-646.

6. Koss M. The women’s mental health research
agenda. Violence against women. Am Psychol.
1990;45:374-380.

7. Hamberger LK, Saunders DG, Hovey, M.
Prevalence of domestic violence in community
practice and rate of physician inquiry. Fam
Med. 1992;24:283-287.

8. McLeer SV, Anwar R. The role of the emer-
gency physician in the prevention of domestic
violence. Ann Emerg Med. 1987;16:1155-1161.

9. McLeer SV, Anwar R. A study of battered
women presenting in an emergency depart-
ment. Am J Public Health. 1989;79:65-66.

10.Neufeld B. SAFE questions: Overcoming barriers
to the detection of domestic violence. Am Fam
Physician. 1996;53:2575-2580.

11.Warshaw C. Limitations of the medical model
in the care of battered women. Gender and
Society. 1989;3:506-517.

12.American College of Emergency Physicians.
Emergency medicine and domestic violence.
Ann Emerg Med. 1995;25:442-443.

13.Randall T. ACOG renews domestic violence
campaign, calls for changes in medical school
curricula. JAMA. 1992;267:3131.

14.American Academy of Family Physicians. Family
violence: An AAFP white paper. Am Fam Physi-
cian. 1994;50:1636-1640, 1644-1646.

15.American Medical Association. American med-
ical association diagnostic and treatment guide-
lines on domestic violence. Arch Fam Med.
1992;1:37-47.

16.Domestic Violence. Washington, DC: American
College of Obstetricians and Gynecologists;
1995. ACOG technical bulletin 209.

17.Randall T. Domestic violence intervention calls
for more than treating injuries. JAMA. 1992;
264:939-944.

18.Taylor WK, Campbell JC. Treatment protocols
for battered women. Response. 1992;81:16-21.

19.Warshaw C, Ganley A. Improving the Health
Care Response to Domestic Violence. A Resource
Manual for Health Care Providers. San Francisco,
Calif: Family Violence Prevention Fund; 1995. 

20.Browne A. The victim’s experience: Pathways
to disclosure. Psychotherapy. 1991;28:150-156.

21.D’Ercole A, Struening E. Victimization among
homeless women: Implications for service deliv-
ery. J Community Psychol. 1990;18:141-152.

22.Goodman L, Saxe L, Harvey M. Homelessness
as psychological trauma: Broadening perspec-
tives. Am Psychol. 1991;46:1219-1225. 

23.Koss MP, Goodman LA, Browne A, Fitzgerald
LF, Keita GP, Russo N. No Safe Haven: Male
Violence Against Women at Home, at Work, and
in the Community. Washington, DC: American
Psychological Association; 1994.

24.Shinn, MB, Knickman JR, Weitzman BC.
Social relationships and vulnerability to becom-
ing homeless among poor families. Am Psychol.
1991;46:1180-1187.

25.Browne A. Reshaping the rhetoric: The nexus
of violence, poverty and minority status in the
lives of women and children in the United
States. Georgetown Journal on Fighting Poverty.
1995;3:1-10.

26.Browne A, Bassuk SS. Intimate violence in the
lives of homeless and poor housed women:
Prevalence and patterns in an ethnically diverse
sample. Am J Orthopsychiatry. 1997;67:261-278.

27.Lloyd S, Taluc N. Trapped by poverty/trapped
by abuse. Paper presented at Institute for Research
on Poverty Conference, Evanston, Illinois,
September 24, 1997.

28.May R. 1993 Poverty and Income Trends.
Washington, DC: Center on Budget and Policy
Priorities; 1995.

29.Bassuk EL. Homeless families. Sci Am. 1991;
265:66-72, 74.

30.Bassuk EL, Buckner JC, Weinreb LF, et al.
Homelessness in female-headed families: Child-
hood and adult risk and protective factors. Am J
Public Health. 1996;87:241-248.

31.Belle D. Poverty and women’s mental health.
Am Psychol. 1990;45:385-389.

32.Goodman L. The relationship between social
support and family homelessness: A comparison
study of homeless and housed mothers. J Com-
munity Psychol. 1991;19:321-332.

33.Goodman L, Saxe L, Harvey M. Homelessness
as psychological trauma: Broadening perspec-
tives. Am Psychol. 1991;46:1219-1225.

34.Bassuk EL, Rosenberg L. Why does family
homelessness occur? A case-control study. Am J
Public Health. 1988;78:783-788.

35.Knickman JR, Weitzman BC. A Study of Home-
less Families in New York City: Forecasting Models
to Target Families at High Fisk of Homelessness.
New York, NY: New York University Health
Research Program; 1989.

36.Browne A. Violence against women by male
partners: Prevalence, outcomes, and policy
implications. Am Psychol. 1993;48:1077-1087.

37.Stein M, Walker J, Anderson G, et al. Child-
hood physical and sexual abuse in patients with
anxiety disorders and in a community sample.
Am J Psychiatry. 1996;153:275-277.

38.Saunders B, Villeponteaux, Lipovsky J, Kilpatrick
D, Veronen L. Child sexual assault as a risk fac-
tor for mental disorders among women. A com-
munity survey. Journal of Interpersonal Violence.
1992;7:189-204.

39.Burnam MA, Stein JA, Golding JM, et al. Sex-
ual assault and mental disorders in a communi-
ty population. J Consult Clin Psychol.
1988;56:843-850.

40.Hubbard J, Realmuto G, Northwood AK,
Masten AS. Comorbidity of psychiatric diag-
noses with post traumatic stress disorder in sur-
vivors of childhood trauma. J Am Acad Child

Adolesc Psychiatry. 1995;34:1167-1173.
41.Polusny M, Follette VM. Long-term correlates

of child sexual abuse: Theory and review of the
empirical literature. Applied and Preventive
Psychology. 1995;4:143-166.

42.North C, Smith E. Post traumatic stress disor-
der among homeless men and women. Hosp
Community Psychiatry. 1994;43:1010-1016.

43.Brown G, Anderson B. Psychiatric morbidity 
in adult inpatients with childhood histories of
sexual and physical abuse. Am J Psychiatry.
1991;148:55-61.

44.Morrison J. Childhood sexual histories of women
with somatization disorder. Am J Psychiatry.
1989;146:239-241.

45.Breslau N, Davis G, Peterson E, Schultz L.
Psychiatric sequelae of post traumatic stress
disorder in women. Arch Gen Psychiatry. 1997;
54:81-87.

46.Carmen E, Rieker PP, Mills T. Victims of vio-
lence and psychiatric illness. Am J Psychiatry.
1984;141:378-383.

47.Mills T, Rieker PP, Carmen E. Hospitalization
experiences of victims of abuse. Victimology.
1984;9:436-459.

48.Bryer JB, Nelson BA, Miller JB, Krol PA.
Childhood sexual and physical abuse as factors
in adult psychiatric illness. Am J Psychiatry.
1987;144:1426-1430.

49.Browne A, Finkelhor D. The impact of child
sexual abuse: A review of the research. Psychol
Bull. 1986;99:66-77.

50.Herman J. Complex PTSD: A syndrome in
survivors of prolonged and repeated trauma. 
J Trauma Stress. 1992;5:377-391.

51.van der Kolk BA. The body keeps the score:
Approaches to the psychobiology of posttrau-
matic stress disorder. In: van der Kolk BA,
McFarlane AC, Weisaeth L, eds. Traumatic
Stress: The Effects of Overwhelming Experience 
on Mind, Body and Society. New York, NY:
Guilford Press; 1996:214-241.

52.Finkelhor D, Browne A. The traumatic impact
of child sexual abuse: A conceptualization. Am J
Orthopsychiatry. 1985;55:530-541.

53.Herman JL. Trauma and Recovery. New York,
NY: Basic Books; 1992.

54.Terr LC. Childhood traumas: An outline and
overview. Am J Psychiatry. 1991;148:10-20.

55.Briere J, Runtz M. Multivariate correlates of
childhood psychological and physical maltreat-
ment among university women. Child Abuse
Negl. 1988;12:331-341.

56.Himber J. Blood rituals: Self-cutting in female
psychiatric inpatients. Psychotherapy. 1994;
31:620-631.

57.van der Kolk BA, Perry C, Herman JL. Child-
hood origins of self-destructive behavior. Am J
Psychiatry. 1991;148:1665-1671.

58.Miller BA, Downs WR, Testa M. Interrelation-
ships between victimization experiences and
women’s alcohol use. J Stud Alcohol. 1993;
11:109-117.

59.Zierler S. Feingold L, Laufer S, et al. Adult
survivors of childhood sexual abuse and subse-
quent risk of HIV infection. Am J Public Health.
1991;81:572-575.

60.Perry M, Doran L, Wells E. Developmental
and behavioral characteristics of the physically
abused child. J Clin Child Psychol. 1983;12:
320-324.

61.van der Kolk BA. The compulsion to repeat
trauma: Revictimization, attachment and
masochism. Psychiatr Clin North Am. 1989;
12:389-411.

62.Nash M, Hulsey T, Sexton MC, et al. Adult
psychopathology associated with a history of
childhood sexual abuse: A psychoanalytic
perspective. In: Masling J, Bornstein F, eds.
Empirical Studies of Psychoanalytic Theories.

Spring 1998   63

C
M

E



Washington, DC: American Psychiatric Press;
1993:111-137.

63.Chu JA, Dill DL. Dissociative symptoms in
relation to childhood physical and sexual abuse.
Am J Psychiatry. 1990;147:887-892.

64.Putnam FW, Guroff J, Silberman E, Barban L,
Post R. The clinical phenomenology of multi-
ple personality disorder: Review of 100 recent
cases. J Clin Psychiatry. 1986;47:285-293.

65.Diagnostic and Statistical Manual of Mental
Disorders. 4th ed. Washington, DC: American
Psychiatric Press; 1994.

66.Browne A. Family violence and homelessness:
The relevance of trauma histories in the lives 
of homeless women. Am J Orthopsychiatry.
1993;63:370-384.

67.Davidson JRT, Foa EM, eds. Posttraumatic
Stress Disorder: DSM-IV and Beyond. Washing-
ton, DC: American Psychiatric Press; 1993.

68.March JS. The nosology of posttraumatic stress
disorder. J Anxiety Disord. 1990;4:61-82.

69.Green A. Childhood sexual and physical abuse.
In: Wilson JP, Raphael B, eds. International
Handbook of Traumatic Stress Syndromes. New
York, NY: Plenum; 1993.

70.Litz BT, Brett A, Roemer L. Post-traumatic
stress disorder: An overview. Clinical Psychology
and Psychotherapy. 1996;3:153-168.

71.Kilpatrick DG, Saunders BE, Amick-McMullan
A, Best C, Vernon LJ, Resnick HS. Victim and
crime factors associated with the development
of crime-related post-traumatic stress disorder.
Behavior Therapy. 1989;20:199-214.

72.Kendall-Tackett K. Williams LM, Finkelhor D.
Impact of sexual abuse on children: A review
and synthesis of recent empirical studies. Psychol
Bull. 1993;113:164-180.

73.Briggs L, Joyce PR. What determines post-trau-
matic stress disorder symptomatology for sur-
vivors of childhood sexual abuse? Child Abuse
Negl. 1997;21:575-582.

74.Shalev A. Stress versus traumatic stress. From
acute homeostatic reactions to chronic psy-
chopathology. In: van der Kolk BA, McFarlane
AC, Weisaeth L, eds. Traumatic Stress: The
Effects of Overwhelming Experience on Mind,
Body and Society. New York, NY: Guilford
Press; 1996:77-101.

75.Bassuk EL, Buckner JC, Perloff JN, Bassuk SS.
Prevalence of mental health and substance use
disorders among homeless and low-income
housed mothers. Am J Psychiatry. In press.

76.Koss M, Koss P, Woodruff J. Relation of crimi-
nal victimization to health perceptions among
women medical patients. J Consult Clin Psychol.
1990;58:147-152.

77.Golding JM, Stein J, Siegel J, Burnam A,
Sorenson S. Sexual assault history and use of
health and mental health services. Am J Com-
munity Psychol. 1988;16:625-644.

78.Stark E, Flitcraft A, Zuckerman D, Grey A,
Robinson J, Frazier W. Wife Abuse in the
Medical Setting: An Introduction for Health Per-
sonnel. Washington, DC: Office of Domestic
Violence; 1981. Monograph 7.

79.Goldberg W, Tomlanovich M. Domestic vio-
lence victims in the emergency department.
New findings. JAMA. 1984;251:3259-3264.

80.Helton A, McFarlane J, Anderson E. Battered
and pregnant: A prevalence study. Am J Public
Health. 1987;77:1337-1339.

81.Saltzman LE. Battering during pregnancy. A role
for physicians. Atlanta Medicine. 1990;64:45-48.

82.Koss MP, Harvey M. The Rape Victim: Clinical
and Community Approaches to Treatment. Beverly
Hills, Calif: Sage; 1991.

83.Flitcraft A. Domestic violence begets other
problems of which physicians must be aware to
be effective. JAMA. 1990;264:940-941.

84.Koss MP, Heslet L. Somatic consequences of

violence against women. Arch Fam Med. 1992;
1:53-59.

85.Cunningham J, Pearce T, Pearce P. Childhood
sexual abuse and medical complaints in adult
women. Journal of Interpersonal Violence. 1988;
3:131-144.

86.Haber JD, Roos C. Effects of spouse abuse
and/or sexual abuse in the development and
maintenance of chronic pain in women. In:
Fields HL, Dubner R, Cervero F, eds. Advances
in Pain Research and Therapy. vol 9. New York,
NY: Raven; 1985.

87.Walker E, Stenchever M. Sexual victimization
and chronic pelvic pain. Obstet Gynecol Clin
North Am. 1993;20:795-807.

88.Bachmann GA, Moeller TP, Benett J. Child-
hood sexual abuse and the consequences in
adult women. Obstet Gynecol. 1988;71:631-642.

89.Walker E, Katon W, Roy-Byrne PR, et al. His-
tories of sexual victimization in patients with
irritable bowel syndrome or inflammatory bowel
disease. Am J Psychiatry. 1993;150:1502-1506.

90.Drossman D, Leserman J, Nachman G, et al.
Sexual and physical abuse in women with func-
tional or organic gastrointestinal disorders. Ann
Intern Med. 1990;113:828-833.

91.Felitti VJ. Long-term medical consequences 
of incest, rape and molestation. South Med J.
1991;84:328-331.

92.McCauley J, Kern DE, Koloder K, et al. Clinical
characteristics of women with a history of child-
hood abuse. JAMA. 1997;277:1362-1368.

93.Springs F, Friedrich W. Health risk behaviors
and medical sequelae of childhood sexual abuse.
Mayo Clin Proc. 1992;67:527-532.

94.Acierno R, Kilpatrick DG, Resnick HS, Saun-
ders BE, Best CL. Violent assault, post traumatic
stress disorder and depression: Risk factors for
cigarette use among adult women. Behav Modif.
1996;20:363-384.

95.Kessler R, Sonnega A, Bromet E, Hughes M,
Nelson C. Posttraumatic stress disorder in 
the National Comorbidity Survey. Arch Gen 
Psychiatry. 1995;52:1048-1060.

96.van der Kolk BA, McFarlane AC, Weisaeth L,
eds. Traumatic Stress: The Effects of Overwhelm-
ing Experience on Mind, Body and Society. New
York, NY: Guilford Press; 1996.

97.van der Kolk BA, Fisler R. Dissociation and 
the fragmentary nature of traumatic memories:
Review and experimental confirmation. J Trauma
Stress. 1995;8:505-525.

98.Wolfe J, Schnurr P, Brown P, Furey J. Post-
traumatic stress disorder and war-zone exposure
as correlates of perceived health in female Viet-
nam War veterans. J Consult Clin Psychol.
1994;62:1235-1240.

99.Feldhaus K, Koziol-McLain J, Amsbury H,
Norton I, Lowenstein S, Abbott J. Accuracy of
3 brief screening questions for detecting partner
violence in the emergency department. JAMA.
1997;277:1357-1361.

100. Ashur ML. Asking about domestic violence:
SAFE questions (Letter). JAMA. 1993;269:
2367.

101. Sugg NK, Inui T. Primary care physicians’
response to domestic violence: Opening
Pandora’s box. JAMA. 1992;267:3157-3160.

102. Rodrigues MA, Quiroga SS, Bauer HM.
Breaking the silence. Battered women’s per-
spectives on medical care. Arch Fam Med.
1996;5:153-158.

103. Herman J, Perry J, van der Kolk BA. Child-
hood trauma in borderline personality disorder.
Am J Psychiatry. 1989;146:490-495.

104. Lebowitz L, Harvey JR, Herman JL. A stage-
by-dimension model of recovery from sexual
trauma. Journal of Interpersonal Violence.
1993;8:378-391.

105. Browne A. Family violence. In: Bassuk EL,

Carman R, Weinreb L, eds. Community Care
for Homeless Families: A Program Design Man-
ual. Newton, Mass: The Better Homes Fund;
1990:119-128.

106. Marshall RD, Stein DJ, Liebowitz MR, Yehuda
R. A pharmacotherapy algorithm in the treat-
ment of post traumatic stress disorder. Psychi-
atric Annals. 1996;26:217-226.

107. Bassuk EL. General principles of family-oriented
care: Working effectively with clients. In: 
Bassuk EL, Carmen RW, Weinreb L, eds.
Community Care for Homeless Families: A 
Program Design Manual. Newton, Mass: The
Better Homes Fund; 1990:25-29.

108. Figley CR, Carbonell J. Treating PTSD: What
works and what does not. Paper presented at
the Family Therapy Networker Symposium,
Washington, DC, September 1995.

64 JAMWA Vol.53, No.2


