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Abstract 

This study investigated the experiences of women subjected to domestic violence with a 

particular focus on violence during pregnancy and implications for the mother-child 

relationship. This is an area of increasing attention in health settings as the potential 

impact on, %vomen and children has been well established. Specific aims of the study were 

to investigate the impact of violence during pregnancy on women and their children and 

to assess whether the risk of child abuse is increased. In addition, the impact of violence 

on the mother-child relationship and the role of maternal mental health were investigated. 

Fifty-two women took part in the study, 28 of whom had experienced domestic violence; 

over half of these experienced violence during pregnancy. In addition to the 

questionnaire-based study, four women who had experienced domestic violence during 

pregnancy also took part in a semi-structured interview. 

The main findings highlighted an increased risk of child abuse in domestic violence cases 

but the risk was not increased in relation to violence in pregnancy. In addition, women 

who experienced domestic violence were more likely to perceive their child to be at risk 

from abuse. An increased prevalence of physical and mental health problems during 

pregnancy was found in women who experienced violence during the pregnancy. 

Domestic violence was associated with higher levels of maternal distress and child 

agency involvement. A mediation analysis of the mother-child relationship revealed that 

maternal distress was the stronger predictor of the quality of the relationship, although the 

experience of violence was also an important factor. Implications of the findings, 

limitations of the study and future research directions are discussed. 
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Research Ethics Proposal 



Research Ethics Pr 

Domestic Violence and Pregnancy 

This proposal has been prepared in accordance with and submitted to the 

University of Wales School of Psychology Ethics Committee. 

(See Appendix 1) 

This proposal conforms to The British Psychological Society Style Guide 

3,752 Nvords (excluding tables, figures, reference lists and appendices) 

8,622 words (including tables, figures, reference lists and appendices) 

1-1 



UNIVERSITY OF WALES, BANGOR 

RESEARCH ETHICS COMMITTEE PROPOSAL 

DOMESTIC VIOLENCE IN PREGNANCY 

An investigation of the association between violence during pregnancy and the mother- 

child relationship. 

2 RACHEL L. McCORMICIý, ' Trainee Clinical Psychologist, Lancashire Doctorate in 

Clinical Psychology Course, The Health Centre, 156, Whitegate Drive, Black-pool, FY3 9HG. 

Research Supervisors: Dr. Anna Daiches, Clinical Psychologist, Blackpool, 

Wyre & Fylde NES Trust 

Dr. Chris Hatton, Research Director, Lancashire 

Doctorate in Clinical Psychology Course 

3 The intention of this study is to explore the subject of domestic violence in pregnancy, in 

particular, examining the association Nvith the mother-child relationship and child abuse. It is 

hoped that the findings will contribute to and clarify some of the issues concerning domestic 

violence during pregnancy and its association with subsequent child abuse. 

Whilst there have been a number of studies examining domestic violence during pregnancy, 

the focus of these has been primarily upon the physical impact on the mother and child. There 

is a dearth of literature about the psychological experience of such women, in particular in 

relation to their thoughts and feelings concerning the safety of the child. This would seem a 
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useful area to examine whilst trying to build on the links between domestic violence and 

child abuse, particularly as some of the injuries inflicted on pregnant women by their partners 

nlay indicate negative feelings towards the unborn child. 

These are pertinent issues for clinical psychology. For example, the potential risk of the child 

also becoming abused and the impact the woman's experience may have on her relationship 

with the child can all be contributory factors for the eventual referral of such families to, in 

particular, child and adolescent services. It would seem appropriate that clinical psychologists 

alongside the statutory agencies and other health professionals, have a role to play in 

contributing to the knowledge and understanding of family violence. 

Such knowledge would be useful to all health professionals not just clinical psychology in 

stimulating thought on how services can help women, not only to protect themselves but also 

their children. 

4 Background to the study 

There are numerous definitions of what constitutes domestic violence, however, for the 

purpose of this current study, the following definition is applied, 'the physical and sexual 

abuse of an adult woman by a male with whom she has or has had an intimate relationship' 

(McKay & MacGregor, 1994). 

In the UK, as in other countries, domestic violence is widespread (Harwin, 1997). It is now 

recognized that the problem is not confined to particular social classes (Hedin, 2000), ethnic 

groups or geographical areas (Lloyd, 1997). Despite clear evidence that women have 

experienced domestic violence for centuries, it is only in the last decade that it has been 

viewed as a serious problem at a national level. Home Office studies and changes in 

institutional responses (e. g. the police) to domestic violence have contributed to a growing 

awareness of the scale of the problem (Langley, 1997). The most recent British Crime Survey 
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reported that one in four women between the ages of 16 - 59 had experienced physical assault 

by a current or former partner (Mirrlees-Black, 1999). 

Domestic violence has considerable implications for the National Health Service (NES) 

particularly in accident and emergency departments, primary care and in specialist settings 

such as maternity services and child and adolescent mental health services. Health care costs 

incurred are thought to be substantial, personal costs even more so (Department of Health, 

1997). 

In 198 1, total healthcare costs of domestic violence, in the US, were estimated at 44.4 million 

dollars (Langley, 1997). Research into the extent and cost to the health service is still in the 

early stages in the UK, presently restricted to local surveys. For example, a London based 

study of GP surgeries, found that 40 percent of women attending for appointments had 

experienced domestic violence in the last year (Stanko, Crisp, Hale, & Lucraft, 1998). 

The impact of domestic violence on a person's health is considerable, not only from the 

physical injuries that may be inflicted, but also from the psychological effect. It has been 

established that abused people make. greater use of inpatient and outpatient psychiatric 

services than average (Stevens, 1997). Jacobsen and Richardson (1987) reported that, 64 

percent of a female, psychiatric in-patient population in America had experienced domestic 

violence. Similarly, it is estimated in Britain, that, 45 percent of female alcoholics have a 

history of domestic violence, as do 25 percent of all female suicide attempts (Langley, 1997). 

It is well established that women subjected to domestic violence experience greater levels of 

depression, anxiety, and post-traumatic stress disorder compared to women who have not 

(British Medical Association, 1998). Women abused by their partners are more likely to be in 

contact with mental health professionals often attending for ill-defined illnesses such as 

sleeping difficulties, eating disorders and irritable bowel syndrome (Stevens, 1997). 
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It is recognized that child maltreatment, which includes exposure to domestic violence, can 

have an impact on child development. Jaffe, Wolfe, Wilson & Zak (1986) report that children 

who witness domestic violence are more likely to experience health problems, behavioural 

difficulties and impairment of cognitive and emotional development. Clinicians working 

within child mental health services have speculated that the prevalence of children attending 

services, who live within violent families, is likely to be higher than children in the general 

population. How ever, studies have yet to be carried out to confirm this. 

The links between domestic violence and child abuse have been well established through 

research, 'children whose mothers are battered are more than twice as likely to be physically 

abused than children whose mothers are not battered' (Stark & Flitcraft 1985, p. 147). 

Similarly, Mullender (2000) reports the overlap of domestic violence and child abuse to occur 

in between 30-60 percent of cases. Child abuse is one of the most common reasons for 

fatality in children under the age of five (NSPCC, 1985). Enquiries into non-accidental deaths 

of children show that violence towards the child's mother was frequently a feature in the 

family (O'Hara, 1994). The effects of child abuse are well documented, including cognitive, 

behavioural and social consequences for the child (Browne & Saqi, 1987). 

Men's violence towards their partners and their children is arguably difficult to separate into 

discrete categories of 'child abuse' or 'domestic violence. For example, in some instances 

the intention of the perpetrator is that the abuse of a child will have an abusive impact on the 

woman and vice versa. There is undoubtedly an interconnectedness between the two areas 

(Bowen, 2000). However, the child protection and domestic violence communities have, until 

recently, developed in relative separation to each other (Berliner, 1998). 

The interconnectedness of domestic violence and child abuse is an important consideration 

concerning the conflicts and problems women face as mothers. One area of interest where 
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domestic violence and child abuse may overlap is when pregnant women are abused by their 

partners. 

Research has shown that pregnancy can be a trigger for domestic violence to begin or 

intensify (Department of Health, 2000). Pahl (1982) reported, in a study of women abused by 

their partners, that one third of the women had disclosed that the abuse began during 

pregnancy. 

Where women are subjected to domestic violence during pregnancy, there are likely to be 

increased levels of smoking and alcohol consumption during the pregnancy (Hedin, 2000) 

and an unhealthy diet with poor weight gain (Campbell, Torres, Ryan, King, Campbell, 

Stallings & Fuchs, 1999). Such factors have been shown in obstetric and gynaecological 

research to contribute to low birth weight. In addition, Campbell et al. (1999) argue that the 

abuse adversely affects maternal physical and mental health which, in turn, has been 

identified as a risk factor for low birth weight. 

Injuries inflicted on pregnant women are often focused around the breasts, abdomen, and 

genitals (Dobash & Dobash, 1979). Some studies have suggested that such violence may be 

directed at the developing fbetus as well as the woman (Bullock & McFarlane, 1989). Both 

the woman and the unborn chi Id are at risk from such violence. The incidence of premature 

labour, miscarriage and stillbirth is greatly increased in populations of women subjected to 

domestic violence (Bewley & Gibbs, 1994). McWilliams & McKiernan (1993) interviewed 

127 women resident in refuges in Northern Ireland. They found that 60 percent of these 

women had experienced violence during pregnancy and 13 percent had lost their unborn 

children because of the violence. Robinson (1996) refers to a case cited in The Lancet where 

a child was delivered prematurely following the mother having been struck in the abdomen 

by her partner. On delivery, it was noted that the newborn was bruised on the left arm, 
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shoulder and neck and the left eye was swollen. The child later died following a haemorrhage 

because of internal injuries. 

Hillard (1985) argues that a 'battered foetus' is less likely to be planned or wanted and the 

mother is more likely to have considered abortion. Where pregnancies are unwanted and in 

the context of violence, there may be an adverse effect on maternal foetal attachment. A 

number of factors are known to affect the quality of early attachments, including pre birth and 

birth traumas vhich may include violent assaults) and parental difficulties. Condon & 

Corkindale (1997) suggest that poor maternal foetal attachment may predict difficulties in 

future mother child attachments (Condon, 1993). In addition, some studies have highlighted 

an association between marital violence/conflict and a disorganized attachment of the child 

(Owen & Cox, 1997). 

In a study by Campbell, Oliver & Bullock (1998), of women subjected to domestic violence, 

four categories were identified, based on anecdotal evidence, of assaults during pregnancy: 

" Violence as a result of the partner being jealous of the unborn child 

" Violence from partners who expressed anger towards the unborn child 

" Violence that was pregnancy specific but did not appear to be directed at the unborn child 

" Violence that was 'business as usual' in that it occurred before, during and after 

pregnancy. 

Campbell et al. (1998) suggest that subsequent abuse of the child may be more likely to occur 

in cases where the partner was jealous of or angry with the child. 

It is not clear to what extent such women are able to identify that their child may be at risk in 

the womb or at risk following birth. For example, Bowen (2000) highlights that levels of 

domestic violence are higher in women who experienced physical abuse in childhood. 

Bowen, therefore, suggests that for some women, not having dealt with their own history of 
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abuse may prevent them from recognising that their child may be at risk or from helping that 

child. 

pjnis and Objectives of the current study 

* To determine the prevalence of abuse during pregnancy, the impact of the abuse on the 

pregnancy and whether subsequent abuse of the child occurred. 

9 To examine whether women had any fears for the safety of the child either before or after 

birth. 

e To assess the feelings of the women towards the children bom in the context of domestic 

violence. 

* To explore the experiences of women subjected to violence during pregnancy, including 

thoughts concerning whom they perceived the violence to be directed at. 

Research Questions 

1. What, if any is the prevalence of complications in pregnancy in women who experienced 

violence during pregnancy and those who did not? 

2. What, if any, is the prevalence of abuse by the partner of the children of women who 

experienced violence during pregnancy compared to those Nvho did not? 

To what extent could women identify that their child may be at risk from violence either 

before birth or aftenvards? 

4. Does the experience of violence during pregnancy have an impact on the mother-child 

relationship? 

5 The Hypotheses 

I. Women who experienced violence during pregnancy will also have experienced a greater 

prevalence of pregnancy related problems compared to women who did not experience 

violence whilst pregnant. 
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2. Children whose mothers have experienced violence during pregnancy will be more likely 

to have been abused compared to those children whose mothers experienced violence but 

not during pregnancy. 

3. Children whose mothers have experienced violence during pregnancy will be more likely 

to have had difficulties in their childhood than children whose mothers experienced 

violence but not during pregnancy. 

4. Women Nvho have experienced domestic violence are more likely to experience greater 

levels of psychological distress, 

6 Recruitment of participants 

Participants will be derived from: 

9 Women with children under the age of 16 in the general population. 

o Women with children under the age of 16 from domestic violence populations, this will 

include, Refuge populations (inc. ethnic minority populations), women accessing voluntary 

agencies (e. g. Wornenspace), and women accessed via police sources and Victim Support. 

It was not possible to calculate statistical power for this study due to the exploratory nature of 

the topic and the lack of suitable measures previously administered to this population. The 

aim is to have 100 participants each from the general and domestic violence populations in 

the initial stage of the study, and to include no more than six participants from the domestic 

violence population for the second stage of the study. 

Preliminary agreement and support for the study has been obtained from individuals who can 

access the domestic violence populations. Discussions have taken place, and based on 

previous studies carried out in the target area it is felt that a sufficient number of participants 

can be obtained and would be willing to participate in the study. 
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Participants from the general population will be sought after the questionnaires have been 

returned from the domestic violence population, to ensure similar demographic details. It is 

hoped to enlist participants for the study through 'snowball' sampling. Based on the 

definition described by Robson (1993), individuals will be identified in the general 

population Nvho fulfil the inclusion criteria for the general population. These participants will 

then be used to access other members of that population who have similar demographic 

characteristics to the participants in the domestic violence sample. 

7 Research design 

The research is a survey design with between-participant comparisons. 

It incorporates a combined strategy using questionnaires in the first stage of the study and 

semi-structured interviews in the second stage. 

8 Procedures employed 

Information will be provided for the relevant contacts for the domestic violence agencies. The 

contacts will seek agreement of participation from service users and distribute the 

questionnaires. An information sheet (Appendix 2) and consent form (Appendix 3) Nvill be 

provided for each participant. 

Questionnaires will be administered to an opportunistic sample of women in the general 

population; as far as possible, a diverse sample will be obtained. Information sheets and 

consent forms will be attached to the questionnaires. 

At the end of the questionnaires, individuals will be asked if they wish to participate further 

in the study and will be asked to supply a name and contact address/number. Otherwise, all 

questionnaires will be anonymous to protect identity and maximize participation. 
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it is hoped, through liaison with ethnic minority agencies, that help will be provided for 

translation difficulties. Similarly, steps will be taken to provide help, if needed, for women 

with literacy problems. Although this may compromise anonymity, it is hoped that accessing 

these women through the voluntary agencies with whom they already have contact will 

minimize this. 

All questionnaires will be returnable to a freepost address. 

Participants for the interview stage of the study will be selected dependent on those 

volunteering to do so (see Appendix 4). The sample will be solely women who have 

experienced domestic violence; however, it is hoped to include women where the violence 

occurred during pregnancy and women where it did not. 

The women will be approached by the researcher, supplied with further information about the 

study and asked to sign a consent form. Interviews will be carried out at a place of each 

woman's choice and will be audiotaped. 

9 Measures employed 

Stage I DemQgraphic questionnaire (Appendix 5)-devised by researcher 

Reproductive health questionnaire (Appendix 6) -adapted by researcher from 

standard ante-natal questions 

, 4buse questionnaire (Appendix 7)- devised by researcher adapted from the 

Abuse Assessment Screen (AAS, Parker & MacFarlane, 1991 in Soeken, 

McFarlane, Parker & Lominack, 1998) (Appendix 8). 

gH - (Goldberg, 1992) (Appendix 9). Q 12 

Child Questionnaire (Appendix 10) - devised by researcher. 

Child Grid - extracted from The Family Grid (Davis, 1997) (Appendix 11). 
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Stage 2 Semi-structured interview schedule to be devised on basis of questionnaire 

responses. This will be forwarded to the ethics committee following completion of the first 

stage of the study. 

10 All measures in the questionnaire stage are self-report questionnaires. The researcher Nvho 

is a trainee clinical psychologist in the final year of training Nvill conduct all the interviews. 

11 The only venues necessary are in the inter-view stage of the study and these will be the 

preferred choice of the participants, for example their own home or a suitable location 

provided by the agencies involved. 

12 The intention is to carry out a pilot study immediately after gaining ethical approval. 

Following this and any subsequent amendments, it is hoped that all questionnaires will have 

been distributed by the end of December 2000. Interviews will be carried out in January/ 

February 2001. Analysis will be carried out during March with anticipated completion of the 

study at the end of May 200 1. 

13 Data analysis 

Stage 1 Quantitative analysis - descriptive between-group comparisons 

(e. g. t-tests) and correlations. 

Stage 2 Qualitative analysis - content analysis. A second rater will be 

sought for this stage of the analysis. 
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14 and 15 Ethical considerations 

o Anonymity and confidentiality- all questionnaires will be anonymous unless the 

participant volunteers to take part in the second stage of the study. In these cases, only the 

researcher will know the identity of the participant and code numbers will be used to further 

protect identity. The interviews again will be confidential and protected with the use of code 

numbers. The only instances in which confidentiality will be breached are detailed below. All 

raw data such as questionnaires contact details and tapes from the interviews will be kept in a 

locked filing cabinet in a storeroom at the researcher's home. This location is used only by 

the researcher, therefore preventing access to raw data by others. 

o Distress ofthe wonien which may he triggered as a result oftaking part in the study -the 

domestic violence populations Nvill all be accessed via agency contacts, their co-operation 

will be obtained to be sources of support for any women affected by the study. This will be 

made clear to the participants in the infon-nation sheet. 

For those women who may be affected in the general population, contact numbers of support 

agencies will be provided in the information sheet. A contact number will also be provided 

for the researcher in the event that further information or clarification is required. 

* Disclosure of abuse of a child - As the questionnaires will be anonymous; it will not be 

possible to ascertain whether disclosures of abuse of children have also been made to the 

appropriate child protection agencies. However, before the interview stage of the study, 

participants will be informed that any disclosures made, where it is possible that individuals 

are still at risk of abuse, information will be fonvarded to the appropriate statutory agencies. 

16 and 17 Written consent for inclusion in the study will be required from each participant. 

Combined information sheets and consent forms will be attached to the front of the 

questionnaires (Appendices 2 &3). 
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18 Discussions have taken place with key individuals who hold positions related to the topic 

area. These include the local area lead council officer on domestic violence, the co- 

ordinator of the local area domestic violence forum, a senior police officer in child 

protection and various persons working within midwifery, social work and clinical 

psychology. Support for the study has been obtained from these people, many of Nvhom 

will be providing access to potential participants. 

19 No Payment involved 

20 Audio- taping equipment required Only, this has been acquired 

21 Participants are provided with a contact number for the research to answer queries and 

provide feedback. Following the interviews, participants will be asked about their 

thoughts regarding participation in the study and feedback will be provided following 

analysis. 

22 The proposal has been checked in relation to BPS Guidelines on Ethical Standards and 

does adhere to these. 

Signed 

See Appendix 12 for reply from Ethics Committee 
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Lancashire Doctorate in Clinical Psychology 

The Institute for Health Research 

Alexandra Square 

Lancaster University 

Lancaster 

LAI 4YT 

Coordinator-Research Ethics Committee 

School of Psychology 

University of Wales Bangor 

Bangor 

Gwynedd 

LL57 2DG 

23"' March 2001 

Dear 

Research Proposal - Domestic Violence in Pregnancy 

Further to my original proposal, which was reviewed in November 2000,1 am writing to 

provide you with additional information concerning the second stage of the study. 

Please find enclosed the follow ing details: 

" Interview Procedure 

" Letter to interview participants 

" Information sheet and consent form 

" Interview schedule 
I hope this additional information is found satisfactory and I look forward to hearing from 

you. 

Yours sincerely 

Rachel McCormick 
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Research Study into Domestic Violence - Interview Procedure 

1. Participants for the interview are to be obtained from volunteers who submitted their 

names for the second stage of the study at the back of the questionnaire (see previous 

correspondence for details). 

2. All volunteers Nvill be sent a letter (Appendix 13) and infonnation sheet/consent fonn 

(Appendix 14) returnable in a prepaid envelope. 

3. When consent has been obtained, participants will be contacted by telephone by the 

researcher to arrange a convenient time and location for the interview. Location will be 

agreed in relation to guidelines for domiciliary visits. 

4. On meeting, the nature of the study will be outlined again to participants. Confidentiality 

will be assured but participants will be informed that confidentiality will be broken if 

information is supplied to suggest that children may be currently at risk from violence. 

5. Interviews will be audiotaped, the structure is given in Appendix 15. On completion of 

the interview, participants will be thanked for their co-operation and offered the 

opportunity of feedback when analysis has been completed. 

6. Tapes of the interviews are to be stored in a locked cabinet at the home of the researcher. 

The researcher only will have access to the tapes. Transcripts of the interviews are to be 

coded with identifying information kept separately. The research supervisor and an 

additional rater during analysis of the interviews may see transcripts. On completion of 

the study, all tapes will be destroyed. 

See Appendix 16 for reply from Ethics Committee. 
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Appendix I, 

Project information required by -University of Wales School 
of Psy-ebology Ethics Committee, 

Please -ive information on the followIng: 

I Title of Project. 

Name of Investi-ator(s) 

3. The potential value of addressing this issue 

4. Brief background to the study 

5. The hypotheses 

6. Recruitment of participants 

7. Research design 

S. Procedures employed 

9. Measures employed 

10. Qualifications of the investigators to use the measures C! 

11. Venue for investigation 

12. The duration of the study 

13. Data analysis 

14. Potential hazards to participants / investigators 

15. Potential offence / distress to participants 

16. *How consent is to obtained (see BPS Guidelines and ensure consent forms are 
expressed bilingually where appropriate. The College has its own Welsh 

IC translation facilities on extension 2036). 

17. *Information for participants 

18. Approval of relevant rofessionals (e. g. G. P. 's, Consultants, Teachers, p 
parents etc. ) 

19. Payment to: participants 
investiCrators 
departments / institutions 

20. Equipment required and its availability 

21. What arrancements you are making to give feedback to participants. The 
Cý C C: 

responsibility is yours to provide it, not participants' to request it. 

22 Finally, check your proposal conforms to BPS Guidelines on Ethical Standards 
in research arýd sign th'e declaration. If you have any doubts about this, please outline 
them. 

* Provide actual consent forms and information sheets. 
(Rc%iied 11.1.97. ) 
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Appendix 2 
Information sheet for varticipants 

My name is Rachel McCormick; I am a Trainee Clinical Psychologist employed in the 

NES. I am conducting a study exploring domestic violence during pregnancy and the 

possible future difficulties for children. The purpose of the study is to help inform 

professionals working with children and their families where a history of domestic 

violence in the family may contribute to current difficulties. 

To carry out the study, I need a variety of participants including women who have 

experienced violence during pregnancy, women who may have experienced violence but 

not whilst pregnant and women who have not experienced domestic violence at all. 
Attached is a set of questions covering a variety of areas. Although there are a number of 

pages, the questions are straightforward and take approximately half an hour to complete. 
The questionnaires are confidential and will not be seen by anyone else but the 

researcher. Your decision on whether to take part in the study will not affect any help or 

services that you receive now or in the future. 

If you wish to participate, on the next page is a consent form which you need to read 

carefully and tick the relevant box. The consent form stays attached to the questionnaire 
but you can remove this information sheet if you wish and keep it for future reference. 
If any questions are unclear or you wish to discuss an aspect of the study either before 

completing the questionnaire or after, I can be contacted on Please leave a 

message and I will contact you as soon as possible. 
I am aware that answering some of the questions may well be difficult and upsetting. If 

this should be the case and you wish to speak to someone, there are a number of contacts 

on the last page of the questionnaire who would be happy for you to get in touch and who 

are aware of this study. 
I would like to express my sincere thanks in anticipation of your taking part in this 

important study. 

Rachel McConnick 

Lancashire Doctorate in Clinical Psychology Course. 
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Appendix 3 
Consent form for questionnaire participants 

*I have carefully read the information on the previous page and am aware of what the 

study is about and that I need to complete the attached questionnaire. 

*I know that I can contact the Researcher to ask questions about the study before 

completing the questionnaire and after I have filled it in. 

*I know that should I need to talk to someone after completing the questionnaire, there 

are a number of places that I can contact. 

*I know that I do not have to complete the questionnaire if I do not want to and am 

aware that this will not affect any help that I receive. 

*I know that if I change my mind, I can withdraw from the study at any time and that 

this Nvill not affect any help that I receive. 

*I know that any information I give in this questionnaire will remain confidential. 

Any complaints about the study should be addressed to: Head of School, School of 
Psychology, University of Wales, Bangor, Gwynedd, LL57 213G. 

Consent: 

I agree to participate in this study by completing the attached questionnaire 

Please put tick in box if you have read the above and are -.,, illing to take part in the study 
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Appendix 4 

Information on volunteering for interview stage 

Thank you for taking the time to complete this questionnaire, I would be grateful if you 

could take a few minutes more to check that you have answered all the questions. 
At the bottom of this page are numbers that you can contact should you feel the need to 
discuss any of the issues covered in this study. 

The second stage of the study involves an interview carried out by me, taking no longer 

than an hour; this can take place at a venue of your choice. I am particularly keen to 
interview women who have experienced violence during pregnancy and women who did 

not but experienced violence at other times from a partner. 
If you may be willing to take part in the interview stage, there are a number of ways that 

you can volunteer. You can include your name; address and/or telephone number on this 

sheet and either return it with the questionnaire or return it separately. Any contact details 

you give will remain confidential. Alternatively, you can contact me on the number given 

on the front sheet of this questionnaire, 

If you are interested in participating in the second stage of the study, I will contact you to 

provide more information about the interview and ask if you definitely wish to take part. 
Please complete any of these details if you would like me to contact you about the next 

stage of the study: 
Name: 

Address: 

Telephone Number: 

Email address: 

CONTACT DETAILLS (please contact any of the following should you feel the need) 
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Appendix 5 

Demographic Ouestions 

1) How old are you? (please state in box) F-I 

2) What is your ethnic origin? (please tick appropriate box) 

White UK While other 

1-1 

please specify - ------------------- 

Black African F-1 Black Caribbean F1 Black other please specify - ---------------- 

Indian Pakistani Asian other please specify --------- - -------- 

Any other ethnic group F1 please specify - --- - -- - -------- --- ------ - -- - ----------- 

3) What is your marital Status? (please tick- appropriate box) 

Married F-I Living as married 
1-1 

Separated 
171 

Divorced 
1-1 

Widowed F-I Single F-I 

4) If currently living with a partner, approximately how long have you been living 

together? (please state in box) 
D 
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What is you current employment status? 

Employed ftill-time F-I Employed part-time F-I 

Not in paid employment or training 

In educational training F1 

If employed, please state your occupation 

6) Is your partner (or ex-partner) in paid employment? Yes 
1: 1 

No 
1-1 

If yes, please state their occupation ---- --------- - -- - ----- - --- - -------- --- 

7) Approximately, what is your current annual family income? (picase tick appropriate box. ) 

less than 110,000 
1-1 

110,000- L15,000 
1-1 

L15,001- 125, OOOF-] 125,001 or over 
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Appendix 6 

Reproductive Ouestions 

How many children do you have? (pieasc., tate) 

2) How many pregnancies have you had? (pieas. state) 

3) Have you ever experienced a miscarriage before 12 weeks? (please tick appropriate box) 

Yes 
F] 

No F-I 
If yes, please state how many if you have experienced more than one ----------------- - ------ 

4) Have you ever experienced a miscarriage after 12 weeks? (please tick appropriate box) 

Yes 
1: 1 

No 
1: 1 

If yes, please state how many if you have experienced more than one ------------------ - ----- 

5) Have you ever experienced a stillbirth? (please tick- appropriate box) 

Yes F1 No F-I 
If yes, please state how many if you have experienced more than one -- -------- - ---------- 
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Appendix 7 

Abuse Ouestions 

1) Have you ever been hit, slapped or otherwise physically hurt, at any time by a partner? 
(please tick- appropriate box) 

Yes 

[-] 

X0 171 

If yes, was this your: current partner? 

F] 

ex-partner? 

1-1 

or both? F] 

2) Has a partner ever forced you, at any time, to have sexual activities? 
(please tick- appropriate box) 

Yes 
1-1 

No F] 
If yes, was this your: current partner? 

1-1 

ex-partner? F] or both? F-1 

3) If applicable, please state, approximately, how long ago it was when a partner last 

physically hurt you ----------------------------------------- -------- 

4) When you were pregnant, were you ever hit, slapped or otherwise physically hurt by a 

partner? (please tick- appropriate box) 

Yes 

1-1 

NoF] 
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Appendix 8 
Abuse Assessment Screen 

(Parker& McFarlane, 1991) 

(Circle Yes or No for each question) 
1. Have you ever been emotionally or physically abused by your partner or someone important to you? 

Yes No 

2. Within the last year, have you been hit, slapped, kicked or otherwise physically hurt by someone? 
Yes No. 

If Yes, by whom (circle all that apply) 
Husband Ex-husband Boyfriend Stranger Other Multiple 

Total number of times 

3. Since you have been pregnant, have you been hit, slapped, kicked or otherwise physically hurt by 

someone? Yes No 

If Yes, by whom (circle all that apply) 
Husband Ex-husband Boyfriend Stranger Other Multiple 

Total number of times ------- 
Mark the area of injury on the body map (Refer to diagram of body map) 
Score each incident according to the following scale: (If any descriptions for the higher numbers apply, use 
the higher number) 

I= Threats of abuse including use of a weapon Score ------- 
2= Slapping, pushing; no injuries and/or lasting pain Score ------- 
3= Punching, kicking, bruises, cuts and/or continuing pain Score------ 

4= Beating up, severe contusions, bums, broken bones Score ----- - 
5= Head injury, internal injury, permanent injury Score ---- -- 
6-- Use of a weapon; wound from weapon Score--- 

4. Within the lastyear, has anyone forced you to have sexual activities? 
Yes No 

If Yes, by whom (circle all that apply) 
Husband Ex-husband Boyfriend Stranger Cfther Multiple 

Total number of times 

5. Are you afraid of your partner or anyone listed above? Yes No 
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Appendix 9 
General Health Questionnaire (GHQ-12) 

(Goldberg, 1992) 

PLEASE READ THIS CAREFULLY. 

I would like to know if you have had any medical complaints and how your health has been in general, over 

the lastfew weeks. Please answer ALL the questions simply by circling the answer which ýou think most 

nearly applies to you. Remember that I want to know about present and recent complaints, n ot those that 

you had in the past. 
It is important that you try to answer ALL the questions. 
HAVE YOU RECENTLY: 

been able to concentrate Better Same Less Much less 
on whatever you are doing? than usual as usual than usual than usual 

2. lost much sleep Not No more Rather more Much more 
over worry? at all than usual than usual than usual 

3. felt that you are playing a More so Same Less useful Much less 
useful part in things? than usual as usual than usual useful 

4. felt capable of making More so Same Less so Much less 
decisions about things? than usual as usual than usual capable 

5. felt constantly Not No more Rather more Much more 
under strain? at all than usual than usual than usual 

6. felt you couldn't Not No more Rather more Much more 
overcome your at all than usual than usual than usual 
difliculties? 

7. been able to enjoy More so Same Less so Much less 
your normal day-to-day than usual as usual than usual than usual 
activities? 

8. been able to face up to More so Same Less able Much less 
your problems? than usual as usual than usual able 

9. been feeling unhappy and Not No more Rather more Much more 
depressed? at all than usual than usual than usual 

10. been losing confidence in Not No more Rather more Much more 
yourselr at all than usual than usual than usual 

11. been thinking of yourself Not No more Rather more Much more 
as a worthless person? at all than usual than usual than usual 

12. been feeling reasonably More so About same Less so Much less 
happy, all things than usual as usual than usual than usual 
considered? 
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Appendix 10 

Child Ouestions 

The following pages require you to think about just one child under the age of 16, answer 

the questions thinking about the same one child throughout. Please read the following 

instructions carefully: 

o If you have not experienced physical or sexual violence from a partner, please think 

of any one of your children under 16. 

* If you have experienced violence from a partner, but not during pregnancy, think 

about any child of yours, under 16, whowas bom after the first violent incident. 

* If you have experienced violence whilst pregnant, think of any child, under 16, Nvho 

you were pregnant with and experienced violence during that pregnancy. 

1) What is the sex of your child? (please tick appropriate b OX) male F1 female F1 
2) How old is your child now? (picase ýwe) -------- - ------------ 

3) Did you experience domestic violence Nvhilst pregnant vAth this child? 

Yes 
1-1 

No 
1-1 

If yes, please describe briefly 
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4) Did you experience any physical and/or mental health problems whilst pregnant with 

this child? 

Yes No If yes, please describe briefly --------- --- ------------ 

5) Did you experience any problems during labour or birth, "rith this child? 

Yes No F-1 If yes, please state --- - ------------------- - -------- 

6) Did you experience any physical and/or mental health problems following the birth of 

this child? 

Yes 
m 

No 
1-1 

If yes, please describe briefly 

7) Approximately, what was your child's weight at birth? (please state) 

8) When was your child born? before 37 weeks F] at 37 weeks or after 

1-1 

9) Whilst you were pregnant, was your partner at that time the father of your unborn 

child? (please tick appropriate box) 

Yes No F] 
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10) Was this child planned? (please tick appropriate box) 

Yes [-] No 

11) Was the discovery of the pregnancy: 

a happy event? F] an unhappy event? 
1: 1 

Neither? 
F1 

12) Whilst you were pregnant with this child, did your partner (or ex-partner) show any 
feelings of- 

anger towards your unborn child? (please tick appropriate box) Yes 
D 

NOFJ 

jealousy of your unborn child? (please tick- appropriate box) Yes F1 No Fý 
If yes to any of the above, please provide brief examples of what Nvas said or done to 

make you think your partner was angry/ jealous of your unborn child ---------------------- 

13) Whilst pregnant, did you have any concerns for the safety of your child? (pleasc tick 

appropriate box) 

Yes 
[--] 

No 
[ý] 

If you had concerns, please describe briefly what these concerns Nvere ----------------------- 
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14) Has your child had contact with any of the following services? If yes to any of these, 

please state reason for contact and whether he/she is still involved. Please use space 

provided; 

Paediatrician 

Social Worker 

Educational Psychologist 

Clinical Psychologist 

Speech and Language Therapist 

Child Psychiatrist 

Education Welfare Officer 

Yes Fý No 
F] 

-- 

- -------------------- - ------------ 

Yes No 
F1 

-- --- - -------- - ----- - --------- 

Yes No[-] -------- - -------- 

Yes No 
-1 I 

------------------ - ------------------ 

Yes 
[--] 

No 

Yes F-I No F-1- -- ------- - ---------- 
Yes 

1-1 
No 

1-1 

------- - ----------------------------- 

15) Have you ever been concerned that your child may be at risk from abuse? 

Yes 
[--ý 

NoF] 

If yes, briefly explain ------------------------------ - ------------------------------------- --- --- - 
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16) To your knowledge, has your child ever been physically or sexually abused? 

Yes, physically abused 

1-1 

Yes, both F-I 
Yes, sexually abused 

No, neither 

17) If yes to the previous question, was your child abused by: 
(please tick box, if appropriate, more than one box can be ticked) 

Yourselff-I Their father? F-I A step-father? F-I 
Another family member A significant other? 

1-1 
A stranger? 

II 
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Appendix 11 

Child Grid 

Instructions for the following questions 

This is the final part of the study. In this next set of questions, you are asked to consider 

what your child is like. 

On the following page entitled 'My child' there are 25 scales on which to rate your child. 
The first scale is 'happy' to 'miserable' and is to be completed in the following way: 

If you think your child is extremely miserable please put a cross in square 1. 

If you think your child is generally miserable put a cross in square 2. 

If you think your child is quite happy put a cross in square 5 and so on. 

On the other hand, if your child is an extremely happy child, please put a cross in 

square 7. 

Put a cross in one square for each line and complete all the scales, working quickly to 

give your very first impression. 

The page entitled 'My child as I would like her/him to be ideally' is completed in the 

same way. You work down each scale rating your child, as you would like them to be. 
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MY CHILD 

11111 
_III, 

4i n3 111 IL3M 12 Miserable 
Happy _ 
Has'a temper 4 3 9 1 Does not have a temper 

Anxious 7 6 5 4 3 Not anxious 

ell , oncentrates w - 
Concentrates poorly 

-earns quickly 
14 3 2 Learns Slowly 

ýIaughty 
1-4 W3= 2 Good 

Healthy 
1 4-M E3= 2 Unhealthy 

Needs everything done 1-4 Il ff 3] Manages on own 

Likes people 
J__4jZ j__3_= 2E " Does not like people 

communicates well 4 3 2 Communicates poorly 

Has problems 7 5 -- =3 2 Does not have problems 

Over-active 4 3 2 Under-active 

Lazy 6 A 3M 2 Not lazy 

Noisy 
a [: 4 ff 3E [ 211 1 " Quiet 

Interested in surroundings 
14 Disinterested in surroundings 

Affectionate 14 Effo 2 11 " Not affectionate 

Determined 4 3 2 1 Not determined 

Disobedient Obedient 

Difficult to control 
Easy to control 

ýIas as. trong personality 
LIA Not a strong personality 

, linging Independent 

30ciable L4j [_2 1 Shy 

40t loveable 
Loveable 

redictable 2 Unpredictable 

3piteful 4J JV3 Not spiteful 
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MY CHILD AS I WOULD LIKE 
HERMIM TO BE IDEALLY 

41S 

.N 

HIN 

Happy i5432 Miserable 

Has a temper 7M65432 "1'Does not have a temper 

Anxious JU-7109-6-109-5-111 "4ffilri= 2 "1 Not anxious 

concentrates well 7=6 liffil-5)qllIF4--[Illl-3--MIU2--30 1" Concentrates poorly 

Learns quickly S-7106=5W41S3=221 "J Learns slowly 

Naughty 117 M6ME5 41 3=2=1 lGood 

Healthy Unhealthy 

Needs everything done 7 [in 6=5 fSE 4 an 3=2=1S Manages on own 
Likes people Does not like people 
Communicates well IF711 16M 5M 4Z JF3 M 2 Communicates poorly 
Has problems 4 3 22 15-1-1 0 Does not have problems 
Over-active 4 3 2 Under-active 
Lazy Not lazy J7 ]1116 

Noisy 42 J"l Quiet 

Interested in surroundings ]- 17 JI M6 2_ "J Disinterested in surroundings 
Affectionate A 4I M31 Not affectionate 
Determined 7 M6 IB M5 M4 Not determined 
Disobedient 7 M6 5 4M 3 Obedient 
Difficult to control Easy to control 
Has a strong personality 5 4 EM Not a strong personality 
Clinging Independent 
Sociable 4M 3 2- Shy 
Not loveable jj-ý ]M 3 Loveable 
Predictable It 7M 6 5M _ 4M 3 L19predictable 
Spiteful M 7M E 14M M3 Not spiteful 
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Appendix 12 
-J# *#N 

Reply from Ethics Committee I 
Prifysgol Cymru - University of waleý 

YSGOL SEICOLEG I SCHOOL OF PSYCHOLOGY 
Pntysgol Cymru, Bangor University of Wales, Bangor 
Adedad Bnganti. 

I 

Adedad Briganfia 
Ffordd Penrallt Penralit Road 
Gwynedd LLS7 2AS I Gwynedd LL57 2AS 

November 29,2000 

Rachel McCormick 
Lancashire Doctorate in Clinical Psychology 
The Health Centre 
156 VlWte-ate Drive 
Blackpool 
FY38HG 

Dear Coflea-e 
0 

Domestic Violence in Pregnancy 

Your research proposal (referred to above and on the attached sheet) has been reviewed by the 
School of Psychology Research Ethics Committee and they are satisfied that the research 
proposed accords with the relevant ethical guidelines. 0 
If you wish to make any substantial modifications to the research project, please inform the 
committee in writing before proceeding. Please also inform the committee as soon as possible 
if participants experience any unanticipated harm as a result of taking part in your research, or 

' 
if 

any adverse reactions are reported in subsequent literature using the same technique elsewhere. 

Good luck with your research. 

Coordinator -School of Psychology Research Ethics Committee 
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Appendix 13 

Letter to interview participants 

The Lancaster University Doctorate in 

Clinical Psychology 

Alexandra Square 

Lancaster University 

Lancaster 

LAI 4YT 

Date: 

Dear 

RE: Domestic Violence Study 

Thankyou for completing the questionnaire related to the above research and 

volunteering to participate in the second stage of the study. 
Please find enclosed further information about the interviews and a consent form please 

read this carefully. If you consent to take part in an interview, I will telephone you to 

arrange a convenient time. If you would prefer that I wrote to you rather than 

telephoning, please indicate this on the consent form. 

Your participation is much appreciated. 

Yours sincerely 

L. 

Rachel McCormick 

Trainee Clinical Psychologist 
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Appendix 14 
Information sheet and consent form for interview participants 

Thank you for expressing an interest in participating in the second stage of the study 
involving an interview. To remind you, the aim of the study is to explore domestic 

violence during pregnancy and future difficulties for children. The purpose of this work is 

to help inform professionals who work with children and their families where a history of 
domestic violence may be have an impact on current difficulties. 

The interview will cover some of the questions in the questionnaire, although this will be 

in more detail. It is intended that the interview will take approximately one hour and can 

take place at a venue of your choice. The interviews will be audiotaped but the researcher 

will be the only individual who will listen to these. On completion of the study, all tapes 

will be destroyed. Transcripts of the interviews will be coded so that individuals cannot 
be identified from the information given. If you wish, the researcher will return after the 

interview has taken place to feedback on the information obtained in the interview. 

If you require more information or; have any questions, you can contact me on ........ If I 

am not availablewhen you ring, please leave a message and I will contact you as soon as 

possible. If you are still willing to participate, please read the following carefully, sign 

the consent form and return the sheet in the prepaid envelope. 

*I have carefully read the above information, am aware of what the study is about and 
I am willing to take part in an interview. 

*I understand that the interview will be audio taped. 

*I know that if I change my mind, I can withdraw from the study at any time and that 

this will not affect any help that I receive now or in the future. 

Consent: 

I agree to participate in the interview stage of the study 

Signed ---------------------------------------------- 
Date --------------------- 
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Appendix 15 

Interview Schedule 

The interview is to be semi-structured, below are the headings that will be covered with 
the questions that will be used as guidelines to ensure that all necessary aspects are 

covered. 
Experience of abuse in keneral 
When did the abuse begin? (first incident, how often) 
What form of abuse did you experience? (physical, sexual, emotional, examples) 
How long did this go on for? (when did it stop, if at all, how was it stopped, contact now) 
Did the abuse occur in the context of. e. g. stress, arguments, alcohol use? 

&eerience of abuse in preznanev 

How many children do you have? Did you experience violence whilst pregnant with all 

of them? 

What type of abuse-did you experience whilst pregnant? (physical, sexual, emotional, 

examples) 

Can you remember the first incident? What happened? 

How often did abuse occur in pregnancy? (e. g. frequently, isolated incidents) 

Did the abuse occur in the context of e. g. stress, arguments, alcohol use? 

What was said by partner during the abuse (e. g. examples of anger, jealousy)? 

What physical injuries did you receive? 

Were there any pregnancy related problems following incidences of abuse (e. g. bleeding, 

miscarriage) 

Did the violence continue after the birth of the child? How soon? 

Were there any differences at all between the abuse you experienced whilst pregnant and 

the abuse that occurred before you were pregnant or after pregnancy? (e. g. moreAess 

severe, directed at self/child) 
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Reactions to the abuse 
How did you respond to the abuse generally? (e. g. fought back, did nothing, phoned for 

help) 

How did you respondwhilst pregnant? 
Did you tell anyone about the abuse? Who? 

What thought did you have about the abuse at the time it was occurring/now (e. g. why he 

did it, did you think it would stop) 
How did you feel about yourself then/now? 

What were your feeling s about your partner then/now? 

Whilst pregnant what were your feelings about the child you were carrying? (e. g. safety 

of unborn child, relationship) 
How aware were your children of the violence? (e. g. witnessed it, overheard, drawn into 

it, abused also, from what age). 
Do you think that the violence had an effect on the children in any way? (directly- fear, 

anger, withdrawn, on mother-child relationship, on father-child relationship) 

Relationship with children born following DV in prewan 
What were your feelings about the child/children at birth? How did your partner react? 
Was his reaction as you expected? 
Describe your early relationship with your child/children (any problems, milestones) 
Describe your partner's relationship with his child/children 
Were you ever concerned that your child/children may be at risk from harm? Please 

explain in what ways. 
Do you experience any difficulties with your child/children? (e. g. behaviour, emotional, 

withdrawn) 
Describe you relationship with your child/children now? 
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SUPPO 

What support did you receive, if any, and from whom, then/now? 

How did family and ftiends react to the abuse? 

Were any agencies involved then/now? 

What would have been helpful at the time and since? 

Overall Reflecdons 
What do you think the impact of violence on the family has been, if an impact at all? 
Do you think what you have experienced has affected your relationship with your 
child/children? If so, how? 
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Domestic violence, pregnancy and implications for the mother-child relationship: 

a review of the literature 

This review focuses on domestic violence, an area of increasing interest both in terms 

of developing a comprehensive theoretical understanding and in prevention. The main 

objective of the paper is to review studies detailing findings relating to the impact of 

domestic violence on women and their children. In addition, the review considers what 

is known about the extent and impact of domestic violence during pregnancy and 

discusses what impact this may have on the developing mother-child relationship. 

Several theoretical models are discussed which provide possible explanations for the 

reactions of women and their children to domestic violence, in particular, the potential 

impact on relationships. Attachment theory is highlighted as one useful model to 

explain how the mother-child relationship may be affected by domestic violence. 

The implications of findings are discussed, as are the limitations of previous studies, 

highlighting possible areas for future research. 

Running Head: Domestic violence and pregnancy. 
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Introduction 

Domestic violence in the UK, as in other countries, is widespread (Harwin, 1997). The 

problem is not confined to particular social classes (Hedin, 2000), ethnic groups 

(Mills, 1998) or geographical areas (Lloyd, 1997). It has considerable implications for 

health services, particularly in accident and emergency departments, primary care and 

specialist settings such as maternity services and child and adolescent mental health 

services. Health care costs incurred are thought to be substantial, personal costs even 

more so (Department of Health, 1997). 

Definitions of domestic violence vary, making the estimation of the extent of the 

problem difficult. A 1993 Home Affairs Select Committee report concluded that 

domestic violence describes any form of physical, sexual or emotional abuse which 

takes place -within the context of a close relationship (Department of Health, 1997). 

Whilst domestic violence can take place -within any intimate relationship, the vast 

majority and more severe assaults are perpetrated by men against their female partners 

(Kurz, 1993). The focus of this review is primarily on the physical and sexual abuse of 

women by a male partner. 

The review will firstly provide an over-view of what is currently known about the 

extent and impact of domestic violence on female victims and, secondly, the impact on 

their children. The review will then focus upon the specific area of domestic violence 

during pregnancy. This will be followed by a review of the literature concerning 

parent-child relationships, in particular the mother-child relationship, to highlight the 
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indirect impact of domestic violence on family relations. Finally, the limitations of 

current knowledge Nvill be discussed, highlighting possible future directions. 

The extent and impact of domestic violence on female victims 

Despite clear evidence that women have experienced domestic violence for centuries 

(Dobash & Dobash, 1979), it is only in the last decade in the UK that it has been 
I 

viewed as a serious problem. As a result of local surveys, Home Office studies and 

changes in institutional practice (e. g. the police), the 1990s have seen domestic 

violence discussed at a national level. Despite subsequent developments in the growth 

of inter-agency forums and multi-agency co-operation, problems remain in 

understanding the core issues of domestic violence and the long-term impact on 

families (Langley, 1997). 

Domestic violence is a complex area in which to undertake research. Studies are 

generally limited to survey designs and interviews with the difficulties of experimental 

methodologies in this area being widely acknowledged (Gordon et at., 1999). Local 

surveys suggest that between one in three and one in four women have experienced 

physical violence ftom a partner (McGibbon et al., 1988; Radford el aL, 1998). More 

extensively, the British Crime Survey confirmed that one in four women between the 

ages of 16 - 59 had experienced physical assault by a current or former partner 

(Mirrlees-Black, 1999). 

Research into the extent and cost to the health service is in the early stages in the LJK, 

presently restricted to local surveys. For example, a 1996 study in North London 

estimated that the cost of providing crisis services in one district to women 

experiencing domestic violence was in excess of E7.5 million (Stanko et al., 1998). 
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The impact of domestic violence on women can result in both direct and indirect 

effects. The direct impact of the abuse can be a variety of physical injuries such as 

bruises, cuts, fractured bones and internal injuries (Dobash & Dobash, 1980). In a 

study of 129 women attending GP surgeries, 40 percent were found to have 

experienced domestic violence severe enough to warrant physical medical attention in 

the last year (Stanko et al, 1998). 

In terms of indirect effects, it is well established that women subjected to domestic 

violence experience greater levels of depression and anxiety (British Medical 

Association, 1998) and post-traurnatic stress disorder (Finkelhor & Yllo, 1985) 

compared to women in the general population. 

Clearly, domestic violence is an important issue for mental health services; women 

abused by their partners are more likely to be in contact Nvith mental health 

professionals (Johnson, 1995). However, such women often attend for ill-defined 

illnesses such as sleeping difficulties, eating disorders and irritable bowel syndrome, 

and the context of domestic violence is not, therefore, always identified (Stevens, 

1997). It is known that individuals with a history of abuse make greater use of 

inpatient and outpatient psychiatric services (Stevens, 1997). In relation to domestic 

violence, it is estimated that 45 percent of female alcoholics have a history of domestic 

violence (Stark et al., 1979), and it has been highlighted as a factor in 25 percent of all 

female suicide attempts (Langley, 1997; Stark et al., 1979). In one study, 64 percent of 

a female, psychiatric in-patient population were found to have been abused by their 

male partners (Jacobsen & Richardson, 1987). 
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The extent and impact of domestic violence on children 

Children living in maritally violent homes have received little attention in comparison 

to those who have been physically or sexually abused (Holden, 1998). Discussions 

with clinicians working within child and family mental health services suggest that the 

prevalence of children attending services Nvho live within violent families may be high. 

It is well established that child maltreatment can have a negative impact on child 

development (Stevenson, 1999), but equally, exposure to domestic violence may have 

adverse consequences for children (Henning el al., 1996). 

The literature reviewed in this section focuses both on the direct and indirect effects on 

children, and, highlights the links between domestic violence and child abuse. 

However, it is acknowledged that direct and indirect effects of witnessing domestic 

violence are difficult to separate into discrete categories. 

Nevertheless, children of 'battered' women are estimated to be two to four times more 

likely than children from non-violent homes to exhibit clinically significant behaviour 

problems (Grych et al., 2000). In a study of 198 children aged four to 16, those from 

violent homes exhibited significantly higher levels of behaviour problems and lower 

social competence skills (Wolfe et al., 1985). A variety of adjustment problems have 

been associated with exposure to domestic violence including anxiety, depression, 

aggression and low self-esteem (Grych el aL, 2000; Jaffe el al., 1990). 

However, studies have also found a greater degree of child behaviour problems in 

families where there is general marital discord, suggesting that marital difficulties may 

be the stronger predictor of child problems rather than the child witnessing domestic 

violence specifically (Hershom & Rosenbaum, 1985; Rosenbaum & O'Leary, 1989). 
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Indeed, family disharmony in general is identified as a significant factor in later 

problems for children (Browne & Hamilton, 1999). However, Nvhen methodological 

limitations of these studies Nvere addressed, for example, using ratings of child 

adjustment from partners and teachers alongside maternal reports and controlling for 

general marital discord, parental physical violence remained a significant factor in 

child behaviour problems (Jouriles et al., 1989). 

Early explanations for adjustment problems in children from maritally violent homes 

focused primarily on social learning theory (Jouriles & Nonvood, 1995). Based on the 

principles of vicarious observational learning and modeling (Bandura, 1973), it was 

argued that children learn to manipulate, coerce, or avoid based on the behaviour of 

their parents (Jouriles et al., 1989). To support this, Jaffe et al. (1990) noted that 

exposure of children to violence in general has been found to lead to elevated levels of 

aggression immediately after a violent incident. 

However, it remains unclear as to the specific mechanisms through -which domestic 

violence interferes with normative child development (Graham-Bermann, 1998). It is 

suggested that the emotional well being of the mother may have a greater impact on 

child development rather than witnessing violence itself (Hughes, 1992; Wolfe et al., 

1985). As previously highlighted, women who are abused are more likely to suffer 

physical and emotional problems which in turn may have an impact on their maternal 

effectiveness (Holden et al., 1998). In a study of the adjustment of children from 

violent homes, it was found that the severity of the violence and the level of maternal 

stress equally predicted child behaviour problems (Wolfe el al., 1985). 
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Similarly, trauma theories (Graham-Bermann, 1998) highlight an association between 

the presentation of post traumatic stress disorder (PTSD) in women subjected to 

domestic violence and the development of PTSD in their children. As discussed, an 

increased prevalence of PTSD has been highlighted in women subjected to domestic 

violence. Whilst PTSD studies have not been carried out focusing specifically on 

children exposed to domestic violence, Famularo el al. (1994) found high levels of 

PTSD symptomatology in maltreated children. In addition, a significant association 

was found between maternal levels of PTSD and child symptornatology. Hence, it 

could be argued that child adjustment may be influenced somewhat by maternal 

reactions to domestic violence (Wolfe et al; 1986). Such theories suggest a model of 

adjustment whereby domestic violence can have an impact on both the woman and her 

children and that matemal reactions can influence child behaviour (see Figure 1). 

INSERT FIGURE I HERE (Appendix 2) 

However, it is necessary to highlight that not all children experience negative effects in 

relation to domestic violence (Jouriles el al., 1989). Twenty-six percent of children in 

one sample remained well adjusted despite living with domestic violence (Wolfe et al., 

1985). The consequences for children have been found to vary greatly depending on 

the age and gender of the child, the quality of their relationship with each parent, and 

the severity of the violence witnessed (Saunders, 1995). It is suggested that mother- 

child and father-child relations may account for the variation in child adjustment 

(Osbome & Fincham, 1996). Certainly, quality of relationships can provide some 
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insight into why there may be variations in adjustment (Graham-Bennann, 1998). 

Positive child-parent relationships have been shown to protect children from adverse 

consequences of negative life experiences (Moore & Pepler, 1998). It has also been 

found that a good relationship with at least one significant adult can mitigate some of 

the effects of severe marital conflict on children (Humphreys, 1998; Milner et al., 

1990). Similarly, a study of mothers who witnessed violence as children found that 

they were less likely to repeat the cycle of Abuse if they had the support of at least one 

significant adult during childhood (Egeland el al., 1988). 

The impact of domestic violence on children is not necessarily limited to witnessing 

the conflicts. The links between domestic violence and child abuse have been well 

established: 

Children whose mothers are battered are more than twice as likely to 

be physically abused than children whose mothers are not battered. ' 

Stark & Flitcraft (1985, p. 147). 

Mullender (2000) reports that an overlap of domestic violence and child abuse occurs 

in 30-60 percent of cases. In a study of 481 children referred to a sexual abuse 

assessment clinic, 54 percent were found to have witnessed domestic violence (Bowen, 

2000). Clearly, domestic violence provides a context in which child abuse may readily 

develop (Mills, 1998). The effects of child abuse are well documented, including 

cognitive, behavioural and social consequences for the child (Browne & Saqi, 1987; 

Kolko, 1996). Studies have shown that abused children display lower IQ levels (Aber 

& Allen, 1987), delays in language development (Cicchetti & Beeghly, 1987), - and 
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exhibit a variety of emotional, behavioural and social problems both at home and at 

school (Gaensbauer & Sands, 1979). 

Men's violence towards their partners and their children is arguably difficult to 

separate into discrete categories of 'child abuse' or 'domestic violence'. For example, 

in some cases the intention of the perpetrator may be that the abuse of a child Nvill have 

an abusive impact on the woman and vice versa (Bowen, 2000). Whether physical 

child abuse is identified or not, it could be argued that growing up in a violent family 

constitutes a form of emotional abuse. However, until recently, the child protection 

and domestic violence comrntmities have developed in relative separation to each other 

(Berliner, 1998). 

The overlap of domestic violence and child abuse is an important factor in 

understanding the conflicts and problems women may face as mothers and as victims 

of domestic violence. For example, in cases where both the woman and her children 

are abused, the issue of maternal responsibility in child protection is potentially in 

conflict to her own experience as a victim of abuse (Wilson, 1998). Clearly, ignoring 

this experience does little to further the knowledge and understanding of the impact of 

domestic violence (Berliner, 1998). One particular area of interest where such issues 

may begin to overlap is when pregnant women are abused by their partners. 

The extent and impact of domestic violence during pregnancy 

Research has shown that pregnancy can be a trigger for domestic violence to begin or 

intensify (Department of Health, 2000). In one study, one third of women abused by 

their partners disclosed that the abuse began during pregnancy (Pahl, 1982). Abuse in 
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pregnancy has been found to be associated Nvith a greater frequency and severity of 

violence, suggesting that a man Nvho assaults his pregnant partner is likely to be an 

extremely violent individual (Campbell et al., 1998; Helton et al., 1987). 

Reasons why a man would abuse his pregnant partner are complex and varied. 

Possible theories include jealousy of the attention given by the woman to the unborn 

child, anger concerning the additional responsibilities a child brings, anger at the 

physical changes pregnancy brings for the woman or fiustration at the woman's 

inability to attend to his needs as before pregnancy (Campbell et aL, 1998; O'Shea, 

1996) 

The assault of pregnant partners occurs with sufficient frequency to pose a significant 

threat to the health and safety of those women and their unborn children (Curry & 

Harvey, 1998). The direct impact of violence can include physical injuries, which are 

often inflicted around the breasts, abdomen, and genitals (Dobash & Dobash, 1979). 

The incidence of premature labour, miscarriage and stillbirth is greatly increased in 

populations of women subjected to domestic violence (Bewley & Gibbs, 1994; Helton 

et al., 1987). Interviews carried out with 127 women in refuges in Northern Ireland 

highlighted that 60 percent had experienced violence during pregnancy and 13 percent 

had miscarried following an incidence of violence (McWilliams & McKiernan 1993). 

There are a number of indirect effects of violence during pregnancy on women and 

their unborn children. In the US, it has been found that abused pregnant women are 

more likely to abuse drugs and alcohol, three times more likely to be diagnosed as 

depressed and five times more likely to attempt suicide (Helton et al., 1987). Evidence 

from the UK shows increased levels of smoking and alcohol consumption during 
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pregnancy amongst abused women (Hedin, 2000) and an unhealthy diet with poor 

weight gain (Campbell ef al., 1998). 

As previously highlighted, domestic violence can have an impact on matemal physical 

and mental health. These factors have been identified as risk factors for low birth 

Nveight infants (Campbell et aL, 1998). Abused pregnant Nvomen are four times more 

likely. to have low birth weight babies (Bullock & McFarlane, 1989; Helton et al., 

1987). In turn, birthweight has been found to be the most significant predictor of infant 

wellness and positive future development (Campbell et al., 1998). Considering these 

issues, it would be reasonable to suggest that children of women who experienced 

violence whilst they were pregnant are at increased risk of future difficulties. In 

addition the existing evidence of the impact of family violence and maternal mental 

health on children would suggest that the experience of violence whilst pregnant is 

likely to have an impact on the mother's reaction to, and relationship with, the child. 

The impact of marital difficulties on the mother-child relationship 

A number of factors are known to affect the quality of early parent-child relationships, 

including pre birth and birth traumas (which may include violent assaults), ill health, 

parental difficulties and enviromnental factors such as poverty and stress (Levy & 

Orlans, 2000). Findings suggest that there is an association between marital quality 

and parent-child relationships (Harrist & Ainslie, 1998; Shek, 1998). 

In turn, it has been argued that major disruptions to the parent-child relationship are 

precursors to later psychopathology (Erikson, 1963; Freud, 1965). It is argued that 

marital conflict adversely affects the emotional availability of parents, thereby having 

2-12 



a negative impact on parent-child relationships (Davies & Cummings 1994). A study 

of couples before and after the birth of their first child found that chronic marital 

difficulties were a strong predictor of poor parent-child relationships (Owen & Cox, 

1997). 

A useful framework for exploring the issues of parent-child relationships is that of 

attachment theory (Bowlby, 1969; 1982). Empirical findings have shown that 

successful attachment to the primary caregiver in the first two years of life is related to 

greater sociability and effective emotional regulation (Ainsworth, et al; 1978; Richters 

& Waters, 1991). Poor attachment experiences before the age of two are associated 

with poor peer relations and poor behavioural self-control (Carlson & Sroufe, 1995). 

The primary role of the attachment figure is to reduce anxiety in stressful situations 

and provide the child with a secure base from which to explore new situations 

(Browne, 1998). The quality of infant-caregiver attachment is typically assessed using 

the 'Strange Situation' paradigm (Ainsworth, ef al., 1978). During this process, the 

infant is exposed to a series of stressful events culminating in separation from the 

caregiver. The child's reaction to separation and more importantly reunion is assessed 

to measure the quality of the attachment relationship (Cicchetti, 1987). In brief, 

securely attached infants are characterized by distress at separation followed by a 

positive response to caregivers on reunion. Insecure attachment relationships are 

manifested by angry, resistant, or avoidance bebaviours (Ainsworth et aL, 1978). 

Recent refinements in the attachment coding system'identified a further attachment 

pattern characterized by dazed expressions, confusion and disorientation (Main et al., 

1985). Referred to as 'disorganized attachment', a number of studies have highlighted 
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an association between marital violence and disorganized attachment behaviours in 

children (e. g. Owen & Cox, 1997). Longitudinal studies have shown that disorganized 

attachment in infancy is a strong predictor of externalizing problems and cognitive 

delay in childhood (Lyons-Ruth, 1996) and psychopathology and dissociative 

symptoms in adolescence (Carlson, 1998). 

One theory put forward to explain this pattern of attachment behaviour is that, within 

the context of a violent relationship, an infant may experience confusion and 

unpredictability when trying to seek comfort from a frightening or ffightened 

caregiver. It is possible that the person to whom they look to meet their needs will also 

be the person who creates for them the greatest anxiety (Main & Hesse, 1990; Owen & 

Cox, 1997). A mother living in fear of her partner may be unable to handle the 

stressful demands of an infant. Evidence has shown that infants who live within 

environments of domestic violence exhibit greater degrees of poor health, sleep 

problems and excessive screaming (Jaffe el al., 1990). It is suggested that infants may 

suffer such consequences when their basic needs are not met (James, 1994). Clearly, 

any rejection due to lack of availability of their principal caretaker, which is likely to 

continue for the duration of the violence, would be felt by the child and could have 

long-term effects in the form of emotional deprivation (Hart & Brassard, 1987). 

Whilst there is clearly an association between marital violence and poor child-parent 

relationships, the exact nature of the relationship is undoubtedly complex. Returning to 

a similar argument concerning matemal adjustment and the impact of violence on 

children discussed earlier, it is suggested that parental psychological functioning has 

an impact on the quality of the parent-child relationship (Lauch et al., 1994). 
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Unfortunately, there is limited research concerning the impact of paternal functioning 

on child adjustment. This is disappointing as in some cases fathers may be the primary 

caregiver. Interestingly, paternal psychiatric problems have been found to be strongly 

associated with chronic marital difficulties (Lauch et al., 1994). A study of violent 

husbands found greater levels of insecurity and disorganized adult attaclunent 

behaviours when compared to non-violent husbands (Holtzworth-Munroe et al., 1997). 

This would suggest that attachment patterns may play a role in marital functioning and 

possibly be a factor in marital violence. Similarly, these adult attachment patterns are 

likely to impact on parent-child relationships. 

Literature pertaining to maternal functioning and child adjustment is much more 

extensive. Whilst the majority of this paper focuses upon the mother-child relationship, 

it is acknowledged that the quality of the father-child relationship is also likely to have 

an impact on child development. Neither is it assumed that, even in the context of 

marital violence, father-child relationships are inevitably poor. Indeed, it may be 

possible that a positive relationship with a father, despite his violence towards the 

mother, may be a protective factor for the child (Osbome & Fincham, 1996). 

Maternal psychological difficulties, in particular depression, have been found to be 

strong predictors of negative mother-child interactions (Martins & Gaffan, 2000). 

Similarly, marital discord has been found to have a disruptive effect on maternal 

parenting skills (Belsky el al., 1991). A study of 74 women found that those who 

experienced domestic violence attended less to their child's needs and experienced 

more conflicts with the child than women in a control group (Holden & Ritchie, 199 1). 
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There is some evidence to suggest that the attachment of a woman to her unborn child 

can begin in pregnancy (Condon, 1993; Cranley, 198 1) and that poor attachment of the 

mother to the foetus may predict difficulties in future mother-child relationships 

(Condon, 1993). Behaviours of expectant mothers such as talking to the foetus, calling 

it by a name and trying to engage others in conversation with it, have been identified 

as early signs of mother to fbetus attachment (Leifer, 1977). In one study, a positive 

correlation was found between mother to foetus attachment and the quality of the 

marital relationship (Weaver & CranleY, 1983). In addition, factors such as alcohol 

abuse, depression and domestic violence have also been found to have an impact on 

the quality of the mother's attachment to the foetus (Condon & Cortindale, 1997). 

There is evidence to suggest that in cases of domestic violence, forced sexual contact 

is commonplace which may result in a number of unplanned pregnancies (Finkelhor & 

Yllo, 1983; Painter & Farrington, 1998). Where pregnancies are unwanted and in the 

context of violence, this may also have an adverse effect on the mother's feelings 

towards her unbom child (Hillard, 1985; Kelly, 1994). 

In summary, a review of the literature has highlighted that domestic violence can result 

in extensive direct and indirect consequences for women and their children. However, 

the specific processes by which exposure to domestic violence influences child 

development remain unclear (Grych el al., 2000). A number of developmental theories 

have been suggested to explain variations in ad ustment including social learning, j 

trauma and other parental mental health theories. Each of these suggest a model of 

adjustment whereby domestic violence can have an impact on both the woman and her 
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children, and that maternal reactions can further influence child adjustment. More 

recently, relationship theories have been used to explain some of the variation in child 

adjustment. These suggest that domestic violence may interfere Nvith effective 

parenting which, in turn, impacts on the parent-child relationship with the potential to 

adversely affect child development (see Figure 2). 

INSERT FIGURE 2 HERE (Appendix 3) 

The focus of this review has been the mother-child relationship and has highlighted 

violence during pregnancy as one area where these issues may be particularly 

pertinent. As discussed, evidence suggests that where a woman has been abused in 

pregnancy, the risk factors for poor mother-child relationships, adjustment problems, 

and eventual abuse of the child are even greater. 

Limitations of current knowledge and future directions 

There has been a vast amount of literature published in the area of domestic violence, 

the majority of which has focused on defining the problem and providing theoretical 

explanations for why it may occur. Whilst some studies have been more specific and 

focused on issues such as why women stay in the relationship and the impact on both 

women and children, there are clearly limitations in current knowledge. 

There have been a number of methodological limitations to previous studies. For 

example, there has been an over reliance on sample groups from domestic violence 

refuges (Holden, 1998). By their very nature, refuges provide accommodation for 

women escaping a crisis. This questions how representative such samples are of 
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women experiencing domestic violence in general. In addition, there has been a 

notable lack of comparison groups in a number of studies. Although this has been 

addressed in more recent years there remains in domestic violence research, an over 

reliance on case studies and survey designs without adequate control groups (Graham- 

Bennann, 1998; Holden, 1998). 

A deficit in much of the research to date has been the failure to link findings with 

implications for intervention (Graham-Bermann, 1998). As highlighted in the 

introduction, domestic violence is a pertinent issue for a number of services. The focus 

of this review has primarily been the implications for child and family mental health 

services. The potential risk of child abuse, behaviour problems and difficulties in 

parent-child relationships can all be contributory factors for eventual referral to 

services. 

It is argued that early identification of domestic violence and immediate intervention 

for children in terms of therapy can prevent serious detrimental effects (Humphreys, 

1998). At present, there are few attempts in tertiary services to routinely screen 

referred children for experience of domestic violence. Further, where domestic 

violence has been identified, there is little opportunity for children to receive 

interventions directly related to their experiences (Mullender, 2000). This is in contrast 

to services in other countries, for example Canada, where numerous groups have been 

developed for children focusing directly on the experience of domestic violence. 

Outcome studies have shown that 92 percent of the children partaking in the groups 

reported a positive impact whilst 87 percent of the mothers reported a positive impact 

on the child (Mullender, 2000). 
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Literature focusing on the treatment of abused women and their children has 

predominantly been concerned with behavioural and emotional consequences, and 

little attention has been paid to the impact of the violence on relationships. 

Intervention focusing on improving disrupted mother-child relationships is limited. 

This is in spite of evidence which suggests that difficulties related to the disruption in 

early parent-child relationships may be modified by focused intervention and 

subsequent experiences. For example, in a single case study of a disrupted mother- 

child relationship which persisted after the violence had ended, part of the focus of 

direct intervention was the mother's feelings about her child and her ability to attend to 

his needs. At one year follow-up, the mother had managed to create a secure and 

affectionate environment for her child and demonstrated effectiveness at containing 

her own emotional distress and that of her child (Puckering et al., 1996). 

Clearly there are a number of different avenues for further research in the area of 

domestic violence. Specific areas to explore include the multi faceted nature of 

domestic violence, as marital, parent-child and sibling violence may all co-exist 

(Graham-Bermann, 1998). In addition, examining children's perceptions of domestic 

violence would be useful, in particular their explanations for its occurrence, whether it 

is discussed with the mother and the perception of continued threat. Trauma theories 

(e. g. Pynoos el al., 1993) would suggest that such factors are important in adjustment. 

This review has highlighted that parent-child relationships, in the context of domestic 

violence, is an area of limited attention. There is little knowledge concerning the 

quality of parenting in this context (Holden et al., 1998). Studies that have examined 

parenting have focused on parenting style, in particular, parent-child aggression (e. g. 

2-19 



Jaffe et al., 1990), rather than exploring the actual relationship (Osbome & Fincham, 

1996) 

As highlighted by this review, women's experiences of violence whilst pregnant and 

the impact on child development and the mother-child relationship are important areas 

to progress. There have been a number of studies examining domestic violence during 

pregnancy but the focus of these has been primarily upon the physical impact on the 

mother and child (e. g. Helton el aL, 1987). There is a dearth of literature pertaining to 

the psychological experience of women, particularly focusing on their thoughts and 

feelings concerning the impact of the violence on themselves and their child whilst 

pregnant and aflerwards. 

In general, the processes and mechanisms by which children are affected by domestic 

violence need further exploration to build on existing theoretical foundations, enhance 

understanding and guide effective intervention. In order to provide - effective 

intervention, it is necessary to be aware of the potential impact of domestic violence on 

women and their children and, in particular, on their relationships. It would seem 

appropriate, therefore, that all professionals working in child and family mental health 

services alongside other health professionals, have a role to play in developing the 

knowledge and understanding of domestic violence and the various mechanisms 

involved. 
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Fi2ure 2 

FiRure 2 Alternative model of the impact of domestic violence 
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ABSTRACT: 

Objective: The study aims to; investigate the impact of violence on maternal mental health 

and child difficulties, examine the link between domestic violence and child abuse in relation 

to violence in pregnancy; explore the impact of violence on the mother-child relationship and 

to assess the role of maternal mental health. 

Method: A questionnaire design was used, the sample consisted of 28 women who had 

experienced domestic violence and 24 women who had not. Fifteen participants in the 

domestic violence sample had experienced violence during pregnancy, four of whorn took part 

in a semi-structured interview. 

Results: There was an increased prevalence of child abuse in the domestic violence sample 

but increased risk was not related to violence in pregnancy. An increased prevalence of 

physical and mental health problems during pregnancy was found in women who experienced 

violence in pregnancy. Domestic violence, in general, was associated vAth higher levels of 

maternal distress and child agency involvement. A mediation analysis of the mother-child 

relationship revealed that matemal distress was the stronger predictor of the quality of the 

relationship, although the experience of violence Nvas also an important factor. 

Conclusions: The findings indicate that maternal mental health and exposure to domestic 

violence are both important factors in the development of difficulties in mother-child 

relationships. The findings highlight the need for routine screening for domestic violence in 

child mental health services, not only to plan effective intervention, but also to address child 

protection issues. 

Key Words: Domestic Violence, Pregnancy, Relationships 
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Introduction 

Domestic Violence has considerable implications for health services particularly in accident 

and emergency departments, primary care and specialist settings such as maternity services 

and child and adolescent mental health services (Langley, 1997). 

Whilst domestic violence can take place within any intimate relationship, the vast majority and 

more severe assaults are perpetrated by men against their female partners (Kurz, 1993). The 

impact of domestic violence on women is well documented, ranging from physical injuries 

(Stanko, Crisp, Hale & Lucraft, 1998) to psychological difficulties such as depression and 

anxiety (British Medical Association, 1998). Women abused by their partners are more likely 

to be in contact with mental health professionals (Johnson, 1995) and make greater use of 

inpatient and outpatient psychiatric services (Jacobsen & Richardson, 1987). 

Domestic violence can also have a negative impact on children within the family (Henning, 

Leitenberg, Coffey & Turner, 1996). Children exposed to domestic violence have been found 

to exhibit greater degrees of health problems, behavioural difficulties and impairment of 

cognitive and emotional development compared to children from non-violent homes (Jaffe, 

Wolfe & Wilson, 1990). 

The experience of domestic violence for children is not necessarily limited to witnessing the 

conflict; links between spouse abuse and child abuse are well established (Mullender, 2000; 

Stark & Flitcraft, 1985). The effects of child abuse are extensively documented, including 

cognitive, behavioural and social difficulties for the child (Browne & Saqi, 1987; Kolko, 

1996). 

Violence towards partners and children is arguably difficult to separate into discrete categories 

of 'child abuse' or 'domestic violence' (Bowen, 2000). Yet until recently the child protection 

and domestic violence communities developed in relative isolation (Berliner, 1998). The 
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overlap of domestic violence and child abuse is an important factor in understanding the 

conflicts and problems women may face as mothers and as victims of domestic violence 

(Berliner, 1998, Wilson, 1998). Focusing on child protection issues alone may do little to 

further the knowledge and understanding of the impact of domestic violence. 

Pregnant women who are abused by their partners is an area where such issues begin to 

overlap. Research has shown that pregnancy can be a trigger for domestic violence to begin or 

intensify (Department of Health, 2000). Abuse in pregnancy has been found to be associated 

with a greater frequency and severity of violence, suggesting that a man who assaults his 

pregnant partner is likely to be an extremely violent individual (Campbell, Oliver & Bullock, 

1998; Helton, McFarlane & Anderson, 1987). 

Reasons why a man would abuse his pregnant partner are complex and varied, including 

jealousy of the unborn child or anger at the additional responsibilities a child brings (O'Shea, 

1996). The incidence of premature labour, miscarriage and stillbirth is greatly increased in 

populations of women subjected to violence in pregnancy (Bewley & Gibbs, 1994; Helton et 

al., 1987). Studies have found that such women are more likely to smoke and abuse alcohol 

(Hedin, 2000), be diagnosed as depressed and are at increased risk of suicide (Helton et al., 

1987). Abused pregnant women are also four times more likely to have low birth weight 

babies (Bullock & McFarlane, 1989; Helton et al., 1987). Based on these facts, it would be 

reasonable to suggest that the children of women abused in pregnancy are at increased risk of 

future difficulties. Existing findings of the impact of domestic violence on matemal mental 

health would also suggest that the experience of violence whilst pregnant may have an impact 

on the mother's adjustment to the pregnancy and her subsequent relationship with the child. 
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A nurnber of factors are known to affect the quality of early relationships, including pre birth 

and birth traumas (which may include violent assaults), ill health, parental difficulties and 

environmental factors such as poverty and stress (Levy & Orlans, 2000). Findings suggest that 

there is an association between marital quality and parent-child relationship quality (Harrist & 

Ainslie, 1998; Owen & Cox, 1997; Shek, 1998). 

Studies have also highlighted an association between marital violence and disorganized 

attachment behaviours exhibited by the child (e. g. Owen & Cox, 1997). Within the context of 

a violent relationship, an infant may experience confusion and unpredictability when trying to 

seek comfort from a frightening or frightened caregiver (Main & Hesse, 1990). 

Parental psychological functioning has also been found to have a significant impact on the 

quality of the parent-child relationship (Laucht, Esser & Schmidt, 1994). Focusing on the 

mother-child relationship, marital discord has been found to have a disruptive effect on 

matemal parenting skills (Belsky, Youngblade, Rovine & Volling, 1991; Holden & Ritchie, 

1991). Maternal psychological difficulties, in particular depression, have also been found to be 

strong predictors of negative mother-child interactions (Martins & Gaffan, 2000). 

While several studies have examined domestic violence during pregnancy, the focus of these 

has been primarily upon the physical impact on the mother and the unborn child (e. g. Helton et, 

al., 1987). There is a dearth of literature regarding the psychological experience of these 

women, for example their thoughts and feelings concerning the impact of the violence on 

themselves and their children and the impact the violence has had on the mother-child 

relationship. This study aims to address this issue by exploring a number of research questions 

generated by previous research and discussion vAth professionals working in the area of 

3-5 



domestic violence concerning domestic violence in general and the experience of violence 

during pregnancy. 

The first question is whether the experience of violence during pregnancy increases the 

likelihood that the child will be abused. The overlap of domestic violence and child abuse has 

been found to occur in 30-60 percent of cases (Bowen, 2000; Mullender, 2000). However, 

there is no data pertaining to violence during pregnancy and subsequent child abuse. In 

addition, given the clear link between spouse abuse and child abuse, it would be interesting to 

examine to what extent abused women acknowledge that their children may be at risk. 

Secondly, this study aims to explore the impact of violence in general and violence during 

pregnancy specifically, on the mother-child relationship. This will include assessing to what 

extent maternal psychological health is a factor in the mother-child relationship as opposed to 

the experience of domestic violence. 

Based on previous research, four specific hypotheses will be tested. First, have women who 

were abused during pregnancy experienced more pregnancy-related difficulties than -women 

who were abused outside of pregnancy? Second, have children whose mothers were abused 

during pregnancy experienced more difficulties during their childhood than children whose 

mothers were abused outside of pregnancy? Third, are children whose mothers were abused 

during pregnancy more likely to have been abused themselves than the children whose 

mothers were abused outside of pregnancy? Finally, do women who have been abused by a 

partner experience greater levels of psychological distress than women who have not and does 

the experience of violence during pregnancy have a greater impact? 
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Method 

Participants 

Fifty-two women took part in the study, 21 of whom were recruited through domestic violence 

agencies (e. g. police, Women's Aid). The comparison group (n--31) was recruited through 

social workers and parent-child groups. The inclusion criterion for both groups was that 

participants had children under the age of 16. The exclusion criterion was if women were 

currently experiencing a crisis. Seven women (22.6%) recruited through the parent-child 

groups were found to have experienced domestic violence and were therefore included in the 

domestic violence group. 

Demographic characteristics of the sample are reported in Table 1. 

(INSERT TABLE I ABOUT HERE) (Appendix 2) 

Analysis of the demographic data was carried out using Fisher's exact tests and Mann- 

Whitney U tests (Appendix 3). Significant differences were not found between the Domestic 

Violence group (DV) and the comparison group (non-DV) on age of participant, number of 

children, employment status, or gender and age of the focus child. A significant difference was 

found, however, in marital status, with a higher prevalence of lone parents in the DV group. 

Just over 53 percent of the DV sample reported having experienced domestic violence during 

pregnancy. Analysis of the data showed the only significant difference between the DV 

(pregnancy) and DV (non-pregnancy) groups was the gender of the focus child. A higher 

proportion of focus children in the DV (pregnancy) group were female (p= Fishers' Exact test 

p=. 0 1) (see Appendix 3). 
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Measures 

Maternal psychological health. This was assessed using The General Health Questionnaire-12 

(GHQ-12; Goldberg, 1992). A self-administered screening measure, it is used to detect 

psychological distress in community settings. Respondents are required to rate 12 items on a 

four-point scale indicating to what extent they have experienced a particular symptom/ 

behaviour in the past week. The items are scored using a binary method (0,0,1,1) which yields 

an overall score ranging from 0-12. A threshold score of 3/4 is recommended to identify 

probable cases of minor psychiatric disorder (Hardy, Shapiro, Haynes & Rick, 1999). For 

simplicity, four was used as the threshold for this study. Good psychometric proper-ties are 

reported for the GHQ-12 in a number of studies (e. g. Hardy et al., 1999). 

Experience of domestic violence. This was assessed using questions adapted from the Abuse 

Assessment Screen (AAS; Parker & McFarlane, 1991 in Soeken, McFarlane, Parker & 

Lominack, 1998). The AAS is a questionnaire used to assess the frequency, severity, and 

perpetrator of abuse against women, it has been adapted for screening purposes in settings 

such as Accident and Emergency departments (Department of Health, 2000). In a study 

comparing the AAS with established abuse assessment measures, the reliability and validity of 

the AAS were found to be satisfactory (Soeken et al., 1998). Three of the five questions from 

the AAS Nvere adapted for the purpose of this study, focusing on the experience of physical 

and/or sexual violence from a partner to wMch participants were required to respond 'yes or 

no'. Participants were asked to identify whether the perpetrator was a current or fonner partner 

(or both) and a further question was used to assess whether participants had experienced 

violence during pregnancy. 
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Reproductive health. A number of questions were used to assess general reproductive health 

and included questions about number of pregnancies and experiences of miscarriage or still- 

birth. 

Focus child questions. A variety of questions were devised by the researcher, through 
I 

discussion with relevant professionals, concerning the birth and development of the focus 

child; for example whether the pregnancy was planned and whether the participant 

experienced physical and/or mental health problems during the pregnancy or afterwards. 

Participants were asked if their partner displayed feelings of anger or jealousy towards the 

unborn child and if they themselves had concerns regarding the safety of the unborn child. A 

checklist was used to assess history of agency involvement with the focus child on which 

participants were required to indicate 'yes or no' to involvement. Finally, participants were 

asked whether they believed their child to be at risk from abuse, whether the child had been 

abused and, if so, who the perpetrator was. 

Mother-child relationship. The Child Grid section of the Family Grid (Davis, 1997) was used 

to examine this. Based on repertory grid technique (Fransella & Bannister, 1977), it is a self- 

administered measure designed to assess an individual's self-esteem and relationships with a 

partner and child. On the Child Grid, participants are required to rate their child and their 

imagined, ideal child on 25 supplied construct dimensions using a seven-point scale. The mean 

difference between the child and ideal child on the constructs is calculated and the discrepancy 

is used as a measure of the quality of the parent-child relationship. A mean discrepancy score 

of 1.5 or less is used as an indication of a satisfactory relationship between respondent and 

child whereas a threshold score of 2.0 and above indicates significant relationship problems 
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(Davis, 1997). Adequate psychometric properties have been reported for the Family Grid 

(Davis & Hester, 1996) 

Interview. A semi-structured interview schedule was devised to provide additional information 

regarding participants' experiences. Questions were generated based on the responses from the 

questionnaire and discussion with professionals working in the area of domestic violence. 

There were six areas of focus, the experience of abuse in general; the experience of abuse in 

pregnancy; reactions to abuse; relationships with children; support; and overall reflections. 

Specific questions were used as guidelines to provide some structure during the interviews. 

Procedure 

The quantitative measures were collated into an anonymous questionnaire which was 

returnable in an attached freepost envelope. An information sheet and consent form were 

attached to the questionnaire in addition to local contact numbers for support agencies. 

Key figures in domestic violence agencies were contacted and infon-ned of the study and an 

agreed number of questionnaires were forwarded to them. In turn, the agencies explained the 

nature and the procedure of the study to women they had contact with and, based on the 

inclusion/exclusion criteria, distributed the questionnaires to women who agreed to participate 

in the study. Social workers and parent-child groups were approached in the same manner and 

agreed to distribute questionnaires based on the inclusion/exclusion criteria. Participants were 

informed that help was available in completing the questionnaire if required. 

Participants were able to volunteer for the interview stage of the study if they had experienced 

domestic violence during pregnancy. A sheet attached to the back of the questionnaire was 

used for this purpose; the information supplied remaining confidential. If appropriate, 

participants were sent further information about the interview stage of the study and a consent 
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fonn. Once consent was obtained, participants were contacted by either letter or telephone. All 

interviews took place in interviewees' homes and were carried out by the researcher. The 

interviews were audio taped and transcribed verbatim. Feedback was offered to interviewees 

on completion of the study. 

Results 

Analysis of the four hypotheses will be presented initially, followed by the analysis of the 

research questions. Qualitative data obtained from the interviews will be at the end of this 

section. 

Due to the small sample size of the study, differences between categorical variables were 

tested using Fisher's Exact tests. Differences between groups on remaining variables were 

compared using Mann-Whitney U tests. Correlations were investigated using Spearman's rank 

coefficient correlations and multiple regression was used to explore predictive factors. 

Following examination of the descriptive statistics and calculations of skewness and kurtosis, 

the following variables were eliminated from the analyses, ethnicity, number of miscarriages, 

timing of birth, feelings about pregnancy and concern for the child. 

Hypothesis I- Domestic violence during pregnancy and pregnancy-related difficulties. 

(Appendix 4) 

Table 2 illustrates the results from the analysis of reported difficulties during pregnancy, 

labour and post-natally. 

(INSERT TABLE 2 ABOUT HERE) (Appendix 2) 

A significantly higher proportion of the DV (pregnancy) group reported physical and/or 

mental health difficulties during the pregnancy compared to the DV (non-pregnancy) group. In 
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addition, there was a trend for the DV (pregnancy) group to report more physical and/or 

mental health difficulties post-natally (p=. 07). A significantly higher proportion of the DV 

group, as a whole, reported physical and/or mental health difficulties during labour compared 

to the control group. There was a trend for the DV group, as a whole, to have lower 

birthweight babies (p=. 06) but this was not specifically related to violence during pregnancy. 

Hypothesis 2- Domestic violence during pregnancy and child agency involvement. 

(Appendix 5) 

A significantly higher proportion of the DV (pregnancy) group (46.7%) reported involvement 

with two or more child agencies than the DV (non-pregnancy) group (7.7%), (Fishers' Exact 

test p=. 04). Similarly, analysis of violence in general revealed that a significant proportion of 

the DV group (28.6%) reported involvement with two or more child agencies compared to the 

control group (0%), (Fishers' Exact test p=. 005). 

Hypothesis 3- Domestic violence duringpregnancy and child abuse. (Appendix 6) ý 

Although a higher proportion of the DV (pregnancy) group (33.3%) reported that their child 

had been abused compared to the DV (non-pregnancy) group (15.4%), this was not a 

significant result (p=. 40). However, there was a significant difference between the DV and 

non-DV groups on the incidence of child abuse (25% vs. 0%), (Fishers' Exact test p=. 01). 

Hypothesis 4- Domestic violence and maternal psychological distress. (Appendix 7) 

There was a significant difference between the DV and non-DV group in numbers scoring 

above the threshold score on the GHQ-12 (42.9% vs. 12.50/o), (Fishers' Exact test P=. 03). 

Whilst a significant result was not obtained in the analysis of violence during pregnancy, there 

was a trend for the DV (pregnancy) group to score above the threshold compared to the DV 
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(non-pregnancy) group (p=. 07). Table 3 shows the analysis of the mean scores of 

psychological distress between the DV and non-DV groups. 

(INSERT TABLE 3 ABOUT HERE) (Appendix 2) 

As highlighted, the DV group had a significantly higher mean score on the GHQ-12. Analysis 

of violence during pregnancy revealed a trend for the DV (pregnancy) group to have a higher 

mean score (p=. 07). 

Research Questions 

To what extent can women who have experienced domestic violence identify that their children 

may also be at risk? (Appendix 8) 

A significant proportion of the DV group as a whole (21%) reported that their partner 

displayed feelings of anger towards their unborn child compared to the control group (0%), 

(Fishers' Exact test p=. 02). A similar result was found in the analysis of jealousy (Fishers' 

Exact test p=. 02). A higher proportion of the DV group (28.6%) believed their child to be at 

risk from abuse compared to the control group (0%), a highly significant result (Fishers' Exact 

test p= . 005). 

Analysis of violence during pregnancy found that a significant proportion of the DV 

(pregnancy) group (40%) reported that their partner displayed feelings of anger towards the 

unborn child compared to the control group (0%) (Fishers' Exact test p=. 02). A significant 

difference between the groups was not found on partners' feelings of jealousy. A significant 

difference was not found between the DV (pregnancy) and DV (non-pregnancy) groups related 

to whether participants believed their child to be at risk ftom abuse. 
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Does the experience of domestic violence whilst pregnant have an impact on the mother's 

relationship with that child? (Appendix 9) 

Analysis of the scores on the Child Grid revealed a significant difference between the DV 

group and non-DV group (M=1.6, SD=. 80, vs. M=. 90, SD=. 60), (z---3.2, p=. 001). Analysis 

of violence during pregnancy did not yield a significant result. 

Analysis of the Child Grid threshold score revealed that 16.6 percent of the DV group scored 

at or over the threshold compared to 4.5 percent of the non-DV group, however the difference 

was not found to be significant. 

To what extent are maternal psychological health and the experience of domestic violence 

significantfactors in the quality of the mother-child relationship? 

Correlation analysis revealed a significant positive relationship between GHQ-12 score and 

the discrepancy score on the Child Grid (rho=. 40, n--46, p=. 01) (Appendix 10). As, both 

GHQ score and the experience of violence in general Nvere found to be associated vAth the 

discrepancy score, a -multiple linear regression analysis was performed to determine which 

variable was most strongly associated with the discrepancy score (Appendix 11). Table 4 

shows the results from the regression analysis. 

(INSERT TABLE 4 ABOUT HERE) (Appendix 2) 

As shown, participant GHQ score was most strongly associated with the Child Grid 

discrepancy score. However, the experience of domestic violence was also significantly 

associated. Combined, the two variables accounted for 27.9 percent of the variance in 

discrepancy scores (p<. 01). 
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Analysis of Interviews 

Full transcripts of the interviews can be made available on request. 

Four interviews were carried out with women who had experienced domestic violence during 

pregnancy. All interviewees were separated from their violent partners (see Table 5 for 

demographic data). 

(INSERT TABLE 5 ABOUT HERE) (Appendix 2) 

Content analysis was used to explore the data obtained from the interviews. Major themes are 

presented in relation to the focus areas covered in the interviews. Inter-rater reliability, based 

on the mean percentage of agreement of themes across all interviews, was 75.5 percent, 

The erperience of abuse in general 

In three cases, the first violent incident occurred early in the relationship and in all four, the 

abuse escalated over time. The predominant explanation given for the violence was difficulties 

in their partners' past, for example, child abuse (three out of four). In all four cases physical 

violence ended when the interviewee terminated the relationship but verbal and emotional 

intimidation continued. 

'He did not have any excuses, he had no addictions, he wasn't drunk, his dad was very violent 

towards him and I think that is where a lot of it comesfrom but that is still no excuse. ' 

The ocperience of abuse in pregnancy 

In all four cases, violence during pregnancy was the same as at any other time. Two women 

reported medical difficulties during pregnancy although only one of these linked the 
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difficulties directly to the violence. Three interviewees referred to a 'honeymoon' period 

following the birth of a child; however, the violence then began again within a few weeks. 

There were problems through the pregnancies, I bled all through all of them, when C was 

born, the back of his head was bruised and it wasn't a birth bruise. ' 

Reactions to doinestic violence 

In all four. cases, interviewees referred to a detrimental effect on their own mental health; two 

of the four were hospitalised following 'breakdowns'. Verbal insults were cited as the worst 

aspects of the abuse in all cases. Violence was avoided by all interviewees by 'keeping out of 

the way, three made reference to 'trying to do things right. In all cases, the children 

witnessed the abuse and all interviewees were adamant that the violence had an impact on 

their children. 

'My son was violent at school, every time there was a violent incident at home, he seemed to 

act it out the next day on other kids. ' 

Maternal relationship with children 

Three of the four cases referred to relationship problems which were all linked to the violence 

experienced. Difficulties included child aggession (four cases) and the woman's inability to 

care for the children (three cases). Two interviewees associated their own emotional statewith 

difficulties in addressing the needs of their children. 

'Itjust got to where I was rock bottom and my only way out was to end it, it even got to where 

the children didn't matter. ' 

Support 

Three of the four interviewees reported that very few people were aware of the abuse and 

support from family members was either limited or non existent. Poor support from services 
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was a common theme, particularly in relation to the police and general practitioners. In three 

cases a significant event was cited as the 'turning point' which enabled them to end the violent 

relationship; in two cases, this event Nvas a mental breakdown. 

had a nervous breakdown and came out of it a stronger person, it actually gave me the 

courage to contact ... ... . that was my turningpoint. ' 

overall reflections 

All four interviewees felt the violence had affected relationships, three referred to the 

'devastating' impact on the family. Three intervie-wees referred to 'overprolecting' their 

children and their children's lack of trust of other people. In all cases, interviewees reported 

some improvements over time in their own emotional state, the behaviour of the children and 

the mother-child relationship. However, in all cases, at least one child in the family was 

reported to be still experiencing significant difficulties. 

'It's totally ruined our lives, I've lost years of my life and years with the kids which you can't 

get back. I hate himfor ruining our lives. ' 

Discussion 

As hypothesised, the findings of this study highlighted that women subjected to domestic 

violence Nvhilst pregnant were more likely to report having experienced physical and/or mental 

health difficulties during the pregnancy. However, in contrast to previous research (e. g. Helton 

et al., 1987; Bullock & McFarlane, 1989), violence during pregnancy was not associated with 

low child birth weight. 

Focusing on domestic violence in general, women were more likely to perceive their child to 

be at risk from abuse if they themselves had been subjected to domestic violence. However, 
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whilst 40 percent of women abused during pregnancy indicated that their partner had 

displayed feelings of anger towards the unborn child, the experience of violence Nvhilst 

pregnant did not increase the likelihood that a woman would perceive her child to be at risk of 

abuse. 

interestingly, children whose mothers experienced violence during pregnancy were not any 

more likely to be abused than children from violent homes where mothers were not assaulted 

during pregnancy. However, when compared to children from non-violent homes, children 

, whose mothers had been subjected to domestic violence were more likely to have been abused. 

Whilst 25 percent of children in the domestic violence sample had been abused, this rate is 

slightly lower than previous reports ranging from 30 to 60 percent (Bowen, 2000; Mullender, 

2000). 

Focusing on maternal mental health, over 40 percent of the domestic violence sample reported 

levels of psychological distress above the threshold as measured by the GHQ-12. There was a 

trend for Nvomen Nvho had experienced violence in pregnancy to report higher levels, with over 

60 percent of them scoring above the threshold. These figures support the well established 

literature regarding the negative impact of domestic violence on the psychological well-being 

of women (e. g. Langley, 1997; Stark-, Flitcraft & Frazier, 1979). 

The current findings also highlighted a positive association between maternal psychological 

distress and mother-child relationship difficulties, as measured by the Child Grid. This 

provides some support for previous research suggesting a link between maternal mental health 

and negative interactions with the child (Martins & Gaffan, 2000). 

Further indication of child problems was provided in the analysis of agency involvement. 

Results showed that children whose mothers had experienced domestic violence were more 
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likely to have a history of multi agency involvement. This likelihood increased if the child's 

niother had also experienced violence during pregnancy. 

Analysis of a mediation model revealed that maternal psychological distress was the most 

significant predictor of the quality of the mother-child relationship. This supports previous 

studies which argued that maternal adjustment was a key factor in the adjustment of children 

(e. g. Holden & Ritchie, 1991; Wolfe, Jaffe, Wilson & Zak, 1985). However, the analysis also 

showed that the experience of violence itself was also a strong predictor of the quality of the 

mother-child relationship. This would suggest that focusing exclusively on maternal reactions 

to the violence does not adequately explain difficulties in the mother-child relationship, 

Similarly, experience of violence and maternal mental health accounted for 24-30 percent of 

child adjustment in a previous study (Jaffe et al., 1990). 

Analysis of the data provided by the interviews highlighted both similarities and differences in 

experiences. For example, it was clear that all interviewees felt that the violence had an effect 

on all of their children. However, there was considerable diversity in the ways in, wbich 

mothers perceived their children to have been affected. In addition, there were differences 

amongst children in the same family and differences in their long-term adjustment after the 

violence had stopped. Anecdotal evidence gained from the interviews suggested that factors 

involved in child adjustment may be associated with gender, relationship with the perpetrator 

and the support provided since. This would support previous studies citing such factors as 

possibly accounting for variation in child behaviour (Osborne & Fincham, 1996; Saunders, 

1995). All interviewees felt that the violence had an enormous impact on family life as a 

whole, with three acknowledging difficulties in the mother-child relationship. It was clear that, 

despite the acknowledgment and attempts by mothers to address the issue of relationships, 
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significant difficulties remained. Access to therapeutic intervention was either limited or not 

felt to be what the family was looking for. Examples of therapy ranged from counselling 

services to family support units and clinical psychology, with intervention primarily focused at 

an individual level. 

There were a number of limitations to this research, not least the size of the study which 

inhibits the genera lizability of the results. Unfortunately, small sample sizes are a common 

problem within domestic violence research (Holden, 1998). It is questionable to what extent 

participants who volunteer to take part are representative of domestic violence victims as a 

whole. Whilst it is acknowledged to be problematic under-taking research in this area, studies 

still need to address the difficulties. 

A further limitation was the lack of attention to cultural issues. Attempts were made to obtain 

multi-cultural representation in the study. However, this proved difficult with only five 

participants from ethnic minority populations forming part of the sample. Finally, it is 

debatable as to the validity of the Child Grid as a measure of relationship quality. Whilst it was 

a useful measure as an indication of difficulties, it did not yield information regarding 

particular difficulties. Clearly, any future research would need to incorporate a more extensive 

assessment of relationship quality. 

Despite these limitations, there are several implications generated by the study both in 

developing awareness of the potential impact of domestic violence and the services provided. 

The results of this study suggest that exploring the impact of domestic violence on 

relationships is an important area in furthering understanding of child adjustment. Although 

this study did not highlight that violence during pregnancy was an increased risk factor for 
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difficulties in the mother-child relationship, the small sample of this study means that this is 

still an area needing further examination. 

it is clear from the results of this study that the impact can be devastating and that affected 

children are more likely to have multi-agency involvement. However, whilst parental discord 

may be routinely screened for in clinic-referred children in child and family services, this is 

not the case for domestic violence (McDonald, Jouriles, Norwood, Shinn-Ware & Ezell, 

2000). Clearly, this is necessary not only in order to plan appropriate interventions but also 

from a child protection perspective, as children exposed to domestic violence are at increased 

risk of physical abuse themselves. 

The difficulties identified in mother-child relationships would suggest that interventions 

planned around relationships may be useful. Some success has been achieved in family work 

(Fumiss & Bingley-Miller, 1995) and group work (Bannister & Gallagher, 1995) in child 

abuse cases. Such interventions for families who have experienced domestic violence may be 

useful. 

It is evident that there remains a long way to go in domestic violence research to obtain a 

comprehensive understanding of its impact and numerous future directions can be suggested. 

However, specifically related to the outcome of this study, further research is warranted into 

the nature of relationships in the context of domestic violence. Much of the research in this 

area, including this present study, relies on maternal reports. The views and experiences of 

other family members is necessary to gain a fuller understanding. Research focusing on 

perpetrators of domestic violence or directly involving children is very limited for obvious 

reasons. However, a perpetrator's role as a parent would be an interesting area to explore as 

little is known about the nature of fathering in violent homes (Holden & Ritchie, 1991). 
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conclusions 

As a result of numerous studies into domestic violence a good understanding has been 

developed into the effects such violence can have on women and their children. There is now 

no doubt as to its potential han-n. However, inconsistencies remain and the various processes 

by which the violence affects children needs further exploration. This study has highlighted 

that examining parent-child relationships is one area worthy of further study. 
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Appendix 2 
Rei)ort Tables 

Table I Demographic characteristics of the domestic violence and comparison group 

Mean (SD) Significance 

Domestic Violence Group ( DV) General Group (non-DV) 

(n=28) (n=24) 

Age of respondent 34.. 2(5.7) 37,1(5.9) z--- 1.3 5, p=. 18 

Number of children 2.. 5(l. 1) 2.0(2.0) z--- 1.3 5, p=. 18 

Age of focus child 8.5(3.9) 9.3(4.7) z-- -. 67, p=. 50 

Pronortion of the samnle 
DV non-DV 

Marital statu 
Living with a partner 50.0 79.2 

Lone parent 50.0 20.8 p=. 04 

Employment status 
Employed 53.6 62.5 

Not employed 6.4 37.5 p=. 58 

Gender of focus child 
Male 57.1 62.5 

Female 42.9 37.5 p=. 78 

Table 2 Analysis of pregnancy-related difficulties 

Pronortion of the samnle 
Difficulties DV (%) non-DV (%) significance 

Pregnancy 32.1 16.7 p=. 34 

Labour 46.4 16.7 p=. 04 

Post-natally 42.9 33.3 p=. 57 

DV (pregnancy) DV (non-pregnancy) 

Pregnancy 53.3 7.8 p=. 02 

Labour 40.0 5 3.8 p=. 71 

Post-natally 60.0 23.1 P=. 07 
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Table 3 Analysis of mean scores on the GHQ-12 

Mean (SD) Range Significance 

DV Group 4.1(4.2) 0-12 

Z=-2.6, p=. 009 

Non-DV Group 1.3(l. 7) 0-5 

Table 4 Multiple Regression Analysis: Variables associated vvith Child Grid score 

Variable Adjusted R 

Squared 

Std. Error of 

tl; e Estimate 

Beta t Sig. 

Constant 4.522 
. 
000 

GHQ score . 
279 

. 
6547 

. 
365 2.599 

. 
013 

Violence 
. 
291 2.070 

. 
045 

Table 5 Demographic data of interviewees 

nterviewee 

Age Marital 

status 

Employment 

status 

No. of 

children 

Length of time 

since last violent 
incident 

36 Living as 

marfied 

Employed 

full-time 

3 3 years 

2 45 Separated Not employed 2 18 months 

3 35 Separated Not employed 4 7 years 
ý_4 

36 Married I Not employed 3 4 years 
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Appendix 3 

a 
DV vs Non-DV Analysis of Demographic Data 

Marital status 
experience of physical 

abuse 
yes no Total 

MARITAL2 Living with partner 14 19 33 
Living without partner 14 5 19 

Total 28 24 
. 
52 

Chi-Square Tests 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 4.741 F 1 
. 029 

Continuity Correctiona 3.567 1 . 059 
Likelihood Ratio 4.891 1 . 027 
Fishers Exact Test 

. 044 . 028 
Linear-by-Linear 4 650 1 031 Association . . 
N of Valid Cases 52 
a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 8.77. 

Employment status 

experience of physical 
abuse 

yes no Total 
EMPLOY2 FuJUpart-time 15 is 30 

employment 
Training/unemployed 13 9 22 

Total 28 24 52 

Chi-Square Tests 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Smquare 
. 422b 1 . 516 

Continuity Correction" 
. 136 1 . 713 

Likelihood Ratio 
. 423 1 . 515 

Fisher's Exact Test 
. 581 . 357 

Linear-by-Linear 414 1 520 Association . . 
N of Valid Cases 52 
a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 10.15. 
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Gender of child 

gender of focus child 
male female Total 

expenence of physical yes 16 12 28 
abuse no 15 9 24 
Total 31 21 52 

Chi-Square Tests 

Value df 
Asymp. Sig. =2ýlsided) Exact Sig. 

(2-sided) 
Exact Sig. 
(1 -sided) 

Pearson Chi-Square 
.1 54b 1 . 695 

Continuity CorrectJona 
. 012 1 . 913 

Likelihood Ratio 
. 154 1 . 694 

Fishers Exact Test . 781 . 457 
Linear-by-Linear 151 1 . 697 Association . 
N of Valid Cases 52 
a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 9.69. 

Age of participant, number of children and age of child 

experience of N Mean Rank Sum of Ranks 
age of participant yes 27 23.35 630.50 

no 24 28.98 695.50 
Total 51 

number of children of yes 28 29.00 812.00 
participant no 24 23.58 566.00 

Total 52 
OBe of focus child yes 28 25.20 705.50 

no 24 28.02 

1 
672.50 

1 

Total 52 

Test Statistics2 

number of 
age of children of age of 

participant participant focus child 

1 

Mann-Whaney U 252.500 266-000 299.500 
Wilcoxon W 630.500 566.000 705.500 
z -1.353 -1.351 -. 673 
Asymp. Sig. (2-tailed) 

. 
176 

. 
177 . 

501 

a. GrouDina Variable: exDenence of ohvsical abuse 
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DV (pregnancy) vs Dy_(non-pregnancy) 

Marital status 

experience of domestic 
violence with child 
yes no Total 

MARITAL2 Living with partner 5 9 14 
Living without partner 10 4 14 

Total 15 13 28 

Chi-Square Tests 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig 
(2-sided)* 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 3.590b 1 . 058 
Continuity Correctiona 2.297 1 . 130 
Likelihood Ratio 3.673 1 . 055 
Fishers Exact Test 

. 128 . 064 
Linear-by-Linear 462 3 1 063 Association - . 
N of Valid Cases 28 
a. Computed only for aW table 
P. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 6.50. 

Employment status 

experience of domestic 
violence vvith child 
yes no Total 

EMPLOY2 Full/part-time 7 8 15 
employment 
Training/unemployed 8 5 13 

Total 15 13 28 

Chi-Square Tests 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. I 
(1-sided) 

Pearson Chi-SqU2re 
. 61 9b 1 . 431 

Continuity Correctiona 
. 166 1 . 684 

Likelihood Ratio . 622 1 . 430 
Fishers Exact Test 476 . 343 
Linea r-by-Linea r 597 1 440 
Association . . 
N of Valid Cases 28 

a. Computed only for a 2x2 table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 6.04. 
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Gender of child 

__Aender 
of cus child 

mate female Total 
experience of domestic yes 5 10 15 
violence with child no 11 2 13 
Total 16 12 28 

Chi-Square Tests 

Chysical-21 (FILTER) Value df 
Asymp. Sig. Exact Sig. 

(2-sided) 
Exact Sig. 
(1-sided) 

§lected Pearson Chi-Square 7.479b 1 . 006 
Continuity Correctiona 5.531 1 

. 
019 

Likelihood Ratio 7.985 1 
. 
005 

Fisher's Exact Test 
. 
009 

. 
008 

Linear-by-Linear 
Association 7.212 1 

. 
007 

N of Valid Cases 28 

a. Computed only for a 2x2 table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 5.57. 

Age of participant, number of children and age of child 

experience of domestic N Mean Rank ý Sum of Ranks 
age of participant yes 14 14.86 208.00 

no 13 13.08 170.00 
Total 27 

number of children of yes 15 14.73- 213,50 
participant no 13 14.81 192.50 

Total 28 

age of focus child yes 15 15.77 236.50 
no 13 

1 

13.04 169.50 
Total 28 

Test StatiStiCSb 

age of 
participant 

number of 
children of 
participant 

age of 
focus child 

Mann-Whitney U 79.000 93.500 78.500 
Wilcoxon W 170.000 213.500 169.500 
z -. 584 -. 195 -. 880 
Asymp. Sig. (2-tailed) 

. 
559 

. 
846 

. 
379 

Exact Sig. 12*(1-tailed 
. 
5833 

. 
856 a 

. 
387 a I 

Sig. )] 
1 I 

a. Not corrected forties. 

b. Grouping Variable: experience of domestic violence wit h child 
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Appendix 4 

Analysis of Pregnancy Related Data 
DV vs Non-DV 

Problems during pregnancy 
experience of physical 

abuse 
yes no Total 

-Fr-ob-lems during yes 9 4 13 
pregnancy no 19 20 39 
Total 28. 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 1.65-6, 11 1 . 199 
Continuity Correction3 

. 929 1 . 335 
Likelihood Ratio 1.691 1 . 193 
Fishers Exact Test 

. 336 . 168 
Linea r-by-Linea r 1 619 1 203 Association . . 
N of Valid Cases 52 
a- Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 6.00. 

Problems during labour 

experience of physical 
abuse 

yes no Total 
problems during yes 13 4 17 
labour no 15 20 35 
Total 28 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided)_ 

Pearson Chi-Square 5.20211 1 . 023 
Continuity Correctiona 3.937 1 . 047 
Likelihood Ratio 5.426 1 . 020 
Fishers Exact Test 

. 037 . 022 
Linea r-by-Linea r 5 102 1 024 Association . . 
N of Valid Cases 52 

a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 7.85. 
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Problems post-natally 

experience of physical 
abuse 

Yes no Total 
problems post-natally yes 12 8 20 

no 16 16 32 
Total 28 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square . 495 1 . 482 
Continuity Correctiona 

. 175 1 . 676 
Likelihood Ratio 

. 497 1 . 481 
Fisher's Exact Test 

. 573 . 339 
Linear-by-Linear 

. 486 1 . 486 Association 
N of Valid Cases 52 

a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 9.23. 

Child Birthweight 

experience of N, Mean Rank 
--Sum 

of Ranks 

birthweig - ht of focus Child yes 28 22.84 639.50 

no 24 30.77 738-50 
Total 52 

Test Statistics 

birthweight of 
focus child 

Mann-Whitney U 233.500 
Wilcoxon W 639.500 
z -1.883 
Asymp. Sig. (2-tailed) . 06U 
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DV (pregnancy) vs DV (non-pregnancy) 

Problems during pregnancy 

experience of domestic 
violence with child 
yes no Total 

problems during yes 8 9 
pregnancy no 7 12 19 
Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 6.651-16' 1 . 010 
Continuity Correctiona 4.723 1 . 030 
Likelihood Ratio 7.386 1 . 007 
Fisher's Exact Test 

. 016 . 013 
Linea r-by-Linea r 
Association 6.414 1 . 011 

N of Valid Cases 28 
a. Computed only for aW table 
ID. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 4.18. 

Problems during labour 

experience of domestic 
violence with child 
yes no Total 

problems during yes 6 7 13 
labour no 9 6 15 
Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
11-sided)- 

Pearson Chi-Square 
. 53711 

. 464 
Continuity Correctiona 

. 124 . 724 
Likelihood Ratio 

. 538 
. 463 

Fisher's Exact Test 
. 705 . 362 

Linear-by-Linear 518 1 472 Association . . 
N of Valid Cases 28 
a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 6.04. 
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Problems post-natally 

experience of domestic 
violence wfth child 
yes no Total' 

problems post-natally yes 9 3 12 
no 6 10 16 

Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 3.877-5, 1 . 049 
Continuity Correctiona 2.516 1 . 113 
Likelihood Ratio 4.007 1 . 045 
Fishers Exact Test 

. 067 . 055 
Linear-by-Linear 
Association 3.738 1 . 053 

N of Valid Cases 28 
J. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 5.57. 

Child Birthwei(yht ey 

experience of domestic N Mean Rank Sum of Ranks 
birthweight of focus child yes 15 13.67 205.00 

no 13 15.46 201.00 
Total 28 

Test Statistics 

birthweight of 
focus child 

Mann-Whitney U 85.000 
Wilcoxon W 205.000 
z 

-. 577 
AsLymp. Sig. (2-tailed) 

. 
564 

Exact Sig. [2*(1-tailed 
. 
586 Sig. )] 

---. 
1 
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Appendix 5 

D'V vs Non-DV Analysis of Child Agency Data 

experience of physical 
abuse 

yes no Total 

AGENCY3 None/one agency 20 24 44 

Two or more agencies 8 8 

Total 28 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sid d) 

Exact Sig. 
(1-sided) 

"; AW'son Chi-Square 8.104b 1 . 004 
Opftuity Correction3 6.058 1 . 014 
Likelihood Ratio 11.146 1 . 001 
Fishers Exact Test . 005 . 004 

Linear-by-Linear 7.948 1 . 005 
Association 
N of Valid Cases 52 

a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.69. 

DV (pregnancy) vs DV (non-pregnancy) 

experience of domestic 
violence with child 
yes no Total 

AGENCY3 None/one agency 8 12 20 
Two or more agencies 7 1 8 

Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 5.1840 1 . 023 
Continuity Correctiona 3.450 1 . 063 
Likelihood Ratio 5.724 1 017 
Fishers Exact Test . 038 . 029 
Linea r-by-Linear 4.998 1 . 025 Association 
N of Valid Cases 28 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.71. 
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Appendix 6 

Analysis of Child Abuse Data 
DV vs Non-DV 

experience of physical 
abuse 

yes no Total 
CHABUSE2 Actual abuse 7 7 

No actual abuse 21 24 . 45 
Total 28 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 2 6.933 1 . 008 
Continuity Correctiona 4.953 1 . 026 
Likelihood Ratio 9.596 1 . 002 
Fisher's Exact Test . 011 

. 009 
Linear-by-Linear 6 800 1 009 Association . . 
N of Valid Cases 52 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.23. 

DV (pregnancy) vs DV (non-pregnancy) 

experience of domestic 
violence with child 
yes no Total 

CHABUSE2 Actual abuse 5 2 7 
No actual abuse 10 11 21 

Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Eýa-ct Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Cmi-Square 1ý197D . 274 
Continuity Correctiona 

. 431 . 512 
Likelihood Ratio 1.233 . 267 
Fisher's Exact Test . 396 . 258 
Linea r-by-Linea r 1 154 283 Association . 
N of Valid Cases 28 

a. Computed only for a 2x2 table 

0.2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.25. 
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Appendix 7 

nalysis of GH Scores, 
DV vs Non-DV Threshold scores 

experience of physical 

es 
abuse 

no Total 
_LLý. GHQTHRES Below threshold 16 21 37 (3 or less) 1 

Above threshold 12 3 15 

8 
(4 or more) 1 

Total 2118 24 52 

1 

Va 
- 
lue 

I Asymp. Sig. Exact Sig. I Exact Sig. 
df (2-sided) (2-sided) (1-sided) 

Pearson Chi-Square 5.8020 1 . 016 
Continuity Correction3 4.418 1 . 036 
Likelihood Ratio 6.152 1 . 013 
Fishers Exact Test 

. 030 . 016 
Linear-by-Linear 
Association 5.691 1 . 017 

N of Valid Cases 52 
a. Computed only tor aW table 
ý '-I cells (. 0%) have expected count less than 5. The minimum expected count is 6.92 

DV (pregnancy) vs DV (non-pregnancy) 
tý in 

Threshold scores 
experience of domestic 

violence with child 
I 

yes no Total 
GHQTHRES Below threshold 6 10 16 

(3 or less) 
Above threshold 9 3 12 
(4 or more) 

Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

xact Sig. 
(1-sided) 

Pearson Chi-Square 3ý8770 1 . 049 
Continuity Correctiona 2.516 1 . 113 
Likelihood Ratio 4.007 1 . 045 
Fishers Exact Test . 067 . 055 
Linear-by-Linear 738 3 1 . 053 Association . 
N of Valid Cases 28 
a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 5.57. 
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DV vs Non-DV 
Mean score differences 

experience of N Mean Rank Sum of Ranks 
ghq-12 score yes 28 31.45 880.50 
of participant no 24 20.73 497.50 

Total 52 

Test Statisticsa 

ghq-12 score 
of part cipant. 

Mann-Whitney U 197.500 
Wilcoxon W 497.500 
z -2.624 
Asymp. Sig. (2-tailed) 

. 009 
a. Grouping Variable: experience of physical abuse 

DV (pregnancy) vs DV (non-pregnancy) 

Mean score differences 
ý expedence of N Mean Rank Sum of Ranks 

ghq-12 score of yes 15 17.10 256.50 
participant no 13 11.50 149.50 

Total 28 

Test Statistice 

ghq-12 score 
of Darticipant 

Mann-Whitney U 58.500 
Wilcoxon W 149,500 
z -1.816 
Asymp. Sig. (2-tailed) . 069 
Exact Sig. [2*(l-tailed I 

. 072 Sig, )) 
- 

a. Not corrected for ties. 

b. Grouping Vanable: exr)erience of domestic violence with child 
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Appendix 8 

An ying Ris 

DV vs Non-DV Anger about pregnancy 
experience of physical 

abuse 
yes no Total 

partner anger about yes 6 6 
pregnancy no 22 24 46 
Total 28 24 -52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 5.814b 1 . 016 
Continuity Correction3 - 3.904 1 

. 048 
Likelihood Ratio 8.097 1 . 004 
Fishers Exact Test 

. 025 . 019 
Linear-by-Linear 5 702 1 017 Association . . 
N of Valid Cases 52 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.77. 

Jealousy about pregnancy 
experience of physical 

abuse 
yes no Total 

partnerjealousy yes 6 6 
of pregnancy no 22 24 46 
Total 28 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 5.814b' 1 . 016 
Continuity Correction2 3.904 1 . 048 
Likelihood Ratio 8.097 1 . 004 
Fisher's Exact Test 

. 025 . 019 
Linea r-by-Linea r 5.702 1 . 017 Association 
N of Valid Cases 52 

a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.77. 
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DV (pregnancy) vs DV (non-pregnancy) 

Anger about pregnancy 

experience of domestic 
violence YAth child 
yes no Total 

partner anger about yes 6 6 
pregnancy no 9 13 22 
Total 15 13 28 

VýJue df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 6.618b 1 . 010 
Continuity Correction2 4.456 1 . 035 
Likelihood Ratio 8.906 1 . 003 
Fishers Exact Test 

. 018 . 013 
Linear-by-Linear 382 6 1 . 012 Association . 
N of Valid Cases 28 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.79. 

Jealousy about pregnancy 

experience of domestic 
violence vAth child 
yes no Total 

partner jealousy yes 5 1 6 
of pregnancy no 10 

1 
12 22 

Total 15 13 28 

Value df 
Asymp. Sig. _(2-sided) Exact Sig. 

(2-sided) 
Exact Sig. I 
(1-sided) 

Pearson Chi-Square 2.720b 1 . 
099 

Continuity Correctiona 1.410 1 . 
235 

Likelihood Ratio 2.950 1 . 
086 

Fisher's Exact Test 
. 
173 . 

117 

Linear-by-Linear 2.622 1 . 105 Association 
N of Valid Cases 28 
a. Computea only for a 2x2 table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.79. 
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DV vs Non-DV 
Risk of abuse 

experience of physical 
abuse 

yes no Total 
risk of abuse yes a 8 
of child no 20 24 44 
Total 28 24 52 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 8.104b 1 . 004 
Continuity Correctiona 6.058 1 . 014 
Likelihood Ratio 11.146 1 . 001 
Fisher's Exact Test 

. 005 . 004 
Linear-by-Linear 7 948 005 Association . . 
N of Valid Cases 52 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.69. 

DV (pregnancy) vs DV (non-pregnancy) 

Risk of abuse 

experience of domestic 
violence with child 
yes no Total 

risk of abuse yes 6 2 8 
of child no 9 11 20 
Total 15 13 28 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 2.06811 . 150 - 
Continuity Correctiona 1.037 1 . 308 
Likelihood Ratio 2.150 1 . 143 
Fishers Exact Test . 221 

. 155 
Linear-by-Linear 1 994 . 158 Association . 
N of Valid Cases 28 
a. Computed only for a 2x2 table 
b. 2 cells (50.0%) have expected count less thanS-The rtýrvwnurn exoected count is 3.71. 
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Appendix 9 

Analysis of Child Grid Data 

DV vs Non-DV Mean score differences 
experience of N Mean Rank Sum of Ranks 

score of posibveness yes 24 29.60 710.50 
no 22 16.84 370.50 
Total 46 

Test Statisticsa 

score of 
positiveness 

Mann-Whitney U 117.500 
Wilcoxon W 370.500 
z -3.224 
Asyme. Sig. ý2-tailed) 

. 001 
a. Grouping Variable: experience of physical abuse 

DV (pregnancy) vs DV (non-pregnancy) 
Mean score differences 

experience of IN Mean Rank Sum of Ranks 
score of positiveness yes 14 704 

1 

4196.50 
no 10 10.35 103.50 
Total 24 

Test Statistice 

score of 
vositiveness 

Mann-Whitney U 48.500 
Wilcoxon W 101500 
z -1.260 
Asymp. Sig. (2-tailed) . 208 
Exact Sig. [2*(l-tailed a 
Sig )) . 212 

a. Grouping Variable: experience of domestic violence with child 
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DV vs Non-DV 
Threshold scores 

child threshold score 
satisfactory not Total 

experience of physical yes 20 4 24 
abuse no 21 1 22 
Total 41 5 46 

Value 
- 

df 
Asymp. Sig. 

(2-sided) 
I Exact Sig. 

(2-sided) 
: Exact Sig. 

(1-sided) 
Pearson Chi-Square 7, 1,74 1 . 187- 
Continuity Correctiona 

. 714 1 . 398 
Likelihood Ratio 1.865 1 . 172 
Fisher's Exact Test 

. 349 . 202 
Linear-by- Linear 
Association 1.703 1 . 192 

N of Valid Cases 46 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.39. 
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Appendix 10 

Correlation Analysis of GHQ Score and Child Grid Score 

Nonparametric Correlations 

Correlations 

ghq-12 score 
of participant 

score of 
positiveness 

Spearman's rno griq-12 score of Correlation Coefficient 1.000 . 401- 
participant Sig. (2-tailed) 

. 
006 

N 52 46 
score of positiveness Correlation Coefficient 

. 
401- 1,000 

Sig. (2-tailed) 
. 
006 

N 46 46 

-. Correlation is significant at the . 01 level (2-tailed). 
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Appendix 11 

Regression Anal 

Regression 

Descriptive Statistics 

Mean Std. Deviation N 
score of positiveness 1.2567 . 7709 46 
experience of 4783 1 . 5050 46 
physical abuse . 
ghq-12 score of 8043 2 3.6063 46* 
participant . 

Correlations 

experience of 
score of physical ghq-12 score 

positiveness abuse of participant 
Pearson Correlation score of positiveness 1.000 -. 450 

. 492 
experience of 

- 450 1.000 -436 physical abuse . 
ghq-12 score of 492 -. 436 1.000 
participant . 

-Sig. (1-tailed) score of positiveness . 001 . 000 
experience of 001 . 001 
physical abuse . 
ghq-12 score of 000 . 001 
participant . 

N score of positiveness 46 46 46 
experience of 46 46 46 
physical abuse 
ghq-12 score of 46 46 46 
particioant 

Variables Entered/Removedb 

Model 
Vanables 
Entered 

Variables 
Removed Method 

ghq-12 
score of 
participant, Enter 
experience 
of phyjIcal 
abuse I 

a. All requested variables entered. 
b. Dependent Variable. score of positiveness 

Model Summaryb 

Model 
1 

R R Square 
I usted R Std. Error of Durbin-W 

Square the Estimate atson 
4 

1 
. 
5581 1 

. 
311 . 

279 . 
6547 1.751 

a. Predictors: (Constant), ghq-12 score of participant, experience of physical abuse 
b. Dependent Variable: score of positiveness 
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ANOVAb 

Sum of 
Model Squares df Mean Square F Sig. 

Regression 8.316 2 4.158 9.701 
. 0003 

Residual 18.429 43 . 429 
Total 26.745 45 , I I I 

a. Predictors: (Constant), ghq-12 score of participant, experience of physical abuse 
b. Dependent Variable: score of positiveness 

Coefficiente ' 

Standardi 
zed 

Unstandardized Coefficien 
Coefficients ts 

Model B Std. Error Beta t Silg. 
1 (Constant) 1.694 . 375 4.522 . 000 

experience of 
physical abuse -. 444 . 215 -. 291 -2.070 . 045 

ghq-12 score of 
participant 

7.813E-02 . 030 . 365 2.599 . 013 

Coefficients2 

Correlations 
Model Zero-order Partial Part 
1 (Constant) 

experience of 
- 450 -. 301 -. 262 

physical abuse . 
ghq-12 score of 492 . 368 . 329 
particiDant . 

a. Dependent Variable: score of positiveness 

Residuals Statistics2 

Minimum Maximum Mean Std. Deviation N 
Predicted Value . 8059 2.1876 1.2567 . 4299 46 
Residual -1.1626 . 1.9324 -2.82E-16 . 6400 46 
Std. Predicted Value -1.049 2.166 . 000 1.000 46 
Std. Residual -1-776 2.952 . 000 . 978 46 

a. Dependent Variable: score of positiveness 

3-50 



Section 4 

Critical Review 



An investigation into 

domestic violence, violence in pregnancy and 

implications for mother-child relationships: 

a critical review 

R. McCormick, Trainee Clinical Psychologist 

Lancashire Doctorate in Clinical Psychology Course 

This review has been prepared in accordance with the instructions for 

contributors to the International Journal of 

Child Abuse and Neglect 

2,609 words excluding reference list and appendices 

3,589 words including reference list and appendices 

4-1 



An investigation into domestic violence, violence in pregnancy and implications for 

mother-child relationships: a critical review. 

The preceding study focused on violence experienced during pregnancy and the impact 

domestic violence as a whole has on the mother-child relationship. Implications of the 

findings, limitations of the study and directions for future research were highlighted in the 

discussion. This review, %vill present additional analyses that Nvere not included in the research 

paper, highlight some of the problems encountered in carrying out this research, expand upon 

some of the issues highlighted in the original discussion, and finally reflect upon the research 

process as a whole. 

Additional Analysis 

It was not possible to highlight all the results in the research paper therefore key findings only 

which related directly to the hypotheses and research questions were presented. However, 

there were a number of additional analyses carried out that relate to the experiences of women 

in the context of domestic violence. 

For example, in the questionnaire participants were asked whether the pregnancy was 

planned, this is an interesting area to explore in relation to the prevalence of forced sexual 

contact in domestic violence cases (Finkelhor & Yllo, 1983; Painter & Farrington, 1998). It 

has been suggested that, in the context of domestic violence, unwanted pregnancies may be 

common and this may affect the mother's feelings about the pregnancy (Ffillard, 1985). 

Analysis of the questionnaire data did not support these suggestions. Although the 

pregnancies of Nvomen Nvho had experienced domestic violence were more likely to be 

unplanned than the comparison group (46.4% vs. 25%), the difference was not a significant 
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one (Appendix 1). Interestingly, 60 percent of the women who had experienced violence 

during pregnancy reported that the pregnancy was unplanned compared to just over 30 

percent of the group of women who had experienced violence but not whilst pregnant. Again, 

this was not found to be a significant difference (Appendix 1). However, analysis of the 

interview data revealed that, in two cases, pregnancies had been planned by the interviewee 

against the wishes of the violent partner and in one case, all the pregnancies (5) were reported 

to be as a result of marital rape. 

Irrespective. of the experience of violence, it is acknowledged that socio-economic factors 

such as marital status and poverty possibly have a role to play in maternal mental health and 

child problems (Holden, Stein, Ritchie, Harris & Jouriles, 1998). Analysis of demographic 

information provided in the report highlighted a significant difference between women who 

had experienced domestic violence and those that had not in terms of marital status, with the 

former having a higher prevalence of lone parenting. 

Additional analysis of marital status and maternal psychological distress revealed that a 

significantly higher proportion of lone parents scored at or above the GHQ-12 threshold of 

four compared to those women living with partners (52.6% vs. 15.1 %), (Fishers' Exact test, 

p=. 009) (Appendix 2). Similarly, children of lone parents were more likely to have multi- 

agency involvement compared to those children from two-parent families (31.6% vs. 6.1%), 

(Fishers' Exact test, p=. 04) (Appendix 2). 

Further analysis of marital status and Child Grid scores also yielded significant results. There 

was a significant difference between lone parent families and two-parent families on the Child 

Grid discrepancy score with the former more likely to yield higher scores (z---3.7, p<. 0 1). In 

addition, a significant proportion of lone parent families scored at or above the Child Grid 
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threshold score, an indication of significant relationship problems (29.4% vs. 0%) (Fishers' 

Exact test, p=. 005) (Appendix 2). Clearly this has implications for the results in that marital 

status is an important factor in maternal and child adjustment. However, by the very nature of 

the research area, unless the focus was exclusively on women still within violent 

relationships, domestic violence samples will undoubtedly have a higher prevalence of lone 

parenting. 

Further analysis of child demographics did not yield any significant results; gender and age 

were not found to be associated with scores on the Child Grid or child agency involvement 

(Appendix 3). It is suggested that gender differences in child adjustment begin to emerge by 

school age with boys more likely to be described as 'disruptive' and 'aggressive" and girls 

presenting with somatic complaints or becoming 'withdrawn' (Black & Newman, 1998). 

Clearly, it would be useful in future studies to examine the nature of any child difficulties 

reported rather than just focusing on agency involvement. 

It 'was established in this study that the children of women who had experienced domestic 

violence were themselves at increased risk of abuse. Examination of the perpetrator data in 

the questionnaire revealed that, of the seven children (25%) who had been abused, in four 

cases the violent partner had abused the child, in two cases the child had been abused by both 

the mother and her violent partner and in one instance the perpetrator had been a stranger 

(Appendix 4). It is acknowledged in previous studies that abuse of the child in domestic 

violence cases is not necessarily confined to the male abuser (Mills, 1998). In some cases, it 

has been found that mothers may respond to their own experience of violence with violence 

towards the children as part of a process referred to as 'maternal reciprocity' (Straus, 1983). 

One study highlighted that women who experienced domestic violence were up to eight times 
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rnore likely to abuse their children (Walker, 1984). Whilst the number of cases was small in 

this study, it is possible that the actual prevalence is underestimated due to an unwillingness 

on the part of participants to disclose such information. 

Problems Encountered 

The greatest difficulty in this study was obtaining a large representative sample, to ensure this 

contact was made with numerous individuals working within agencies supporting victims of 

domestic violence. Contacts included police domestic violence liaison officers, social 

workers, victim support, women's aid refuges and domestic violence forum members. 

Enthusiasm for the study was good during discussion and help with obtaining participants was 

assured, although it was difficult to estimate what numbers could be obtained or what 

response there would be from potential participants. 

Contacts were approached within ethnic minority groups, for example, Asian and Afro- 

Caribbean refuges and ethnic minority support services. However, little progress was made 

with regard to obtaining help in distributing questionnaires. The services approached were 

characteristically under resourced and no one was available to support the study. This 

difficulty needs to be addressed in future studies. Women from ethnic minority populations 

are known to experience greater difficulties in seeking protection and help following domestic 

violence for a variety of reasons including the experience of racism, language difficulties and 

the cultural assumptions of others (Department of Health, 2000). 

Numerous problems were encountered when questionnaires were needed to be distributed. 

Difficulties ranged from contacts leaving post and crises within individual agencies to 

individuals simply not replying to further enquiries despite numerous attempts. Having 

secured contacts who agreed to distribute questionnaires, obstacles Jay in ensuring that the 
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questionnaires were distributed. The anonymity of the questionnaire and voluntary nature of 

the study meant relying on contacts to secure participants. In all 178 questionnaires were sent 

to domestic violence contacts of which 21 were returned, a response rate of 11.8% which was 

very poor. Distribution to non-domestic violence participants was far less problematic, with a 

1% response rate. 

The domestic violence agencies were later contacted to gain information regarding the 

number of questionnaires they had been able to distribute, two replies were received out of 15 

original contacts. Feedback from the two indicated that they had distributed 65% and 75% of 

their questionnaires. Given that these numbers combined would have doubled the eventual 

sample, it is clear that response rates were low due to participants not returning questionnaires 

and contact difficulties in distribution. 

Strengths and Limitations 

Clearly, a limitation of this study was the small sample; it is difficult to see how problems 

with small sample sizes in domestic violence research can be overcome. Larger samples can 

be obtained by focusing on, for example, refuge populations. Unfortunately this inevitably 

questions how representative such populations are of domestic violence victims as a whole 

(Holden, 1998). 

This study did attempt to address the issue of representation by focusing more than on refuge 

populations. However, women who access any form of service may be characteristically 

different form those women who have no contact with agencies. It would be interesting to 

explore the experiences of women who, for whatever reason, do not access services; however 

access could well be problematic particularly with the possibility that they are still within a 

violent relationship. 
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This leads to a further limitation of the study in that it was a retrospective analysis of 

women's experiences and the majority of participants were no longer in a violent relationship. 

Analysis of the questionnaires revealed that the length of time since the last violent incident 

ranged from one week to 15 years. Clearly there Aill have been substantial variation in length 

of time exposed to violence, chronicity of violence, and types of abuse experienced. These 

differences were not examined in this study and it will be necessary to address these issues in 

future work Domestic violence research is renowned for over reliance on survey data 

(Gordon, Holmes, Maly, 1999), and although this study did make some attempts to address 

this, more experimental methodologies may be needed in the future to explore further causal 

factors. 

Wider Issues and Implications 

The implications for services in terms of developing awareness and interventions were 

highlighted in the report discussion, particularly in relation to the need to identify cases and 

the implementation of appropriate interventions. Family work, in particular, was identified as 

a possible area of effective intervention (Mullender, 2000). Interventions which focus on 

family structure, communication, belief systems and how different family members give 

meaning to their shared experience would seem applicable in domestic violence cases. 

In addition, therapy directly focusing on repairing the mother-child relationship would be a 

further area of intervention to develop. It is argued that the identification of parent-child 

attachment difficulties is vital for effective intervention (Jones, 1998). Analysis of the 

questionnaires and the interview data highlighted potential difficulties in relationships in the 

context of domestic violence. As discussed, literature focusing on the treatment of abused 

women and their children has predominantly been concerned with the behavioural. and 
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emotional consequences and little attention has been paid to the impact of violence on 

relationships. 

Analysis of the interviews identified key themes of matemal. guilt concerning inability to 

attend to the needs of the children whilst experiencing domestic violence and child mistrust of 

others. Similarly matemal guilt and child mistrust have been identified as significant factors 

in difficult mother-child relationships in child abuse cases (Furniss & Bingley-Nfiller, 1995). 

1ntervention -with the mother-child relationship which focuses on, for example, enabling the 

parent to become more emotionally stable and allowing the child to make sense of their 

experiences, may be useful. An example of this is highlighted in a single case study of a 

disrupted mother-child relationship which persisted after the violence had ended. Part of the 

focus of direct intervention was the mother's feelings about her child and her ability to attend 

to his needs. At one year follow-up, the mother had managed to create a secure and 

affectionate environment for her child and demonstrated effectiveness at containing her own 

emotional distress and that of her child's (Puckering, Evans, Maddox, Mills & Cox, 1996). 

Having expanded on the implications for intervention, it is necessary to highlight some of the 

ANrider issues relevant to this study. For example, the attention paid to the problem of domestic 

violence within the health arena is limited despite the potential cost of domestic violence to 

health services. Health care costs incurred are thougbt to be substantial (Department of 

Health, 1997). A 1996 study in North London estimated that the cost of providing crisis 

services in one district to women experiencing domestic violence was in excess of 0.5 

million (Stanko, Crisp, Hale & Lucraft, 1998). With the lack of routine screening for domestic 

violence in adult and child mental health settings, it is not possible to estimate the cost of the 

problem to those services alone. However, the results of this study and previous research 
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would suggest that costs might be high. There is a need for routine screening of the problem 

in these services not only to guide appropriate intervention as discussed, but also to assess the 

prevalence of domestic violence in those attending mental health services. In addition, it could 

be argued that failure to screen adequately for domestic violence not only ignores a significant 

part of an individual's experience but also fails to identify a clear risk of abuse of any children 

in the family. 

From a societal perspective, it is clear that the wider issues of family abuse as a whole and the 

intergenerational transmission of violence needs to be addressed. Egeland (1988) argues that 

it is difficult to break cycles of abuse without intervention which directly addresses the abuse. 

To what extent are such issues addressed with all children or to what extent does work take 

place with domestic violence cases aimed at preventing future violence either in repeat 

. victimization or as a perpetrator? 

Clearly longitudinal research is necessary to examine some of the wider issues. For example, 

a useful area to explore with children who have been exposed to domestic violence would be 

their perceptions of male and female roles and what impact this has on future relationships. 

Undoubtedly, domestic violence research has inevitable ethical issues that need to be 

considered when under-taking studies. For example, using child reports in studies is difficult in 

terms of consent and the potential for further harm that any study may have. Also, as 

previously discussed, there is a need to progress from relying on retrospective data, although 

the ethics of research with participants who are currently being abused is questionable. 

Reflections on the Research Process 

This was a very difficult area in which to undertake research with numerous obstacles to 

overcome. The decision to research in this area was based on a desire to explore an 'exciting' 
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new area for clinical psychology as opposed to a study that was 'safe' and well researched in 

comparison. In hindsight, safe and straightforward may have been less fraught. However, the 

enthusiasm for the topic has been maintained and with the limited knowledge of this area in 

clinical psychology, there is a sense that the study has highlighted some important 

implications, in particular the need for routine screening and effective intervention. 

A further difficulty in researching a relatively new area for clinical psychology is the lack of a 

relevantly knowledgeable supervisor. Extensive discussion with various clinical psychologists 

at the start of the research process highlighted that this was an important area to develop and 

had relevance in both adult and child settings. However, knowledge of domestic violence was 

limited, and whilst cases could be identified, generally, this -was not the reason for referral or 

the focus of intervention. 

In conclusion, the review has expanded on some of the issues raised in the preceding report. 

In particular, further directions for future research and planning of intervention have been 

highlighted. The Department of Health has demonstrated commitment to raising awareness of 

domestic violence in all health professions (Department of Health, 2000). However, whilst 

examples of screening and awareness raising can be found in Accident and Emergency 

departments and antenatal settings, this is not the case in mental health services. As discussed, 

domestic violence can have a devastating impact on, maternal health, child development and 

family life. This is justification enough for why everyone working with women and children 

should be alert to the prevalence, nature and impact of domestic violence and services should 

implement protocols for screening a nd disclosure of and intervention for domestic violence. 
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Appendix I 

Analysis of planning preRnanc 

DV vs. non-DV 

experience of physical 
abuse 

yes no Total 
was the pregnancy yes 15 18 33 
planned no 13 6 19 
Total 28 24 52 

ChiSquare Tests 

'Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 2.5591 1 . 110 
Continuity Correctiona 1.718 1 . 190 
Likelihood Ratio 2.606 1 . 106 
Fishers Exact Test . 152 . 094 
Linear-by-Linear 510 2 1 . 113 
Association . 
N of Valid Cases 52 

a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 8.77. 

DV (pregnancy) vs. DV(non-pregnancy) 

experience of domestic 
violence with child 
yes no Total 

was the pregnancy yes 6 9 15 
planned no 9 4 13 
Total 15 13 28 

Chi-Square Tests 

Value df 
Asymp. Sig. =(2ýsidecl) Exact Sig. 

(2-sided) 
Exact Sig. 
(1-sided) 

Pearson Chi-Square 2.39211 1 
. 122 

Continuity Correctiona 1.362 1 243 
Likelihood Ratio 2435 1 . 

119 
Fisher's Exact Test 

. 151 
. 
122 

Linea r-by-Linear 2 307 1 129 Association . . 
N of Valid Cases 28 

a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 6.04. 
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Appendix 2 

Analysis of marital status 

Marital status and GHQ threshold 

GHO THRES 
Below Above 

threshold (3 threshold (4 
or less) or more) Total 

MARITAI-2 Living with partner 28 51 33 
Living without partner 9 10 19 

Total 37 15 52 

Chi-Square Tests 

1 
Value 

1 
df 

1 Asymp. Sig. 
(2-sided) 

Exact Sig. 
(2-sided) 

' Exact Sig. 
(1-sided) 

Pearson Chi-Square 8.252ý 1 . 004 
Continuity Correctiona 6.527 1 . 011 
Likelihood Ratio 8.121 1 

. 004 
Fisher's Exact Test 

. 009 
. 006 

Linear-by-Unear 
Association 8.094 1 . 004 
N of Valid Cases 52 
a. Computed only for aW table 
b. 0 cells (. 0%) have expected count less than 5. The minimum expected count is 5.48. 

Marital status and child agencies 

AGENCY3 
None/one Twv or more 
agency agencies Total 

- MARITAL2 Living with partner 31 2 35 
Living without. partner 13 6 19 

Total 44 8 52 

Chi-Square Tests 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 6.0320 1 . 014 
Continuity Correctiona 4.231 1 . 040 
Likelihood Ratio 5.861 1 . 015 
Fisher's Exact Test . 040 . 021 
Linear-by-Linear 5.916 1 . 015 
Association 
N of Valid Cases 52 
a. Computed only for aW table 
b. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 2.92. 
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lgrln-Whitney Test 
Marital status and Child Grid scores 

MARITAL2 N Mean Rank Sum of Ranks 
; Zgre of --posdiveness Living with partner 29 17.90 519.00 

Living without partner 17 33.06 562.00 
Total 46 

Test Statisticsa 

score of 
oositiveness 

ýMann-Whitney U 84.000 
VVilcoxon W 519.000 
z -3.701 
AsYmP. Sig. (2-tailed) . 000 

a. Grouping Variable: MARITAL2 

Marital status and Child Grid threshold 

MARITAL2 
Living with Living without 

partner partner Total 
Child threshold satisfactory 29 12 4 
score not 5 
Total 29 17 46 

Chi-Square Tests 

Value 

_ 

df 
ks Asymp. Sig. 7(2ýlsided) Exact Sig. 

(2-sided) 
Exact Sig. 
(1-sided) 

Pearson Chi-Square 9.57CP 1 
. 
002 

Continuity Correctiona 6.774 1 
. 
009 

Likelihood Ratio 11.031 1 
. 
001 

Fisher's Exact Test 
. 
005 

. 
005 

Linear-by- Linear 9.362 1 
. 
002 

Association 
N of Valid Cases 46 

a. Computed only for a 2x. 2 table 

b. 2 cells (50.0ý,. -) have expected count less than 5. The minimum expected count is 1.85. 
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Appendix 3 

Analysis of a2c. and gender of child 

Age and Child Grid score 

age of 
focus child 

score of 
positiveness 

-Spearman's rho age of focus child Correlation Coefficient 1.000 . 222 
Sig. (2-tailed) . 138 
N 52 46 

score of positiveness Correlation Coefficient 
. 222 1.000 

Sig. (2-tailed) 
. 138 

N 46 46 

Mann-Whitney Test 

Gender and Child Grid score 

gender of focus child N Mean Rank Sum of Ranks 
score of positiveness male 28 22.20 621.50 

female 18 25.53 459.50 
Total 46 

Test Statisticsa 

score of 
positiveness 

Mann-Whitney U 215.500 
Wilcoxon W 621.500 
z -. 822 
Asymp. Sig. (2-tailed) . 411 
a. Grouping Variable: gender of focus child 
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Gender and child agency involvement 

Cases 
Valid Missino Total 

N Percen N Percent N Percent 
gender of focus 
child* AGENCY3 , 

52 100.0% 0 . 0% 52 100.0% 
A 

gender of focus child * AGENCY3 Crosstabulation 

Count 

AGENCY3 
None/one Two or more 
agency agencies Total 

gender of focus male 27 4 31 
child female 17 4 21 
Total 44 8 52 

Chi-Square Tests 

Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 73-6-37 1 . 547 
Continuity Correction8 

. 044 1 . 833 
Likelihood Ratio 

. 358 1 . 550 
Fisher's Exact Test 

. 700 . 410 
Linear-by-Linear 
Association . 356 1 . 551 

N of Valid Cases 52 
a. Computed only for aW table 
b. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.23. 
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Appendix 4 

Examination of perpetrator data 

perpetrator of abuse of focus child, 3 

Frequenc Percent Valid Percent 
Cumulative 

Percent 
Valid their father 4 14.3 14.3 14.3 

stranger 1 3.6 3.6 17.9 
not applicabel 21 75.0 75.0 92.9 
more than one person 2 7.1 7.1 100.0 
Total 28 100.0 100.0 

a. experience of physical abuse = yes 
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Section 5 

Additional Appendices 



Appendix 1 

Examples of Letters to Contacts 
Lancashire Doctorate in Clinical Psychology Course 

Whitegate Drive Health Centre 

156, Whitegate Drive 

Blackpool 

Dear 

................... gave your name to me, as I understand that you may be able to help in 
obtaining participants for a research project that I am carrying out in the area of domestic 
violence. 
To explain further, I am in my final year of training as a clinical psychologist, the 
research is the final stage of my training. The project has been devised following 
consultation with a number professionals working within the area of domestic violence. 
The study has received ethical clearance from University of Wales, Bangor. 
The specific aim of the study is to examine violence experienced during pregnancy, 
whether women feared for the safety of their child either whilst pregnant or after birth 
and to explore the mother- child relationship. Participation in the study involves 
completing a questionnaire (approx. 30 minutes long) which covers a variety of 
questions. A small pilot study has already been carried out with women who have 
experienced domestic violence. 
I wondered if you knew of any women who may be willing to take part in this study. I am 
looking for women who have experienced violence from a partner at any time, not 
necessarily during pregnancy. In addition, participants should have at least one child 
under the age of 16. 
Completion of the questionnaire is anonymous and an information sheet is provided for 
participants along with contact numbers if needed. 
If you know of any women who you think may be willing to complete the questionnaire, 
the questionnaires can be sent either directly to them (names and addresses naturally 
remaining confidential) or questionnaires could be sent to yourself to pass on. 
I would be extremely grateful if you could help in this matter and look forward to hearing 
from you. 

Yours sincerely 

Rachel McCormick 
Trainee Clinical Psychologist 
Lancashire Doctorate in Clinical Psychology Course 
(Affiliated to University of Wales, Bangor) 
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Lancashire Doctorate in Clinical Psychology Course 
Whitegate Drive Health Centre 
156, Whitegate Drive 
Blackpool 

8"' March 2001 

Dear .................. 

Re: Research study in Domestic Violence 

Following our telephone conversation last week, please find enclosed six copies of the 
questionnaire. 
The aim of the study is to explore domestic violence experienced by women 'with 
children. In particular, whether women feared for the safety of their child either whilst 
pregnant or after birth and to explore the mother- child relationship. 1 have already 
distributed a number of questionnaires through various agencies. 
For participation, I am looking for women who have experienced violence from a partner 
at any time, not necessarily during pregnancy. In addition, participants should have at 
least one child under the age of 16. Participation in the study involves completing a 
questionnaire (approx. 30 minutes long) which covers a variety of questions. 
A small pilot study has already been carried out. The project has been devised following 
consultation with a number professionals working within the area of domestic violence 
and has received ethical clearance from University of Wales, Bangor. 
Completion of the questionnaire is anonymous and an information sheet is provided for 
participants along with contact numbers if needed. I do not need to have direct contact 
with participants but I am willing to do so if they wish or need help in completing the 
answers. 
I hope this provides you with all the information that you need. I am not distributing any 
more questionnaires after April so would be grateful if you could return any unused 
questionnaires at the end of the month. If you have any further queries, please contact me. 

Yours sincerely 

Rachel McCormick 
Trainee Clinical Psychologist 
Lancashire Doctorate in Clinical Psychology Course 
(Affiliated to University of Wales, Bangor) 
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Appendix 2 

Additional Information on Standard Measures used in the stud 

General Health Questionnaire-12 (GIIQ-12) 
The GHQ-12 (Goldberg, 1992) is a shortened version of a well validated measure (GHQ- 

60, Goldberg, 1978). The rationale for using this scale in the study was to obtain a brief 

assessment of participant psychological -well being with a measure that was user-friendly, 

quick and simple to complete. The reliability and validity of the GHQ-12 have been 

examined in a number of studies, following is a brief summary. 

Reliability- The internal consistency of the scale, as assessed by Cronbach's alpha, has 

ranged between 0.82 to 0.90 in a variety of studies (e. g. Banks et al., 1980; Hardy et al., 

1999). The reliability of the measure has been examined using' the test-retest method, 

following a 2-week interval, the correlation was found to be . 73 (Hardy et al., 1999), and 

using the split-half method where the correlation was . 83 (Banks et al., 1980). 

Validity - Validity has been examined by evaluating the scale's sensitivity in detecting 

psychiatric disorder. Sensitivity, using a threshold score of 2/3, was found to be 93.5% 

and specificity 75.8% (Goldberg, 1992). In a more recent study, using a threshold score 

of 3/4 sensitivity was found to be 73% and specificity was 88% (Hardy et al., 1999). 

Convergent validity has been assessed by comparing the GHQ-12 with the Clinical 

Interview Schedule-Revised (CIS-R, Lewis et al., 1992); a correlation of . 70 was 

obtained. 

The Abuse Assessment Screen (AAS) 

Designed by the American Nursing Research Consortium on Violence and Abuse (Parker 

& McFarlane, 1991 in Soeken et al., 1998), the AAS assesses the frequency, severity and 
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perpetrator of abuse against women. The rationale for using this measure in the studywas 

that other measures used to assess presence of domestic violence such as the. Conflict 

Tactics Scale (CTS; Straus, 1979) and the Index of Spouse Abuse (ISA; Hudson & 

McIntosh, 1981) are lengthy and are used to obtain detailed information about the type of 

assaults. The AAS in comparison is a short measure that is self-administered, 

straightforward, quick and was easily adaptable for this study. However, as the AAS is a 

relatively new measure, information regarding psychometric properties is limited: 

Reliability- The test-retest method was used on a sample of 1,203 women, following a 2- 

month retest period, the correlation was found to be 
. 83 (Soeken et al., 1998). 

Validity-As the AAS does not produce a total score, criterion validity was assessed by 

comparing the responses to individual items form other abuse scales. The CTS and the 

ISA have demonstrated reliability and validity and have been used widely in research 

about violence. The AAS was significantly associated with the standard abuse measures 

across items (CTS. 28; ISA. 35 p<. 01), (Soeken et al., 1998). 

The Child Grid 

The Family Grid (Davis, 1997) was designed as a clinical instruinent to help give a focus 

to professionals working in a counselling relationship with parents and has been used in a 

number of studies (e. g. Davis & Spurr, 1998). It aims to assess family functioning and 

measure therapeutic change, The Family Grid is described in full in The Child 

Psychology Portfolio (Sclare, 1997). 

The rationale for using The Child Grid section was that it was self administered, 

relatively simple to complete and aimed to assess the quality of the parent-child 
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relationship rather than parenting stress or explicit child behaviour. Normative data are 

still being collected for the scale, however the mean discrepancy score on samples of 

clinic referred children range from 1.94 (SD=. 86) to 2.1 (SD= 1.04). In samples of non- 

index children from clinic referred families, mean discrepancy scores range from 1.36 

(SD= 1.02) to 1.43 (SD= . 75) (Davis, 1997). The author of the scale also reports intemal 

consistency and test-retest reliability to be satisfactory (Davis, 1997). 

In addition to its purpose for this study, the internal consistency of the scale was 

examined using Cronbach's alpha. For the actual child scale, alpha was found to be 
. 73, 

however, for the ideal child scale, alpha was . 61 which is reasonable. Correspondence 

with the author of the scale revealed that The Family Grid has since been revised based 

on the original normative data and analysis of psychometric properties. The new revised 

version has yet to be published. 
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Reliabilily Analysis of the Child Grid 

Child Scale 
Reliability 

****** Method 2 (covariance matrix) will be used for this analysis 

RELIABILITYANALYSIS-SCALE (A LPH A) 

Mean 

1. CHILDI 5.5111 
2. CHILD2 4.4889 
3. CHILD3 3.7333 
4. CHILD4 5.0667 
S. CHILD5 5.5111 
6. CHILD6 3.4889 
7. CHILD7 5.7333 
8. CMLDS 3.1333 
9. CHILD9 5.8667 

. 
10. CHILDIO 5.9333 
11. CHILD11 2.8222 
12. CHILD12 4.4667 
13. CHILD13 3.5111 
14. CHILD14 4.6000 
15. CHILD15 5.7111 
16. CHILD16 6.0667 
17. CHILD17 5.5111 
Is. CHILDIS 3.2809 
19. CHILD19 3.2000 
20. CHILD20 5.5333 
21. CHILD21 3.4222 
22. CHILD22 5.4889 
23. CHILD23 1.8444 
24. CHILD24 4.5111 
25. CHILD25 2.5556 

N of Cases 45.0 

Statistics for Mean Variance 
Scale 111.0000 201.3182 

Inter-item 
Correlations Mean Minimum 

. 0971 -. 4947 

Std Dev Cases 

1.3250 45.0 
1.8169 45.0 
1.7633 45.0 
1.6706 45.0 
1.6043 45.0 
1.8043 45.0 
1.6153 45.0 
1.8414 45.0 
1.1201 45.0 

. 9630 45.0 
1.6001 45.0 
1.0574 45.0 
1.7139 45.0 
1.4678 45.0 
1.2902 45.0 
1.3551 45.0 
1.7139 45.0 
1.6043 45.0 
1.0166 45.0 
1.4078 45.0 
1.4692 45.0 
1.5466 45.0 
1.3135 45.0 
1.4081 45.0 
1.6727 45.0 

N of 
Std Dev Variables 
14.1887 25 

Maximum Range Max/Min Variance 
. 8064 1.3010 -1.6302 . 0898 

Item-total Statistics 

Scale Scale Corrected 
Mean Variance Item- Squared Alpha 

if Item If Item Total Multiple if Item 
Deleted Deleted Correlation Correlation Deleted 

CHILD1 105.4889 197.5283 . 0546 e862 . 7370 
CHILD2 106.5111 173.7101 . 5075 . 8146 . 7043 
CHILD3 107.2667 187.1545 . 2291 . 6073 . 7276 
CHILD4 105.9333 194.6091 . 0841 . 8797 . 7380 
CHILD$ 105.4889 203.3465 -. 1006 . 7941 . 7500 
CHILD6 107.5111 168.3010 . 6357 . 8023 . 6931 
CHILD7 105.2667 199.0182 -. 0068 . 7237 . 7438 
CHILD8 107.8667 190.2091 . 1520 . 6503 . 7342 
CHILD9 105.1333 198.4818 . 0501 . 7372 . 7359 
CHILD10 105.0667 299.5182 . 0321 . 5780 . 7357 
CHILDII 108.1778 181.1495 . 3494 . 8606 . 7179 
CHILD12 106.5333 184.5273. . 5455 . 6690 . 7118 
CMILD13 107.4889 184.2101 . 3046 . 7076 . 7216 
CIJLLD14 106.4000 179.0102 . 5129 . 6166 . 7077 
CHILD15 105.2889 187.9374 . 3312 . 7615 . 7209 
CHILD16 104.9333 188.2909 . 3009 . 8092 . 7224 
CHILD17 105.4889 203.3465 . 3239 . 8237 . 7200 
CZILD18 107.7111 176.8465 . 5132 . 8799 . 7060 
CHILD19 107.8000 173.4818 . 5127 . 8917 . 7038 
CHILD20 105.4667 187.7091 . 3014 . 5905 . 7222 
CHILD21 107.5778 186.2949 . 3208 . 7779 . 7209 
CHILD22 105.5111 199.4828 -. 0127 . 7454 . 7433 
CHILD23 109.1556 189.1343 . 2895 . 6509 . 7232 
CHILD24 106.4889 199.7556 -. 0106 . 7031 . 7416 
CHILD25 109.4444 177.0253 . 4829 . 8900 . 7077 

Reliability Coefficients 25 items 

Alpha - . 7324 standardized item alpha - . 7290 
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Ideal Child Scale 
RE LIASILITY ANALYSI S-S CALE (A LPH A) 

Mean Std Dev Cases 

1. IDEALI 6.5778 . 5431 45.0 
2. IDFAL2 2.4222 1.1380 45.0 
3. IDEAU 1.8889 1.2472 45.0 
4. IDEAL4 6.4000 . 7508 45.0 
5. IDEAL5 6.4222 . 8391 45.0 
6. IDEAL6 1.9111 . 9960 45.0 
7. IDEAL7 6.8000 . 4573 45.0 
S. IDEALS 2.1111 1.1525 45.0 
9. IDEAL9 6.3111 . 7331 45.0 

10. IDEAL10 6.5333 . 6252 45.0 
ii. IDEAL11 1.5333 1.1201 45.0 
19. IDEAL12 4.4444 . 9428 45.0 
13. IDF. AL13 2.3111 1.5348 45.0 
14. IDEAL14 3.9556 . 9760 45.0 
15. IDEAL15 6.1778 . 9118 45.0 
16. IDEAL16 6.4222 . 6567 45.0 
17. IDEAL17 6.1333 . 7261 45.0 
18. IDEAL18 2.2889 1.0362 45.0 
19. IDEAL19 2.2667 1.0745 45.0 
20. IDFkL20 5.6667 1.2960 45.0 
21. IDEAL21 2.1556 1.0862 45.0 
22. IDEAL22 6.1333 . 9439 45.0 
23. IDEAL23 1.7111 1.3919 45.0 
24. IDEAL24 4.4000 1.3212 45.0 
25. iDFAL25 1.6444 1.0478 45.0 

N of Cases 45.0 

Statistics for 
Scale 

inter-item 
Correlations 

Mean Variance 
104.6222 62.0586 

Mean Minimum Maximum Range Max/Min Variance 
. 0458 -. 5750 . 7055 1.2806 -1.2270 . 1048 

N of 
Std Dev Variable3 

7.8777 25 

Item-total-statistics 

Scale Scale Corrected 
Mean Variance Item- Squared Alpha 

if Item if Item Total Multiple if Item 
Deleted Deleted Correlation Correlation Deleted 

IDEALI 98.0444 63.3162 -. 1796 . 6795 . 6219 
IDEAL2 102.2000 54.0727 . 3998 . 7111 . 5692 
IDF. kL3 102.7333 57.7909 . 1430 . 6465 . 6044 
IDEAL4 98.2222 64.5404 -. 2525 . 7556 . 6343 
IDEAL5 98.2000 64.8909 -. 2616 . 7600 . 6387 
IDEAL6 102.7111 53.6192 . 5106 . 7177 . 5593 
IDEAL7 97.8222 63.1949 -. 1851 . 6597 . 6197 
IDFALB 102.5111 58.5283 . 1249 . 7006 . 6059 
IDEALL9 98.3111 63.0374 -. 1303 . 7607 . 6241 
IDF-kLlO 98.0889 61.2192 . 0458 . 7575 . 6091 
IDFAL1l 103.0989 50.6293 . 63e4 . 8276 . 5361 
; pVAL12 100.1778 58.0586 . 2165 . 7468 . 5944 
1 &kL13 102.3111 51.7192 . 3617 . 7952 . 5690 
I=14 100.6667 5S. 2727 . 4020 . 7016 . 5730 
IDEAL15 98.4444 57.5253 . 2677 . 7713 . 5892 
IDFAL16 98.2000 62.4364 -. 0780 . 5647 . 6183 

. 
IDEXL17 98.4889 61.9828 -. 0395 . 6575 . 6168 
IDEAL18 102.3333 54.4545 . 4270 . 7562 . 5683 
rDEAL19 102.3556 57.0980 . 2344 . 84229 . 5917 
IDEAL20 98.9556 58.3162 . 1040 . 7600 . 6106 
IDEAL21 102-4667 53.8909 . 4382 . 7910 . 5653 
IDEAL22 98.4899 59.1646 . 1379 . 6134 . 602q 
IDEAL23 102.9111 51.2646 . 4443 . 6249 . 51,63 
rDFAL24 100.2222 62.4495 -. 1023 . 5182 .;; 4-)3 
IDF. kL25 102.9778 54.7495 . 4005 . 8073 . 5713 

Reliability Coefficient3 25 item3 

Alpha - . 6074 Standardized item alpha = . 5452 
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Correspondence from author of the Child Grid 

McCormick 

From: 
To: 
Sent: Thursday, April 05,20014: 04 PM 
Attach: F GRID Paper minus test retest. dot; FAMILY GRID-dot 
Subject: Family Grid 

To Rachel McCormick. 
From Hilton Davis (forwarded by Linda, PA) 

Dear Ms McCormick, 

Thank you very much indeed for your letter of 18th March. 
I apologise for not replying sooner, but I have been out of 
the country working for the past 3 weeks. 

Your study sounds really interesting in an important area 
for intervention. 

We have been using the Family Grid in a number of studies, 
but unfortunately have not published very much on it 
recently. There always seems to be something else to do. 
Nevertheless, I enclose a very rough draft paper for your 
information. It is clearly unpublished and is likely to 
remain so until we have a significant amount of time to 
actually get it together. Nevertheless, I thought it might 
be useful for you to see as it might be helpful. I am 
sending it as an attachment to this message. As a result 
of that work we have actually shortened the Family Grid as 
a whole and I attach a copy of the new version for your 
information. 

I hope the work is successful. If you need any further 
information please let me know. 

With very best wishes. 

Yours sincerely, 

Hilton Davis 
Professor of Child Health Psychology 
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Appendix 3 

Pilot Stud 

A pilot study was carried out to check the clarity of the questionnaire and ensure that the 

questions asked were appropriate and acceptable to participants. The questionnaire 

included the following measures: 

9 Demographic questionnaire -devised by researcher 

* Reproductive health questionnaire -adapted from routine ante-natal questions 

* Abuse questionnaires -partly devised by researcher and also adapted from the 

Abuse Assessment Screen (AAS, Parker & MacFarlane, 1991) 

% General Health Questionnaire (GHQ -12, Goldberg, 1992) 

* The Child Grid - extracted from The Family Grid (Davis, 1997). 

The pilot participants were obtained through a social work contact who distributed five 

questionnaires to Nvork colleagues whom Nvere known to have experienced domestic 

violence and five questionnaires to colleagues who had not. The work colleagues 

included social workers, local council workers and administrative staff 

A feedback form was attached to each questionnaire so that participants could comment 

on the time taken to complete the questionnaire and express any difficulties with the 

questions asked (see attached). The average time taken by the pilot group to complete the 

questionnaire was 26 minutes (range 20 to 40) which was acceptable to participants. 

One participant indicated difficulties in understanding the Child Grid section. However, 

as only one person had difficulties with the scale and it has been used with different 

populations, it was felt unnecessary to alter this. The instructions provided in the 

questionnaire were taken verbatim from the instructions provided with the scale. 

5-10 



A further participant expressed concern at the appropriateness of asking questions related 

to forced sexual contact and child abuse. These comments were considered and discussed 

ftirther with professionals in the area and two of the pilot participants. These participants 

had submitted their names on the returned questionnaires and had agreed to be contacted 

if necessary regarding feedback. They were contacted by telephone and e-mail and asked 

directly about the difficulties highlighted. The general opinion was that it was useful to 

include these items, as they may be important factors in the study. Therefore, the items 

remained unchanged in the questionnaire. 

A number of questions, although they provided additional information, were not 

considered necessary for the analysis and were therefore eliminated. For example, some 

of the excluded questions provided information about the partners of participants. As a 

number of participants were likely to have had more than one partner and in some cases 

former not current partners were the perpetrators of domestic violence, it was difficult to 

achieve clarity on infonnation about abusive partners vAthout asking additional 

questions. The primary aim of the study relates to women and their children, therefore the 

decision was taken to be specific and concise with an easy to complete questionnaire 

rather than over-inclusive with an instrument that would take longer to complete. Table 1 

illustrates the questions which were eliminated from the questionnaire and gives a brief 

rationale for their exclusion. 
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Table 1 Questions eliminated from the questionnaire following the pilot study 
Questionnaire section Question Reason for elimination 

If currently IiiingAith a partner, approximately how long have 

you been lhing together? 

Would need additional questions to 

clarify the significance of thi s 
information 

Is your partner in paid employment? Not directly necessary for the study 

What is your current family income? Not directly necessary for the study 

3 If yes, was this your current partner, cx-partner or both? 'Mis question yields the same response 

as question 1.2 in this section 

4 How old are your children? Not directly necessary for the analysis 

4 Do you children share the same birth father? Not directly necessary for the analysis 

4 How many pregnancies have you had7 This information can be obtained from 

questions. 

One further question was added to the questionnaire, this was a direct question related to 

whether participants had experienced violence whilst pregnant with the child they chose 

to focus on in the latter section of the questionnaire. This was added simply to provide 

clarification for the researcher. 

Descriptive analysis of the pilot study 

A short descriptive analysis Nvas carried out, "ith a selection of the pilot data to examine 

the characteristics of the sample and to identify any potential problems in analysis. 

Table 2 Mean scores of participants on the variables age, number of children and General 
Health Questionnaire (GHO-12) scores. 

Domestic Violence 
(n=5) 

Non Domestic Violence 
(n=5) 

Mean age of participants 37.6 32.6 

Mean number of children 2 2.2 

Mean GHQ score of 
participants 

2 

GHQ-12 cut-off score to indicate caseness is 3/4 using the binary scoring method. 
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As shown in Table 2, there was a mean age difference of five years between the two 

groups, with the domestic violence participants being slightly older. There was little 

difference between the mean number of children of participants in each group. Although 

there appears to be little difference between the mean GHQ scores of both groups, the 

mean score for the domestic violence group falls within the clinical caseness range for 

this scale. 

Further analysis of the demographic data highlighted that nine participants were of white 

LJK origin and one participant was of Black Caribbean origin. This participant was in the 

domestic violence group. In terms of marital status, four participants in the non-domestic 

violence group were married; one was living as married. In the domestic violence group, 

two participants were married, one was living as married, and two were separated. 

Table 3 illustrates that all five participants in each group were in some form of 

employment. 

Table 3 Emnlovment status Of DarticiDants 
Domestic Violence 
(n=5) 

Non Domestic Violence 
(n=5) 

Employed full-time 2 3 

Employed part-time 3 2 

In educational training 0 0 

Not employed or in training 0 0 

In relation to the experience of abuse, three of the five participants in the domestic 

violence group had experienced physical violence during pregnancy. When asked to the 

focus on a specific child, three participants in the domestic violence group chose a female 

child, Nvhilst in the general group all the participants focused on a male child. 
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Table 5 Mean aroun scores of the Child Grid discrer)ancv means 
Domestic Violence Non Domestic Violence 
(n=5) (n=5) 

Group mean scores of child- 1.27 1.11 
ideal discrepancy means 
Based on the normative data for this scale, a mean discrepancy of 2.0 or more indicates a problematic 

relationship between mother and child. 

As shown in Table 5, although the mean scores for the two groups fall within the non- 

clinical range of the child-ideal scale, the mean for the domestic violence group is 

slightly higher than the non-domestic violence group. 

The pilot study highlighted a number of points that needed addressing for the main study: 

* Ensure a wider representation of participants from ethnic minorities, 

9 Ensure that participants from the general population are matched as far as possible on 

the demographic details namely age, marital status and employment status. 

This was not fully attempted for this pilot study because the primary aim here was to 

check clarity of the questionnaire. This aim was achieved. 
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Letter to pilot participants and feedback form 

Lancashire Doctorate in Clinical Psychology Course 

Whitegate Drive Hdalth Centre 

156, %itegate Drive 

Blackpool 

Dear 

RE: Research into'Domestic Violence in Pregnancy 

Thankyou for agreeing to take part in this pilot study concerning the above mentioned 

research project. Enclosed is a questionnaire with an information sheet and consent form 

which I would be grateful if you could fill in. 

I would appreciate any comments you may have on the questions and the information 

sheet, regarding clarity, ease to fill in, and applicability. Attached to this letter is a small 
form to fill in after you have completed the questionnaire. Please return the form -with the 

questionnaire in the prepaid envelope. Thanks once again for taking the time to help. 

Yours Sincerely 

Rachel McConnick 

Trainee Clinical Psychologist 
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PILOT QUESTIONNAIRE 

Approximately how long did it take you to read the information and consent forms and 

complete all the questions? 

Were there any aspects of the questions or infonnation supplied that you did not 

understand or took you awhile to work out? If yes, please highlight these. 

, Were there any questions that you felt were irrelevant to the nature of the study? If yes, 

please state these. 

Was there anything not included which you feel should have been? If yes, please state. 

Whilst understanding the difficult nature of this subject, were there any questions that 

you felt were particularly hard to answer? If yes, please state. 

You are welcome to make additional comments on the back of this sheet. 
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Appendix 4 
Final Version of Questionnaire 

Information Sheet for Participants 
My name is Rachel McCormick, I am a Trainee Clinical Psychologist employed in the 

NHS. I am conducting a study exploring domestic violence during pregnancy and the 

possible future difficulties for children. The purpose of the study is to help inform 

professionals w ork-ing with children and their families where a history of domestic 

violence in the family may contribute to current difficulties. 

To carry out the study, I need a variety of participants including women who have 

experienced violence during pregnancy, women who may have experienced violence but 

not whilst pregnant and women who have not experienced domestic violence at all. 
Attached is a set of questions covering a variety of areas. Although there are a number of 

pages, the questions are straightforward and take approximately half an hour to complete. 
The questionnaires are confidential and will not be seen by anyone else but the 

researcher. Your decision on whether to take part in the study will not affect any help or 

services that you receive now or in the future. 

If you wish to participate, on the next page is a consent form which you need to read 

carefully and tick the relevant box. The consent form stays attached to the questionnaire 
but you can remove this information sheet if you wish and keep it for future reference. 
If any questions are unclear or you ivish to discuss an aspect of the study either before 

completing the questionnaire or after, I can be contacted on Please leave a 

message and I will contact you as soon as possible. 
I am aware that answering some of the questions may well be difficult and upsetting. If 

this should be the case and you wish to speak to someone, there are a number of contacts 

on the last page of the questionnaire who would be happy for you to get in touch and who 

are aware of this study. 
I would like to express my sincere thanks in anticipation of your taking part in this 

important study. 
Rachel McCormick 

Lancashire Doctorate in Clinical Psychology Course. 
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Consent Form for Questionnaire Participants 

91 have carefully read the information on the previous page and am aware of what the 

study is about and that I need to complete the attached questionnaire. 

*I know ýhat I can contact the Researcher to ask questions about the study before 

completing the questionnaire and after I have filled it in. 

*I know that should I need to talk to someone after completing the questionnaire, there 

are a number of places that I can contact. 

*I know that I don't have to complete the questionnaire if I don't want to and am 

aware that this will not affect any help that I receive. 

91 know that if I change my mind, I can withdraw from the study at any time and that 

this Nvill not affect any help that I receive. 

eI know that any information I give in this questionnaire will remain confidential. 

Any complaints about the study should be addressed to: Head of School, School of 
Psychology, University of Wales, Bangor, Gwynedd, LL57 2DG. 

Consent: 

I agree to participate in this study by completing the attached questionnaire 

Please put tick- in box if you have read the above and are milling to take part in the study 
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Research Questionnaire into Domestic Violence 
Sectionl -1 
1) How old are you? (please state in box) F 
2) What is your ethnic origin? (please tick appropriate box) 

White UK White other please specify -- -- --------------- 

Black AfricanF]Black Caribbean F-1 Black other 
1-1 

please specify 

Indian 
1-1 

Pakistani F-1 Asian other 
1-1 

please specify ------------ - ---- 

Any other ethnic group F-I please specify --- -- -------------------- - -- - --------------- 

3) What is your marital StatUS? (please lick appropriate box) 

Living as Married Separated Divorced Married F 

Widowed F1 Single 
1-1 

4) What is you current employment status? 

Employed full-timeFý Employed part-time 

F] 
In educational trainingF-] 

Not in paid employment or training 
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Section 2 

PLEASE READ THIS CAREFULLY. 

I would like to know if you have had any medical complaints and how your health has been in general, over 

the lasifew weeks. Please answer ALL the questions simply by circling the answer which you think most 

nearly applies to you. Remember that I want to know about present and recent complaints, not those that 

you had in the past. 
It is important that you try to answer ALL the questions. 
HAVE YOU RECENTLY: 

1. been able to concentrate Better Same Less Much less 
on whatever you're doing? than usual as usual than usual than usual 

2. lost much sleep Not No more Rather more Much more 
over worry? At all than usual than usual than usual 

3. felt that you are playing a More so Same Less useffil Much less 
useful part in things? Than usual as usual than usual useful 

4. felt capable of making More so Same Less so Much less 
decisions about things? Than usual as usual than usual capable 

5. felt constantly Not No more Rather more Much more 
under strain? At all than usual than usual than usual 

6. felt you couldn't Not No more Rather more Much more 
overcome your at all than usual than usual than usual 
difficulties? 

7. been able to enjoy More so Same Less so Much less 
your normal day-to-day than usual as usual than usual than usual 
activities? 

8. been able to face up to More so Same Less able Much less 
your problems? Than usual as usual than usual able 

9. been feeling unhappy and Not No more Rather more Much more 
depressed? At all than usual than usual than 
usual 

10. been losing confidence in Not No more Rather more Much more 
yourself? At all than usual than usual than usual 

11. been thinking of yourself Not No more Rather more Much more 
as a worthless person? At all than usual than usual than usual 

12. been feeling reasonably More so About same Less so Much less 
happy, all things than usual as usual than usual than usual 
considered? 
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Section 3 

1) Have you ever been hit, slapped or othenvise physically hurt, at any time by a partner? 
(please tick appropriate box) 

Yes 

F] 

NoF] 

If yes, was this your : current partner? ex-partner? 
11 

or both? 

2) Has a partner ever forced you, at any time, to have sexual activities? 
(plowe fick aMopTiate box) 

Yes 
1-1 

No 

If yes, was this your: currentpartner? ex-partner? Fý or both? 

3) If applicable, please state, approximately, how long ago it was when a partner last 

physically hurt you -------------------------------------------------- 

4) When you were pregnant, were you ever hit, slapped or otherwise physically hurt by a 

partner? (please tick appropriate box) 

Yes No 
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Section 4 

1) How many children do you have? (please state) ------------------------------------------- - 

2) Have you ever experienced a miscarriage before 12 weeks? (please tick appropriate box) 

Yes 
1-1 

NoF] 

If yes, please state how many if you have experienced more than one 

3) Have you ever experienced a miscarriage after 12 weeks? (please tick appropriate box) 

Yes 
1-1 

No F1 
If yes, please state how many if you have experienced more than one --- - -------------------- 

4) Have you ever experienced a stillbirth? (please tick- appropriate box) 

Yes 
F] 

No 
1-1 

If yes, please state how many if you have experienced more than one ----------------------- 
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Section 5 

The following pages require you to think about just one child under the age of 16, answer 
the questions thinking about the same one child throughout. Please read the following 

instructions careftilly: 

9 If you have not experienced physical or sexual violence from a partner, please think 

of any one of your children under 16. 

* If you have experienced violence from a partner, but not during pregnancy, think 

about any child of yours, under 16, who was bom after the first violent incident. 

-9 If you have experienced violence wbilst pregnant, think of any child, under 16, who 

you were pregnant, %vith and experienced violence during that pregnancy. 

1) What is the sex of your child? (please fick- appropriate box) male 171 female F-I 
2) How old is your cMd now? (please state) 

3) Did you experience domestic violence whilst pregnant with this child? 

Yes 1-1 No Fý If yes, please describe briefly ----------- 
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4) Did you experience any physical and/or mental health problems whilst pregnant with 
this child? 

Yes F-1 No 
P 

If yes, please describe briefly ----------- 

5) Did you experience any problems during labour or birth with this child? 

Yes 
1-1 

No F] If yes, please state -------- 

6) Did you experience any physical and/or mental health problems following the birth of 
this child? 

Yes 1-1 No 1-1 If yes, please describe briefly 

7) Approximately, what was your child's weight at birth? (please state) 

8) When was your child born? before 37 weeks 
1-1 

at 37 weeks or after 

9) Whilst you were pregnant, was your partner at that time the father of your unborn 

child? (please tick appropriate box) 

Yes F1 No Fý 
10) Was this child planned? (please fick- aMopfiate box) 

Yes FI No F1 
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11) Was the discovery of the pregnancy: 

a happy event? 
1-1 

an unhappy event? F1 Neither? 
1-1 

12) Whilst you were pregnant with this child, did your partner (or ex-partner) show any 
feelings of- --] 

No[ anger towards your unborn child? (please tick appropriate box) Yes 
[ 

jealousy of your unbom child? (please tick appropriate box) Yes F-I No 
m 

If yes to any of the above, please provide brief examples of what was said or done to 

. make you think your partner was angry/ jealous of your unborn child -- -------------------- 

13) Whilst pregnant, did you have any concerns for the safety of your child? (please 6ck 

appropriate box) 

Yes F1 No 
1-1 

If you had concems, please describe briefly what these concerns were ----------------------- 
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14) Has your child had contact Nvith any of the following services? If yes to any of these, 

please state reason for contact and whether he/she is still involved. Please use space 

provided; 

Paediatrician Yes F1 No F-I ------------- - ----------------- 
------- - --------- 

Social Worker YesF-1 NoF71 

---- - ------------------- -- --- 

Educational Psychologist Yes F71 No ----------- - ------------------- 

Clinical Psychologist Yes No 
13 

------ - ------ - ---------- - ---- 

Speech and Language Therapist Yes No ------ - ----------------- --- -- 

Child Psychiatrist Yes No -------------------- - ---------- 

Education Welfare Officer Yes 

F1 

No -------------------------- - ---- 

---------------------------------------------------------------------------------------------------------- 
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15) Have you ever been concerned that your child may be at risk from abuse? 

Yes 
1-1 

No Fl 
If yes, briefly explain ---------------------------------- - ----------------------------- ------------- - 

16) To your knowledge, has your child ever been physically or sexually abused? 

Yes, physically abused Yes, sexually abused Fý 
Yes, both No, neither 

II 

17) If yes to the previous question, was your child abused by: 
(please tick box, if appropriate, more than one box can be ticked) 

Yourself? F-I 
Another family member? F1 

Their father? 

[-] 

A significant other? F1 
A step-father? 

171 

A stranger? F] 

5-27 



Section 6 

Instructions for the following questions 

This is the final part of the study. In this next set of questions, you are asked to consider 

what your child is like. 

On the following page entitled 'My child' there are 25 scales on which to rate your child. 
The first scale is 'happy' to 'miserable' and is to be completed in the following way: 

If you think your child is extremely miserable please put a cross in square 1. 

If you think your child is generally miserable put a cross in square 2. 

If you think your child is quite happy put a cross in square 5 and so on. 

On the other hand, if your child is an extremely happy child, please put a cross in 

square 7. 

Put a cross in one square for each line and complete all the scales, working quickly to 

give your very first impression. 

The page entitled 'My child as I would like herlhim to be ideally' is completed in the 

same way. You, %vork down each scale rating your child, as you would like them to be. 
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MY CHILD 

HaPPY 

Has a temper 

AfIxiOus 

C; oricentrates well 

L-earns quickly 

-NaLighty 

Healthy 

-Needs everything done 

ILikes people 

C. Ornmunicates well 

Has problems 

Manages on own 
Does not like people 
Communicates poorly 
Does not have problems 

over-active Under-active 

Lazy 9 11"4 1 Not lazy 

Noisy 11ý 
_JjV3 

IM ý 2 -11" Quiet 

IrIterested in surroundings JV4]0: ýý 2 I" Disinterested in surroundings 

Affectionate 
IV Not affectionate 

Determined Not determined 

: )isobedient Obedient 

: )ifficult to control Easy to control 

-4as a strong personality Not a strong personality 

:; Iinging Independent 
ýOciable 4 Shy 

j ý, jot loveable ýýU 
_ 

Tj Loveable 

ýreclictable Unpredictable 

ýPiteful Not spiteful 

Nfl 
7 JJIU6 Miserable 4 110115 

MI 2 

JL7 ME Does not have a temper 

Not anxious 

Concentrates poorly 

Learns slowly 

Good 

Unhealthy 

5-29 



MY CHILD AS .1 WOULD LIKE 
HERMIM TO BE IDEALLY 

Nfl 1111 Happy 7 =6 =5 4 3 =2 Miserable 

Has a temper 7 6 5 4 Does not have a temper 
Anxious 7 6 5 4 3ý M2 Not anxious 
Concentrates well 7 6 5 4 11 0-3 M2] 1" Concentrates poorly 
Learns quickly 7 6 5 4 3 1" Learns slowly 
Naughty 7 6 5 4 3 2 1" Good 

Healthy 7 6 5 4 3 2M ETI N Unhealthy 

Needs everything done 5 4 3 Manages on own 
Likes people 7 =6[9 85 =41 M3 Does not like people 
Communicates well 71 06 5 4 3_ =2 Communicates poorly 
Has problems -1 17 06 5 4 3 2 1" Does not have problems 
Over-active 5 5 4 3 2 Under-active 

Lazy 
_7 

M 60 5a 4 3 2 Not lazy 

Noisy 5 4 
_IN 

[ 3U M2 M11 " Quiet 

Interested in surroundings 1 1 710 6 5 4 3= 2 11 " Disinterested in surrounding 
Affectionate R 7= 15M 5= 4 3 [A l Not affectionate 
Determined 7 6= 5= 4 3 11 1211 1" Not determined 

Disobedient 7 Obedient 

Difficult to control I FY J W6 = 5 
_= 

4 3 2 Easy to control 
Has a strong personality § 70 6 5= 4 3 Not a strong personality 
Clinging 14 M 31 independent 

Sociable 6 14 M 3M j[ý]11 " Shy 

Not loveable - j[ 
_A 

W6 14 W 3M 2M 10 Loveable 

Predictable M j_W 6 14 3M 2 11 1" 1.19predictable 

Spiteful 7= 6= 5= 4 3= 2 10 1a Not spiteful 
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Thank you for taking the time to complete this questionnaire, I would be grateful if you 

could take a few minutes more to check that you have answered all the questions. 
At the bottom of this page are numbers that you can contact should you feel the need to 

discuss any of the issues covered in this study. 

The second stage of the study involves an interview carried out by me, taking no longer 

than an hour; this can take place at a venue of your choice. I am particularly keen to 

interview women who have experienced violence during pregnancy and women who did 

not but experienced violence at other times from a partner. 
If you may be -%villing to take part in the inter-view stage, there are a number of ways that 

you can volunteer. You can include your name; address and/or telephone number on this 

sheet and either return it with the questionnaire or return it separately. Any contact details 

, you give will remain confidential. Alternatively, you can contact me on the number given 

on the front sheet of this questionnaire. 

If you are interested in participating in the second stage of the study, I will contact you to 

provide more information about the interview and ask if you definitely wish to take part. 
Please complete any of these, details if you would like me to contact you about the next 

stage of the study: 
Name: 

Address: 

Telephone Nwnber: 

Email address: 

CONTACT DETAILS (please contact any of the following should you feel the need) 
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Appendix 5, 

Descriptive Statistics for the DAI and non-DN7 Groups 

DV Non-DV 

age of participant 
StatiStiCsa 

age of participant 

N Valid 27 
Missing 1 

Mean 34.2222 
Median 35.0000 
Std. Deviation 5.6659 
Skewness 

. ---. 
760 

Std. Error of Skewness . 448 
Kurtosis 1.076 
Std. Error of Kurtosis . 872 
Minimum 19.00 
maximum 45-00 

a. experience of physical abuse = yes 

ethnic group Y. 
Statisticsa 

age of participant 

N Valid 24 
Missing 0 

Mean 37.0833 
Median 36.0000 
Std. Deviation 5.9485 
Skewness 

. 294 
Sid. Error of Skewness 

. 472 
Kurtosis -. 988 
Std. Error of Kurtosis 

. 918 
Minimum 27.00 
maAmum 47.00 

experience of physical abuse = no 

ethnic group 

N Valid 28 
Missing 0 

Mean 1.4643 
Median 1.0000 
Std. Deviation 1.4268 
Skewness 3.126 
Std. Error of Skewness . 441 
Kurtosis 9.339 
Std. Error of Kurtosis . 858 
Minimum 1.00 
maximum 7.00 

i. experience of physical abuse = yes 

ethnic group 

N Valid 24 
Missing 0 

Mean 1.1667 
Median 1.0000 
Std. Deviation . 8165 
Skewness 4.899 
Std. Error of Skewness . 472 
Kurtosis 24.000 
Std. Error of Kurtosis . 918 
Minimum 1.00 
Maximum 5.00 

3. experience of physical abuse = no 
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marital status 

Statistics' 

marital status 
N Valid 28 

Missing 0 
Mean 2.8571 
Median 2.5000 
Std. Deviation 1.9190 
Skewness 

. 693 
Std. Error of Skewness 

. 
441 

Kurtosis -. 942 
Std. Error of Kurtosis 

. 
858 

Minimum 1.00 
Maximum 6.00 

a. experience of physical abuse = yes 

employment status of participant 
StatistiCSa 

employment status of participant employment status of participant 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 2.5714 Mean 2.3750 

Median 2.0000 Median 2,0000 

Std. Deviation 1.2301 Std. Deviation . 9696 

Skewness . 016 Skewness . 385 

Std. Error of Skewness -. 441 Std. Error of Skewness . 472 

Kurtosis -1.641 Kurtosis -. 678 

Std. Error of Kurtosis * 858 Std. Error of Kurtosis; . 918 

Minimum 1.00 Minimum 1.00 

Maximum 4.00 Maximum 4.00 

a. experience of physical abuse = yes 

marital status 
N Valid 24 

Missing 0 
Mean 1.7917 
Median 1.0000 
Std. Deviation 1.3181 
Skewness 1.910 
Std. Error of Skewness 4-., ' A72 
Kurtosis 3.513 
Std. Error of Kurtosis 

-9118 
Minimum 1.0o 
Maximum 6.00 
a. experience of physical abuse = no 
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ghq-12 score of participant 
Statistics2 

ghq-12 score of participant ghq-12 score of participant 

N Valid 28 N Valid - 24 
Missing 0 Missing 0 

Mean 4.1429 Mean 1.2917 
Median 2.5000 Median 

. 0000 
Std. Deviation 4.2226 Std. Deviation 1.7062 
Skewness . 802 Skewness 1.049 
Std. Error of Skewness . 441 Std. Error of Skewness 2 

. 472 
Kurtosis -. 750 Kurtosis 140 
Std. Error of Kurtosis Std. Error of Kurtosis 01! . 918 
Minimum . 00 Minimum 

. 00 
Maximum 12.001 Maximum 5.00 
a. experience of physical abuse = yes a. experience of physical abuse = no 

number of children of participant 
Statisticsa 

number of children of participant number of children of participant 

N Valid 29- N Valid 24 

Missing Missing 0 

Mean 2.5000 Mean 2.0417 

Median 2.0000 Median 2.0000 

Std. Deviation 1.0715 Std. Deviation . 8587 

Skewness . 778 Skewness -. 084 

Std. Error of Skewness ,..:,. 441 
- 

Std. Error of Skewness . 472 

Kurtosis 
- 

. 487 Kurtosis -1.668 
Std. Error of Kurtosis . ý. 8-58 Std. Error of Kurtosis 918 

H3 ý 
Minimum 1.00 Minimum 1.00 

Maximum 5.00 aximum M 3.00 

a. experience of physical abuse = yes 
Ul FJI)YbIL; dl dVUZt: - RIV 
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number of pregnancies 
Statisticsa 

/11ý 
number of pregnancies number of pregnancies 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 3.3571 Mean 2.6250 
Median 3.0000 Median 2.0000 
Std. Deviation 1.9667 Std. Deviation 1.5269 
Skewness 1.095 Skewness 

. 781 
Std. Error of Skewness 

. 441 Std. Error of Skewness 
. 472 

Kurtosis 
. 994 Kurtosis -. 037 

Std. Error of Kurtosis :-1 . 858 Std. E ror of Kurtosis .., -. 918 
Minimum 1.00 Minimum 1.00 
Maximum 9.00 Maximum 6.00 
a- experience of physical abuse = yes a. experience of physical abuse = no 

number of miscarriages/stillbirths 

Statistir-Sa ><' 

number of miscarriages/stillbirths 

Statistir-sa 

number of miscarriages/stillbirths 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean . 7857 Mean . 5000 

Median . 0000 Median . 0000 

Std. Deviation 1.1339 Std. Deviation 1.0215 

Skewness 1.439 Skewness 2.536 

Std. Error of Skewness *441 
Std. Error of Skewness . 472 

Kurtosis 1.322 Kurtosis 6.444 

Std. Error of Kurtosis . 858 Std. Error of Kurtosis . 918 

Minimum J 
. 00 Minimum . 00 

Maximum 4.00 maximum 4.00 

a. experience of physical abuse = yes a. experience of physical abuse = no 
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birthweight of focus child 

. Statistics, 

birthweight of focus child , 
birthweight of focus child 

N vaiia do IN vaiia 24 
Missing 0 Missing 0 

Mean 6.9679 Mean 7.5200 
Median 7.0400 Median 7.5700 
Std. Deviation 1.1881 Std. Deviation 1.1993 
Skewness -1.176 Skewness 

. 243 
Std. Error of Skewness . 441 Std. Error of Skewness 

. 472 
Kurtosis 3.781 Kurtosis 

. 265 
Std. Error of Kurtosis 4, -;, . 858 Std. Error of Kurtosis 

. 918 
Minimum 3.00 Minimum 5.11 
Maximum 9.06 Maximum 10.02 

. a. experience of physical abuse yes a. experience of physical abuse no 

timing of birth 
Statistiesa 1ý11 

timing of birth 

Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

timing of birth 

28 
0 

1.9286 
2.0000 

. 
2623 

-3.520 
7-qF. 441 

11.183 

. 858 
1.00 
2.00 
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Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 
a. experience of physical abuse = no 

24 
0 

1.9167 
2.0000 

. 2823 

-3.220 p. 472 
9.124 

. 918 
1.00 
2.00 



gender of focus child 
StatisticSa 

gender of focus child gender of focus child 
vaito 28 N Valid 24 
Missing 0 Missing 0 

Mean 1.4286 Mean 1.3750 
Median 1.0000 Median 1.0000 
Std. Deviation 

. 5040 Std. Deviation 
. 4945 

Skewness 
. 305 Skewness -). 551 

Std. Error of Skewness 
. 441 Std. Error of Skewness 472 

Kurtosis -2.060 Kurtosis 
. -1.859 Std. Error of Kurtosis 

Minimum . 858 
1.00 

Std. Error of Kurtosis 
Minimum . 918 

1.00 
Maximum 2.00 Maximum 2.00 
a. experience of physical abuse yes a. experience of physical abuse no 

age of focus child 
Statistics' y 

age of focus child age of focus child 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 8.5000 Mean 9.3333 
Median 9.0000 Median 9.5000 
Std. Deviation 3.9487 Std. Deviation 4.6966 
Skewness 

. 010 Skewness -. 185 
Std. Error of Skewness 441 Std. Error of Skewness C) -; 1-. 472 
Kurtosis -. 742 Kurtosis -1.509 
Std. Error of Kurtosis 

. 858 Std. Error of Kurtosis 
. 918 

Minimum 1.00 Minimum 2.00 
Maximum 15.0() Maximum 15.00 

a. experience of physical abuse = yes a. experience of physical abuse = no 
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experience of domestic violence with child 

Statisticsa 
experience of domestic violence with child experience of domestic violence with child 

N Valid 28 N Valid 24 

Missing 0 Missing 0 

Mean 1.4643 Mean 2.0000 

Median 1.0000 Median 2.0000 

Std. Deviation . 5079 Std. Deviation . 0000 

Skewness '151 
Std. Error of Skewness . 

472 

Std. Error of Skewness - . 441 Std. Error of Kurtosis . 918 

Kurtosis -2.135 Minimum 2.00 

Std. Error of Kurtosis . 858 Maximum 2.00 

Minimum 1.00 a. experience of physical abuse no 
Maximum 2.00 

a. experience of physical abuse yes 

problems during pregnancy 
Statisticsa 

problems during pregnancy problems during pregnancy 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 1.6786 Mean 1.8333 
Median 2.0000 Median 2.0000 
Std. Deviation . 4756 Std. Deviation 

. 3807 
Skewness -. 809 Skewness 

-1.910 Std. Error of Skewness . 441 Std. Error of Skewness 
q. -C) . 472 

Kurtosis -1.456 Kurtosis 1.792 
Std. Error of Kurtosis . 

858 Std. Error of Kurtosis 
'918 Minimum 1.00 Minimum 1.00 

maximum 2.00 1 Maximum 2.00 
a. experience of physical abuse yes a. experience of physical abuse no 
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problems during labour 
Statistics2 

problems during labour 

/ 

problems during labour 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 1.5357 Mean 1.8333 
Median 2.0000 Median 2.0000 
Std. Deviation . 

5079 Std. Deviation 
. 3807 

Skewness -. 151 Skewness 
-1.910 

Std. Error of Skewness . 441 Std. Error of Skewness 
. 472 

Kurtosis -2.135 
Kurtosis 1.792 

Std. Error of Kurtosis ... 858 Std. Error of Kurtosis 
- 918 

Minimum ,. 1.00 Minimum ( Zf 
1.00 

Maximum 1 2.00 [ Maximum 2.00 
a. experience of physical abuse = yes 

problems post-natally V-11 
Statistics' 

problems post-natally 

a. experience of physical abuse = no 

probfems post-natally 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 1.5714 Mean 1.6667 
Median 2.0000 Median 2.0000 
Std. Deviation 

. 5040 Std. Deviation 
. 4815 

Skewness -. 305 Skewness -. 755 
Std. Error of Skewness C) "1'. 441 Std. Error of Skewness 1-6 

. 472 
Kurtosis -2.060 Kurtosis -1.568 
Std. Error of Kurtosis 

. 858 Std. Error of Kurtosis 
. 918 

Minimum 1.00 Minimum 1 00 . 
maximum 2.00 1 Maximum 2.00 
a. experience of physical abuse = yes a. experience of physical abuse = no 
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father of focus child 

Statistics' 

father of focus child 

N Valid 
Missing 

Mean 
Median 
Std. Deviation 
Std. Error of Skewness 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

father of focus child 

28 N Valid 
0 Missing 

1.0000 Mean 
1.0000 Median 

. 
0000 Std. Deviation 

. 
441 Skewness 

. 
858 Std. Error of Skewness 

1.00 Kurtosis 
1.00 Std. Error of Kurtosis 1 

Minimum 
Maximum 

a. experience of physical abuse = no 

was the pregnancy planned 
Statisticsa 

was the pregnancy planned 

Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

feelings about the pregnancy 

Statisticsa 

feelings about the pregnancy 

was the pregnancy planned 

0 Missing 
1.4643 Mean 

1.0000 Median 

. 
5079 Std. Deviation 

'151 
Skewness 

: '. 441 Std. Error of Skewness 

-2.135 Kurtosis 
858 Std. Error of Kurtosis 

2-Fý 
1.00 Minimum 
2.00 Maximum 

a. experience of physical abuse = no 

x 

feelings about the pregnancy 

N Valid 28 N Valid 24 
Miýsing 0 Missing 0 

Mean 1.3214 Mean 1.0833 

Median 1.0000 Median 1.0000 

Std. Deviation . 6118 Std. Deviation 
. 2823 

Skewness 1.798 Skewness 3.220 "b 
Std. Error of Skewness . 441 Std. Error of Skewness 

. 472 

Kurtosis - 
2.302 Kurtosis 9.124 

Std. Error of Kurtosis Xýj . 858 Std. Error of Kurtosis 
. 918 

'9 Minimum 1.00 Minimum 1.00 
Maximum 3. ()D Maximum 2.00 

a. experience of physical abuse = yes a. ul IjIlytolucil cluu: nc - Ilu 
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partner anger about pregnancy 
Statistics3 

partner anger about pregnancy 

Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

partner jealousy of pregnancy 

Statisticsa 

partnerjealousy of pregnancy 

Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 
a. experience of physical abuse = yes 

partner anger about pregnancy 

28 Valid 
0 Missing 

1.7857 Mean 

2.0000 Median 

. 
4179 Std. Deviation 

-1.473 
Std. Error of Skewness 

. 
441 Std. Error of Kurtosis 

176 Minimum 

. 
858 Maximum 

1.00 a. experience of physical abuse no 

7 

Dartner jealousy of pregnancy 

28 N Valid 
0 Missing 

1.7857 Mean 
2.0000 Median 

. 4179 Std. Deviation 

-1.473 Std. Error of Skewness 
2 : ý,, 

. 441 Std. Error of Kurtosis 

. 176 Minimum 

. 858 Maximum 
1.00 a. experience of physical abuse = no 
2.00 

concerns about safety of unborn child 
Statistics2 

concerns about safety of unborn child concerns about safety of unborn child 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 1.6071 Mean 1.9167 

Median 2.0000 Median 2.0000 

Std. Deviation . 4973 Std. Deviation . 2823 

Skewness -. 464 Skewness -3.220 
Std. Error of Skewness . 441 Std. Error of Skewness 

. 472 

Kurtosis -1.928 Kurtosis 9.124 

Std. Error of Kurtosis . 858 Std. Error of Kurtosis 
.9 . 918 

Minimum 1.00 Minimum 1.00 

Maximum 2.00 Maximum 2.00 
L 

a. experience of physical abuse = yes a. experience of physical abuse = no 
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agencies involved with child 

Statistics2 

agencies involved with child agencies involved with child 

N Valid 28 N Valid 24 
Missing 0 Missing 0 

Mean 1.9643 Mean 1.2500 
Median 2.0000 Median 1.0000 
Std. Deviation 1.1049 Std. Deviation 

. 4423 
Skewness . 784 Skewness 1.233 
Std. Error of Skewness . 441 Std. Error of Skewness 

. 472 
Kurtosis -. 741 Kurtosis -. 531 
Std. Error of Kurtosis . 858 Std. Error of Kurtosis 

. 918 
Minimum 1.0() Minimum 1.00 
Maximum 4.00 Maximum 2.00 

a. experience of physical abuse = yes 

risk of abuse of child 
Statisticsa 

risk of abuse of child 

Missing 
Mean 
Median 
Sid. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

actual abuse 
StatiSticSa 

actual abuse 

Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

a. experience of physicat abuse = no 

risk of abuse of child 

0 Missing 
1.7143 Mean 
2.0000 Median 

. 4600 Std. Deviation 

-1.003 Std. Error of Skewness 

. 441 Std. Error of Kurtosis 

-1.076 Minimum 

, 858 Maximum 
1.00 a. experience of physical abuse = no 

actual abuse 

0 Missing 
3.3214 Mean 
4.0000 Median 
1.2488 Std. Deviation 

-1.404 Std. Error of Skewness 
Std. Error of Kurtosis 

035 Minimum 
858 Maximum 
1-00 a. experience of physical abuse = no 
4.00 
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0 
2.0000 
2.0000 

. 0000 

. 
472 

. 
918 

2.00 
2.00 

0 
4.0000 
4.0000 

. 0000 

. 472 

. 918 
4.00 



perpetrator of abuse of focus child 
Statistics' 

perpetrator of abuse of focus child 

Missing 
Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

a. experience of physical abuse = yes 

Score of positiveness 

Statistics2 

score of positiveness 

perpetrator of abuse of focus child 

28 N Valid 24 
0 Missing 0 

6.3214 Mean 7.0000 
7.0000 Median 7.0000 
1.8268 Std. Deviation 

. 0000 
-2.007 Std. Error of Skewness 

. 472 

. 441 Std. Error of Kurtosis 
. 918 

2.515 Minimum 7.00 

. 858 Maximum 7.00 
2.00 a. experience of physical abuse = no 
8.00 

score of positiveness 

Mean 
Median 
Std. Deviation 
Skewness 
Std. Error of Skewness 
Kurtosis 
Std. Error of Kurtosis 
Minimum 
Maximum 

Missing 4 
1.5854 Mean 
1.4600 Median 

. 7983 Std. Deviation 
1.527 Skewness 

. 472 Std. Error of Skewness 
3.673 Kurtosis 

. 918 Std. Error of Kurtosis 

. 
40 Minimum 

4.12 Maximum 

Missing 2 

. 8982 

. 
7400 

. 
5634 

. 773 

. 491 

. 593 
Cý0.953 

. 00 

a. experience of physical abuse = yes a. experience of physical abuse = no 
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Appendix 6 

Procedure for Interview Analysis 
Qualitative analysis Nvas an appropriate method for examining the semi-structured 

questions in the interviews. Content analysis was selected as the strategy to use; it is 

considered useful in exploratory studies, provides a structure for extracting themes from 

text and allows for the counting of frequency of themes, thereby giving an indication of 

their significance (Robson, 1993). The analysis followed five stages: 

1. 'Immersion' in the data - words/phrases were written out, read and re-read. 

2. Themes were extracted from the text. 

3. Themes were translated into categories and organised under the six areas that the 

interviews aimed to cover, experience of abuse in general, experience of abuse in 

pregnancy, reactions to the abuse, relationship with children, support and overall 

reflections. These were collated onto an inter-rater schedule. 

4. Level of inter-rater agreement was calculated. 

5. The most frequently occurring themes were highlighted. 

Inter-rater agreement was established by calculating the mean percentage of agreement 

on themes across the four interview transcripts; this was found to be 75.5 percent. 

Reference 

Robson, C. (1993) Real World Research: A resource for scientists and practitioner- 

researchers. Oxford: Blackwells. 
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INTER-RATER SCHEDULE 

Please indicate with a tick in the relevant box if a particular theme appears in 

each of the interview transcripts. Leave the box blank if the theme does not 

appear ma particular mterview. 

Lxperience of abuse ingenera 

A Themes 1 2 3 4 

I Abuse began early in the relationship 

2 Abuse came unexpectedly 

3 There were early warning signs 

4 Abuse escalated over time 

5 No context to the abuse 

6. Abuse in context of bad mood 

7 Indications of problems in partner's childhood 

8 Physical violence ended when interviewee ended relationship 

9 Continuation of verbal/emotional abuse after end of 
relationship 
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Ex Werience ofabuse in 
_pcfflancv 
B Themes 1 2 3 4 

I Pregnancy not wanted by partner 

2 Abuse occurred in all pregnancies with that partner 

3 Abuse same during pregnancy as at other times 

4 Interviewee had physical health problems whilst pregnant 

5 Partner 'warmed' to pregnancy later on 

6. 'Honeymoon' period after birth of child 

7 Abuse began again within a few weeks of the birth 

8 Partnerjealous of pregnancy 

Relalionshýq with children born following DV in preQnqM 
C Themes 1 2 3 4 

1 Positive reaction from partner at birth of children 

2 Hope that the birth would change partner 

3 Concern for the child once born re: father's behaviour 

4 Interviewee overprotective of children 

5 Child aggression problems reported 

6. Interviewee connects child aggression to violence witnessed 

7 Child other emotional problems 

8 Acknowledgement of difficulties in mother-child relationships 

9 Indication of attempts to improve relationships 
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Reactions to the abuse 
D Themes 1 2 3 4 

I Detrimental and lasting effect on maternal mental health 

2 Partner insults on personhood (e. g. useless, worthless) 

3 Interviewee would try and keep out of way of partner 

4 Interviewee would try to do things 'right' 

5 Thought they could change their partner 

6 Spent a lot of time out of the house when pregnant 

7 Expressed concerns about the safety of unborn child 

8. Conftised feelings at being pregnant 

9 Children witnessed the abuse 

10 Children drawn into the abuse (e. g. made to watch) 

11 Acknowledgment that abuse has had an impact on the children 

SAWort 

E Themes 1 2 3 4 

1 Very few people told about abuse 

2 Limited or no support from family 

3 Examples of poor support from services 

4 Key person/event made a difference 

5 Expressed fear about ending relationship 

6. Reference to interviewee's readiness to end relationship/leave 

547 



Overall Reflections 

F Themes 1 2 3 4 

I Reference to devastating impact on/ruining family 

2 Reference to effects on relationships 

3 Reference to maternal overprotectiveness 

4 Child lack of trust/wariness of others 

5 Wouldn't tolerate abusive relationship again 

6. Awareness of lasting impact of abuse on the family 

7 Reference to improvements over time 
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Frequency of Themes in the Interviews 

No. times occurred out of 4 interviews 

Experience of abuse in general 
Abuse began early in the relationship 3 
Abuse came unexpectedly 2 
There were early warning signs 2 
Abuse escalated over time 4 
No context to the abuse I 
Abuse in context of bad mood 3 
Indications of problems in partner's childhood 3 
Physical violence ended when interviewee ended the relationship 4 
Continuation of verbal/emotional abuse after end of relationship 4 

Experience of Abuse in Pregnancy 
Pregnancy not wanted by partner 2 
Abuse occurred in all pregnancies with that partner 2 
Abuse same during pregnancy as at other times 4 
Interviewee had physical health problems whilst pregnant 2 
Partner 'warmed' to pregnancy later on 2 
'Honeymoon' period after birth of child 3 
Abuse began again within a few weeks of the birth 3 
Partner jealous of pregnancy. I 

Reactions to the Abuse 
Detrimental and lasting effect on maternal health 4 
Partner insults on personhood (e. g. useless, worthless) 4 
Interviewee would try to keep out of way of partner 4 
Interviewee would try to do things 'right' 3 
Thought they could change their partner 3 
Spent a lot of time out of the house when pregnant 2 
Expressed concerns about the safety of the unborn child 2 
Confused feelings at being pregnant 2 
Children witnessed the abuse 4 
Children drawn into the abuse (e. g. made to watch) I 
Acknowledgement that abuse has had an impact on the children 4 
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Maternal Relationship with Children 
Positive reaction from partner at birth of children 2 
Hope that the birth would change partner 3 
Concern for the child once born re: father's behaviour 3 
Interviewee overprotective of children 3 
Child aggression problems reported 4 
Interviewee connects child aggression to violence witnessed 4 
Child other emotional problems 4 
Acknowledgement of difficulties in mother-child relationships 3 
Indication of attempts to improve relationships 4 

Support 
Very few people told about abuse 3 
Limited or no support from family 3 
Examples of poor support from services 3 
Key person/event made a difference 3 
Expressed fear about ending relationship 3 
Reference to interviewee's readiness to end relationship/leave 2 

Overall Reflections 
Reference to devastating impact on/ruining the family 3 
Reference to effects on relationships 4 
Reference to maternal overprotectiveness 3 
Child lack of trust/wariness of others 3 
Wouldn't tolerate abusive relationship again 2 
Awareness of lasting impact of abuse on the family 3 
Reference to improvements over time 4 
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Appendix 7 

Statement of Word Counts 

exe. refs, tables, app 

Ethics Proposal 

Literature Review 

Research Paper 

Critical Review 

Additional Appendices 

TOTAL 

3,752 

4,789 

4,892 

2,609 

16,042 

inc. refs, tables, app 

8,622 

7,382 

7,292 

3,589 

7,507 

34,392 
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