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BACKGROUND. Domestic violence is one of
today’s most serious health issues. Abused Latina
and Asian immigrant women face unique barriers to
the discussion of abuse with health care providers.
This research was undertaken to identify any
provider-related factors that may affect patient-
provider communication for these women.

METHODS. Qualitative data were collected using
semistructured focus group interviews with abused
Latina and Asian immigrant women. Participants
were recruited through urban community-based
organizations. Twenty-eight immigrant women with
histories of domestic violence participated in four
focus groups: two groups of Latina women and two
groups of Asian women. lterative readings by inde-
pendent researchers identified provider-related fac-
tors affecting patient-provider communication.

RESULTS. The study participants identified the
provider behaviors that demonstrate trust, compas-
sion, and understanding as elements that improve
patient-provider communication. In addition, partici-
pants wanted providers to initiate discussions about
partner abuse.

CONCLUSIONS. Improved understanding of factors
that may affect abused immigrant patients’ commu-
nication may assist health care providers in offering
meaningful support and assistance to these patients.
Providers, administrators, policy makers, and educa-
tors should consider these factors when developing
policy, protocols, and educational curricula for a vari-
ety of health care settings.
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omestic violence is one of the most serious
social and public health issues of our time.
Abused women make up a significant pro-
portion of primary and acute care patient
populations.®¥ Although these women have

significant associated physical and mental health pro

lems,782they have less access to health care services13B
and may be more likely to be dissatisfied with their
medical care.BPrevious work has been conducted to
identify and address the needs of patients and
providers regarding domestic violence, but few studies
have addressed the specific issues faced by abused
immigrant women when seeking help from the US
health care system. This work focuses on abused immi-
grant Latina and Asian women and provides an analysis
of their experiences, perceptions, and expectations
when communicating with medical providers.

B Methods

Qualitative data were collected through semistructured
focus group discussions with abused women as partici-
pants. Participants were asked to discuss provider
behaviors affecting communication about abuse with
health care providers. This study was approved by the
Human Subjects Review Committee at Stanford
University, and informed consent was obtained from all
participants.

Recruitment

Women residing in the San Francisco Bay area were
recruited through a variety of community-based orga-
nizations, including womens advocacy groups and
abused women’s resource centers and shelters.
Eligible participants were 18 to 64 years of age and
had been the victims of domestic abuse within the
previous 2 years. Each of the four focus groups was
composed of women with the same ethnic identity,
and discussions in each group were facilitated by two
moderators, at least one of whom was female and of
the same ethnicity as the group. The two focus groups
of Latina women were conducted in Spanish. One
focus group of Asian women was conducted in both
Mandarin and Cantonese; the other was conducted in
English. Discussions were audiotaped, transcribed
verbatim, and translated into English.

Demographics

The study population included 14 Latina women from
Mexico, El Salvador, Guatemala, and Colombia who
had lived in the United States for 1to 15years; and 14
Asian women from China, Vietnam, Korea, the
Philippines, and Taiwan who had lived in the United
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States for 1to 22 years. Median participant age was 35
years. Formal educational background ranged from
none to university level. Eighty-five percent of partici-
pants (23 of 27) had children, and 85% were divorced,
single, or separated.

Data Analysis

On the basis of iterative transcript readings by multiple
independent readers familiar with domestic violence
issues, a list of common codes was developed to encap-
sulate the major topics discussed in the focus groups.
Transcript coders included professionals from various
disciplines (medicine, public health, psychology, med-
ical anthropology, law, and social work) working in aca-
demic, legal, and domestic violence advocacy organiza-
tions. Each transcript was coded by persons of the same
ethnicity of the participants, as well as by persons out-
side the culture. All coders were systematically trained
to maximize objectivity. Coded data were organized
using Ethnograph 4.0 (Qualis Research Associates,
Amherst, Mass). All tapes and transcripts were initially
analyzed in their original language with the exception of
the one focus group conducted in Chinese. Preliminary
conclusions were reviewed by abused Latina and Asian
immigrant women, domestic violence advocates, and
professionals from various disciplines. In this report, we
present major provider-related factors that affected
patient-provider communication among the abused
immigrant Latina and Asian women.

B Results

Participants described several provider-related factors
that facilitated or undermined communication with their
providers about domestic violence, including open and
supportive patient-provider relationships, encourage-
ment by providers to discuss abuse issues, and continu-
ity of care.

Latinawomen often used the Spanish term confianza
to describe the constellation of trust, confidentiality,
support, comfort, and safety that was essential for facil-
itating discussions about domestic violence. Listening
attentively, offering advice and support, and providing
referrals were all identified as ways providers can create
personal relationships and a supportive atmosphere.

I felt comfortable because he saw that the problem
wasnt that [I was ill]. He said, “aproblem, tell me.”
He helped me because he gave me a list ofplaces |
could stay, another list ofplaces I could getfood,
another list about support groups . . . until Ifelt very
comfortable because | trusted him. He listened to me
as if he were a brother. — Latina woman

A compassionate and supportive environment was

also important to Asian participants. Many were appre-
hensive in their interactions with health care providers
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and desired a particularly caring approach that demon-
strated an understanding of domestic violence. Several
participants described providers who were “kind-heart-
ed” and “concerned,” facilitating open communication
about problems related to domestic violence.

If you meet a doctor who doesnt start with a con-
cerned approach, you are afraid that he or she is

laughing at you, and you feel that maybe your sit-
uation is not worth attention. — Asian woman

Both Latina and Asian participants expressed a desire
for providers to initiate discussions about domestic
abuse. Several participants discussed the difficulty of
disclosing abuse and asking for help, particularly in situ-
ations where providers did not ask directly. Some
women attributed this lack of inquiry to the provider’
discomfort with the issue, which exacerbated their own
discomfort about disclosure.

I went. They took x-rays and the doctor told me |
only had blows. The doctor asked, ‘Does it hurt
here? Does it hurt there?" | had already told him
many places, but | didnt tell him about the vio-
lence because he didnt ask. Maybe it was because
of his embarrassment or my shame of not telling
all that | had. — Latina woman

It usually happens that you see the same doctor
regularly so the next time you go, she should ask.
Because the color of yourface [your expression] is
different if you are injuredfrom falling down than
from being beaten ... by your husband. So she
should ask. — Asian woman

Some Latina participants reported encountering
providers who focused only on physiological problems
and ignored their social and psychological problems.
These participants believed that treating only the physi-
cal injuries and illness or prescribing sedative and pain
medication undermined the patient-provider relation-
ship. This emphasis on medication resulted in some par-
ticipants losing faith in their providers and contributed
to a decreased regard for health care services.

I saw the doctor that night, and when he arrived,
he examined me: “Youtefine, only a little bit agi-
tated. So that you can sleep, here is a little pill to
calm you down and a little pillfor the pain so that
youfeel better.” This is lack ofprofessional ethic. |
was disappointed. | will never visit a doctor; | bet-
ter cure myself. — Latina woman

Several Asian participants emphasized the benefit of
long-standing relationships with their providers, and many
required multiple interactions with the same provider to
establish enough trust and rapport to disclose their abuse.
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Every time | went to the doctor it was the same
doctor, so we becamefamiliar. Could it be that |
was that clumsy tofall all the time? So the second
time | saw the doctor, he asked me. We knew each
other better so | wasnt scared or shy anymore, and
I didnt know what else to do, so | told him.
—Asian woman

| Discussion

Qurresearch is the first we are aware of to explore in
depth the experiences and perspectives of abused
immigrant Latina and Asian women regarding health
care provider behaviors affecting discussions of abuse.
Tre Latina and Asian immigrant participants wanted
compassionate, respectful, and attentive medical
providers to facilitate discussions of abuse. While
many of the women’s perspectives were expressed in
culturally distinct ways, both Latina and Asian partici-
pants were reluctant to initiate discussions about their
abuse and preferred that providers ask directly and
sensitively. Medical providers should facilitate com-
munication about domestic violence through their
understanding, sensitivity, and willingness to initiate
discussions about domestic abuse in the context of a
supportive relationship.

This study had several limitations. The sample was
smell and is not representative of all abused immigrant
Latinaand Asian women in the United States. Because of
the method of recruitment, women in our study were
likelyto have greater resources and community involve-
ment than many immigrant women. In addition, the high
percentage of divorced, single, or separated participants
likely indicates a high level of acculturation. Thus, our
results may not be generalizable to these populations as
awhole. Additionally, because of the open-ended nature
of questions, important issues may have been omitted
fromthe focus group discussions.

The goal of this research was to give abused immi-
grant women a voice in the education of medical
providers and policy makers regarding the needs of this
group of patients. Through focus group discussions,
these participants were able to express and elaborate
upon health care provider behaviors affecting patient-
provider communication. Further research is needed to
identify other social, political, and cultural factors that
may also affect patient-provider communication, and to
determine whether these issues are generally shared by
abused Latina, Asian, or other cultural groups of women.
Given the growing immigrant population in the United
States, greater consideration of ethnicity and culture is

needed in health care policy, research, and education to
more effectively address domestic violence.
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