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Abuse is a serious and underreported problem that is prevalent among women 

with disabilities in the United States. Studies show that the percentage of women with 

disabilities who have been abused is approximately 62-67%; these women experience all 

kinds of abuse for significantly longer periods of time. Because rehabilitation 

professionals have been one of the primary service providers for people with disabilities, 

the purpose of this study was to investigate rehabilitation professionals’ Practices on 

helping abused women, by surveying a cross-section of rehabilitation professionals to 

determine their knowledge of, self-assessment concerning, and opinions about helping 

female consumers with abuse issues.  

A sample of 183 male and female professionals working in the rehabilitation field 

was invited to complete an electronic 53-item questionnaire developed for this study. 

Participation was voluntary and anonymous. Demographic characteristics of the 

participants were used as independent variables and the total mean scores of measures of 



viii 

their abuse-related knowledge, opinions, and self-assessments were used as dependent 

variables. 

Three null hypotheses were addressed for this study: (1) there is no difference due 

to gender in subscale scores on the Rehabilitation Professionals’ Practices on Helping 

Abused Women with Disabilities Scale (RPPHAWD); (2) there is no difference due to 

experience in subscale scores on the RPPHAWD; and (3) there is no difference due to 

certified rehabilitation counselor (CRC) status in subscale scores on the RPPHAWD. The 

hypotheses were tested using a 2 x 2 x 2 Multivariate Analysis of Variance (MANOVA), 

and three individual Univariate Analyses of Variance (ANOVAs) were run for each of 

the three subscales separately to determine where the significances may have occurred. 

  Three principal findings resulted from the study: (1) gender was found to be 

statistically significant (p < .05) on subscales 1 and 3; (2) experience was not found to be 

statistically significant; and (3) certified rehabilitation counselor status as well as the two- 

and three-way interactions were not found to be statistically significant. The findings may 

be useful in guiding policy makers and curriculum developers considering whether to 

include topics concerning the dynamics of violence in rehabilitation educational 

curricula. Such topics to be considered would include concepts and theories, history and 

characteristics, assessment, intervention, and prevention of abuse, with an emphasis on 

violence involving people with disabilities. A proposed rehabilitation education 

curriculum for the study of the abuse and maltreatment of people with disabilities is 

included in Chapter Five.  
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CHAPTER 1: INTRODUCTION 

Violence against women cuts across geographic lines and penetrates all socio-

economic levels. Women of all religious, ethnic, economic, and educational backgrounds 

and of varying ages, physical abilities, and lifestyles are affected by gender-based 

mistreatment (Gordon, 1998; Siu, 2005). The phenomenon of violence against women is 

a complex social, health, criminal justice, and human rights problem occurring 

throughout the world (Hassouneh-Phillips & Curry, 2002; Siu & Brodwin, 2003). The 

most common context of violent abuse of women is between intimate partners, a crime 

commonly referred to as domestic violence, intimate partner violence, spouse abuse, or 

wife abuse. Females constitute the vast majority of victims, while males comprise the 

majority of perpetrators (Sobsey, 1994; U. S. Department of Justice, 2006; World Health 

Organization [WHO], 2001).  

Each year, approximately 5.3 million incidents of intimate partner violence occur 

in the United States. On average between 1993 and 2004, approximately 85% of 

incidents of victimization by intimate partners involved women (U. S. Department of 

Justice, 2006). One in four women in America will experience violence in an intimate 

relationship, and for 24% to 30% of these women, the abuse will be regular and ongoing. 

The highest rate of domestic violence occurs among young women between 16 and 24 

years of age (National Coalition Against Domestic Violence [NCADV], 2007). As a 

result, two million people are injured and 1,300 are killed annually. Intimate partner 

violence costs this country over $4 billion in medical expenses and $1.8 billion in loss of 
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productivity (Centers for Disease Control [CDC], 2006a): 8 million days of paid work is 

lost, equivalent to the loss of 32,000 full-time jobs each year. An estimated 48% of 

“victimized” women in the United States do not report their abuse to law enforcement 

agencies (NCAD, 2008). 

The genesis of intimate partner violence occurs when a perpetrator exerts power 

to take control of the victim (Bancroft, 2002; Calderbank, 2000; Nosek, Foley, Hughes, 

& Howland, 2001a). As identified by many domestic abuse survivors, a vicious cycle of 

abuse proceeds in three stages (Gordon, 1998; Hassouneh-Phillips, McNeff, Powers, & 

Curry, 2005). Stage one is Tension Building. The abuser is edgy, moody, unpredictable, 

easily agitated, and there is an air of heightened anxiety causing the victim emotional 

distress. Stage two is the Explosion. The abuser becomes intensely emotional, angry, 

explosive, violent, and abusive in various ways. Stage three is the Honeymoon Period. 

The abuser appears to be regretful, apologizes for abusive actions, and returns to being a 

loving individual, as if nothing had happened. Over the course of the cycle, the victim 

experiences many feelings, from anger to love to confusion.   

A woman is at increased risk of being stalked and even killed after leaving her 

abusive relationship, because the victim’s choice to leave her abuser is likely to be 

perceived as a challenge to the perpetrator’s ability to maintain power and control 

(Kopala & Keitel, 2003). As a result, considerations of safety should dictate where, when, 

and how an abused woman decides to leave the abusive relationship. Even if an abused 

woman eventually leaves her home, the abuse often continues after separation, frequently 
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characterized by different forms of behavior, increased repetitions, and tragically, 

increased severity (NCAD, 2003).  

Domestic violence commonly occurs in the forms of physical, emotional, and 

sexual abuse, which often happen concurrently (CDC, 2006a). NCAD (2008) estimated 

that 1.3 million women are physically assaulted by their intimate partners annually, with 

over 80% also stalked by a current or former intimate partner. Nearly 7.8 million women 

have been sexually assaulted by an intimate partner at some point in their lives, and 31% 

of women who are stalked by a current or former intimate partner are also sexually 

assaulted by the same person. Approximately one-third of women who report abuse to the 

police are later killed by their spouses or boyfriends. Physical violence and emotional 

abuse occurring simultaneously is part of a systematic pattern of abusers exercising 

power and control. 

Emotional abuse was characterized as “soul murder” in the Surgeon General’s 

Report on Women’s Mental Health, an apt definition of a crime in which a woman’s 

spirits are diminished. The report addressed serious concerns about the effects of 

emotional abuse, which negates a woman’s existence and is as damaging as physical and 

sexual abuse, if not worse (U. S. Department of Health and Human Services [HHS], 

2005). A pattern of emotional abuse is likely to destabilize a woman's perceptions 

of herself and her reality (Schaller & Fieberg, 1998). For many physically battered 

women, emotional abuse is an ongoing backdrop against which physical abuse occurs. As 

a result, a battered woman’s symptoms may reflect the stress of dealing with repetitive 



4 

verbal abuse, threats, and segregation from society (Dutton, Haywood, & El-Bayoumi, 

2000). 

Within an abusive relationship there is a victim and an abuser. The abuser who 

exerts power to take control of the victim is often referred to as the perpetrator or 

batterer. These individuals are likely to be men who are known to the victim, including 

friends, neighbors, husbands, boyfriends, and extended-family members (NCAD, 2007). 

Bancroft (2002) found five principal behaviors to be characteristic of abusers: exerting 

power to take control, blaming the “victim” for their problems so as to have someone to 

take their frustrations out on, enjoying being the center of attention with priority given to 

his needs, taking complete financial control of the abused woman, and having a history of 

being abused. Frequently, abusive individuals project pleasant and charming images, 

appearing in public to be unusually fun and loving.  

Peterman and Dixon (2001) described a batterer as someone who uses all types of 

abuse and other behaviors to gain control of “their” women. Most batterers involved in 

intimate partner violence do not have criminal records and are rarely violent with anyone 

except their partners. They frequently have low self-esteem, fear being abandoned by 

separation and divorce, suspect infidelity or pregnancy, and frequently choose violence 

rather than looking for other solutions to perceived problems.  

There are three types of batterers:  

1. Typical batterers, the most common type of abuser, are usually not diagnosed to 

have mental illness or a personality disorder, nor are they violent to people 

outside the family. Typically, they lack criminal records.  

2. Sociopathic batterers may have been diagnosed with personality disorders, accept 
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violence as a way to deal with problems, are more violent than the typical 

batterer, and often use weapons to hurt their victims. These individuals are very 

unlikely to have criminal records, though they may be substance abusers and use 

power and control both inside and outside the family environment.   

3. Anti-social batterers constitute a very small percentage of the population. They 

are usually diagnosed with mental illnesses or personality disorders, compounded 

by drug addiction. Their violent acts are far more severe and frequent, with the 

result that they often have criminal records. 

In American society, men and women with disabilities have been treated 

stereotypically with disdain and discrimination, and traditional efforts to promote 

protection of the “weak and disabled” have inadvertently kept individuals with 

disabilities from accessing resources and education for protection and advancement 

(Smart, 2001). One form of discrimination is manifest through the prevalence of abusive 

behaviors. Powers and Oschwald (2005) found that abuse is a serious problem for people 

who have disabilities. Violence is more prevalent among women with disabilities as 

compared to women without disabilities (Hassouneh-Phillips & Curry, 2002; Nosek, 

Foley, Hughes, & Howland, 2001; Sobsey, 1994) and to men with disabilities (Powers & 

Oschwald, 2005). Studies have shown that 62%-67% of women with disabilities have 

reported abuse (Nosek, Howland, Rintala, Young, & Chanpong, 2001b; Powers, Curry, 

Oschwald, & Maley, 2002). Young, Nosek, Howland, Chanpong, and Rintala (1997) 

found that women with developmental disabilities were 10.7 times more likely to be 

sexually abused than women in general. 
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In addition to experiencing all forms of abuse that happen to women without 

disabilities—such as physical, emotional, and sexual abuse—women with disabilities 

also experience abuse unique to their disabilities and which persists for significantly 

longer periods of time (Nosek et al, 2001a; Schaller & Fieberg, 1998), including neglect, 

coercion, control/restraint, theft of property, arbitrary deprivation of liberty, concealment 

of medication, restriction of mobility, and the threat of such acts. Not only do women 

with disabilities experience intimate partner abuse, they also suffer institutional abuse, 

because they are more likely to be institutionalized and encounter abusive service 

providers outside their homes (Sobsey, 1994; Young et al., 1997).  

Nosek and colleagues (2001b) suggested why women with disabilities are more 

vulnerable to abuse, reporting eight reasons from an analysis by Andrews and Veronen. 

• increased dependence on others for long-term care  

• denial of human rights resulting in perceptions of powerlessness  

• less risk of discovery in the perception of the perpetrator  

• difficulty some survivors have in being believed  

• less education about appropriate and inappropriate sexuality  

• social isolation and increased risk of manipulation  

• physical helplessness and vulnerability in public places  

• attitudes within the field of disabilities valuing mainstreaming and integration, 

without consideration of each individual’s capacity for self-protection  

The perpetrators of abuse of women with disabilities include intimate partners, 

caregivers who are friends, family members, hired personal attendants, and service 
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providers such as healthcare or independent living personnel in public and private 

settings (Gilson, Cramer, & DePoy, 2001; Glover-Graf & Reed, 2006; Hassouneh-

Phillips & Curry, 2002; Nosek et al., 2001b). Moreover, when people with disabilities 

report abuse, they are often met with skepticism, blunting opportunities to escape further 

abuse (Powers & Oschwald, 2005). 

Because of psychosocial debilitating factors, women with disabilities feel that 

they must work twice as hard as women without disabilities to gain recognition from their 

employers. Women with disabilities believe that it is vital to first prove that their 

disabilities do not hinder their competence and reliability. Only then, they believe, will 

employers appropriately value the work they produce (Doren & Benz, 1998). Several 

additional factors contribute to employment inequalities for women with disabilities. 

• Women are less likely than men to receive occupational or vocational training in 

secondary school.  

• Women with disabilities under use vocational rehabilitation services in 

comparison to men with disabilities. 

• Due to the ramifications of the earning gap, occupational stereotypes and gender 

division in the labor market, women with disabilities are less likely to be 

employed and more likely to be underemployed. 

• Employers may be reluctant to promote an employee with a disability because of 

the fear that added responsibility or extra workload could worsen the disability. 

Employers may also believe that women with disabilities are sick and, therefore, 

fragile. 
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• Women with disabilities are often literally hidden from sight—kept away from 

customers because they do not fit the stereotypical female image. In addition, co-

workers with preconceived notions about women with disabilities may lack 

understanding. 

Despite improvement in employment opportunities for women since the working 

women’s movement in the 1970s, women with disabilities have fewer employment 

opportunities than women without disabilities and men with disabilities (Randolph & 

Andresen, 2004). Women with disabilities are more likely to experience poor post-school 

employment outcomes, lower earnings, negative employment experiences, and little or no 

support or accommodation. Doren and Benz (1998) suggested that women with 

disabilities are doubly disadvantaged in the labor market, experiencing dual 

discrimination because of prejudice towards both gender and disability (Smart, 2001). 

Sociologists suggest that minority women with disabilities may experience “triple 

jeopardy” because they are non-white, “disabled,” females. Abused women with 

disabilities, it stands to reason, are very likely to experience “quadruple-discrimination.” 

Due to widespread violence against women with disabilities, it is quite likely that 

rehabilitation professionals will serve clients who have experienced abuse or who are in 

abusive relationships. Rehabilitation counselors may be the only individuals who are 

available and trustworthy. Vocational rehabilitation can provide hope for such women. 

Rehabilitation services that include job training, employment opportunities, and 

vocational programs provide battered women with immediate income to support 

themselves and their children after leaving their abusers. Securing financial resources 
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through employment is a significant motivator to assist abused women in leaving these 

relationships (Chronister & McWhirter, 2003).    

The philosophy of rehabilitation counseling is to use a holistic approach, 

integrating programs to empower rehabilitation consumers to achieve fulfilling, socially 

meaningful, and functionally effective interaction within society (Baja, 1990; Brodwin & 

Brodwin, 2002; Patterson, Szymanski, & Parker, 2005). Bitter (quoted in Patterson et al., 

2005) stated that equality of opportunity affirming the holistic nature and uniqueness of 

individuals must provide the philosophical foundation for the practice of rehabilitation in 

America. Three approaches for implementing rehabilitation philosophy are relevant to 

providing service to consumers with abuse issues: (a) ecological models that recognize 

the impact of environment on the consumer and the importance of environmental 

modification, (b) advocacy and self-advocacy models, and (c) empowerment models 

(Patterson et al., 2005). Rehabilitation professionals, especially rehabilitation counselors, 

can play important roles in helping abused women with disabilities. 

Statement of Problem 

Compared to women without disabilities, women with disabilities are more 

vulnerable and have notably lower self-esteem (Mansell & Sobsey, 1994; Nosek et al., 

2001a; Sobsey, 1994). Historically, women with disabilities display defining 

characteristics: they are (a) more dependent on others, (b) typically socialized to be 

passive before other people’s wishes and demands, (c) short on self-esteem due to 

frequent rejections, (d) afraid of being placed in an institutional environment, (e) more 

accepting of abuse as normal behavior because of the habitual effect (Violence Against 
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Women Online Resources [VAWOR], 2004; Young et al., 1997), (f) socially isolated, (g) 

perceived as powerless, (h) less believable by others, (i) naïve about sexuality, and (j) 

directed to mainstream living without resources for self-protection (Glover-Graf & Reed, 

2006). Learned helplessness is a common result of being a victim in an abusive 

relationship, resulting in beliefs that that one cannot leave, fight back, or do anything to 

control the situation (Deaton & Hetica, 2001). A perception of powerlessness becomes 

paramount in an individual’s thoughts and behavior.  

The U. S. Census Bureau (Rubin & Roessler, 2008) estimated that 10% of women 

between ages 16 and 64 have work disabilities. Among these women, only 14% work 

full-time, compared to 52% of women without disabilities and 22% of men with 

disabilities. Of those between ages 25 and 64, 9% have a college degree as compared to 

26% of women without disabilities and 13% of men with disabilities. Census research 

(Helfrich, 2006; Nosek et al., 2001a) has shown that even when women with disabilities 

have higher levels of education, they are less likely to be employed.  

Even as the economic impact of disability on employment, earnings, and 

education is more devastating for women than for men (Rubin & Roessler, 2008), 

violence in women’s lives is yet another significant barrier to employment, impacting job 

search and job retention behaviors due to increased mental and physical health hazards 

(Coulter, 2004). Wettersten et al. (2004) reported that domestic abuse has a profound 

impact on the prospects of female survivors gaining meaningful employment, possibly as 

a result of a diminished vocational history and general self-concept that may decrease the 

ability to work. Many such women have difficulty retaining their jobs and receiving 
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promotions, often turning to welfare and returning to their abusive relationships (Coulter, 

2004).  

Abuse is a serious health, economic, and human rights issue associated with 

numerous social problems (U. S. Department of Justice, 2006). Poor health related to 

chronic illness and sexually transmitted diseases such as HIV/AIDS are abuse-related 

health hazards within our society (Dutton et al., 2000). While intimate partner abuse 

involving people with disabilities exists at all socioeconomic levels, it occurs frequently 

among persons with low income (James, Johnson, & Raghavan, 2004). Acts of violence 

has been found to harm the economy, relating directly to decreased productivity, reduced 

tax proceeds, and poverty. Other social problems related to domestic abuse include 

homelessness, drug and alcohol abuse, criminal activity, child abuse, teen pregnancy, 

unwanted pregnancy, prostitution, trafficking, and gang activities (NCAD, 2007).   

  Abuse affects all aspects of a person’s life (HHS, 2005). Women with disabilities 

are more susceptible to abuse compared to women without disabilities (Nosek et al., 

2001a). Many abused individuals’ basic survival needs are challenged: a form of abuse 

peculiar to women with disabilities is deprivation—of food, medicine, assistive devices, 

and mobility (Glover-Graf & Reed, 2006; Hassouneh-Phillips & Curry, 2002). The 

feeling of safety of such women is threatened by the constant fear and hostility they live 

with daily. As suggested by Maslow’s hierarchy theory of needs, it is difficult—and often 

impossible—for these individuals to satisfy higher-level needs such as love, self-esteem, 

and self-actualization without first satisfying lower-level needs for food, clothing, shelter, 

and safety (Coy & Kovacs-Long, 2005). Many abused women acquire multiple 

disabilities. Approximately 40% acquired disabilities because of the abuse, and 60% of 
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the women seeking help from the Domestic Violence Initiative for Women with 

Disabilities had disabilities prior to being abused. Others were homicidal or suicidal 

because of the violence in their lives (Gilson et al., 2001). 

 While the purpose of this study was to examine rehabilitation professionals’ 

practices, the scope also included consideration of their perspectives on helping abused 

women consumers. Besides encountering stress in interacting with women with abuse 

issues, rehabilitation professionals are likely to encounter ethical dilemmas born of 

ambivalent situations during consumers’ rehabilitation process (Siu, 2005). For example, 

when a woman consumer discloses experiences of abuse, it may be required by law to 

report the abuse incidence to authorities. Yet, to do so may not be in the best interest of 

the client and could breach the trust between consumer and counselor. Reporting abuse 

may result in unexpected termination of the counseling relationship. More importantly, a 

primary ethical concern when serving an abused client is the potential to inadvertently 

cause harm or distress (Siu, 2005).   

Significance of the Study 

From the holistic viewpoint appropriate for a rehabilitation professional, the 

traumatic experiences of abused women with disabilities cost them functionally, 

mentally, emotionally, psychosocially, spiritually, educationally, and vocationally. The 

effects of violence in the lives of these women can interfere severely with their everyday 

lives, employment, vocational goals, and financial prospects (Chronister & McWhirter, 

2003). Securing financial resources through employment is likely to be the most 
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significant motivation for abused women to leave their harmful relationships and pursue a 

better quality of life.  

Rehabilitation professionals, especially rehabilitation counselors, have critical 

roles in helping women consumers with abuse issues (Schaller & Fieberg, 1998) because 

rehabilitation professionals are (a) trained individuals dedicated to enhancing the 

independence and promoting the equality of opportunity of individuals with disabilities, 

and (b) the first line of defense in detecting abuse, which may require specialized 

treatment not commonly offered in a rehabilitation setting. By providing a human touch, 

rehabilitation counselors, in particular, may play a significant role in changing the quality 

of life of women with disabilities who have abuse issues. The important roles for a 

counselor are to assist rehabilitation consumers in adapting to their environment, help 

create environments accommodating to the needs of individuals, facilitate consumers’ 

full participation in all aspects of society through gainful production, and—as a result—

help consumers attain greater independence (Patterson et al., 2005).  

Findings from several studies (Siu, 2005; Swedlund & Nosek, 2000; Young et al., 

1998) revealed the substantial need for and interest in information and training on abuse 

issues by rehabilitation education students and service providers. Young et al. (1998) 

studied the perceived knowledge and confidence of rehabilitation service providers in 

dealing with abuse of women with disabilities, finding high percentages of responses that 

indicated knowledge of (83.4%) and confidence in dealing with (74.2%) abuse issues. 

However, less than 19% of respondents reported routine inquiry about abuse. Among 

those, discussions were limited to 10% or less of their clients. An overwhelming 

percentage (90%) of participants indicated a desire for further information on abuse 
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issues involving women with disabilities. Over 78% were willing to attend training 

sessions on abuse.  

Siu’s (2005) replication of earlier studies added specificity to findings concerning 

the perceived knowledge of rehabilitation education students about the implications of 

violence against women with disabilities. Overall, the results were consistent with 

findings concerning rehabilitation professionals in terms of direction of preference. As a 

result, Siu suggested that consideration of abuse issues involving women with disabilities 

should be incorporated into the curricula of master’s-level rehabilitation education 

programs. 

 In summary, abuse is prevalent among women with disabilities, posing direct 

risks in all aspects of their lives. Rehabilitation professionals—committed to helping 

individuals with disabilities achieve independence—may have difficulty in recognizing 

and helping abused individuals if their pre-service and in-service training curricula do not 

include the study of violence against people with disabilities. In view of the prevalence 

and significance of abuse, failing to include study of violence against individuals with 

disabilities in training curricula may raise an ethical concern in the rehabilitation field 

(Glover-Graf & Reed, 2006). 

Statement of Purpose 

In consideration of the magnitude of abuse among female rehabilitation 

consumers, rehabilitation professionals’ educated practices in helping abused individuals 

with disabilities are paramount in the rehabilitation process. Awareness of abuse and 

specific knowledge about facilitating appropriate services sensitive to abused individuals 
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provide points of reference for professionals when making decisions related to helping 

consumers with abuse issues (Schaller & Fieberg, 1998). The purpose of this study was to 

examine three dimensions of the knowledge of current rehabilitation professionals: their 

awareness of abuse, their capacity for self-assessment, and their opinions about helping 

female consumers who have been abused. It was anticipated that one implication of this 

study would be validation of advocacy for including violence awareness as required study 

in master’s-level rehabilitation counseling curricula. With better understanding of issues 

and increased information pertinent to maltreatment, rehabilitation professionals should 

be in a better position to serve the needs of people with disabilities who have experienced 

abuse.  

Hypotheses 

Three null hypotheses were investigated:  

1. There is no difference due to gender in subscale scores on the Rehabilitation 

Professionals’ Practices in Helping Abused Women with Disabilities Scale 

(RPPHAWD);  

2. There is no difference due to experience in subscale scores on the RPPHAWD; 

and  

3. There is no difference due to CRC status in subscale scores on the RPPHAWD.  

Definitions 

With the assumption that readers have basic understanding of abuse/violence and 

of the roles and functions of rehabilitation professionals, definitions of key variables and 

constructs are presented to help readers who are not familiar with the topic to better 
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understand the study.   

Rehabilitation professional is a general term that encompasses individuals who 

have received formal education or training to provide skilled rehabilitation services 

directly and indirectly to people with disabilities. The term includes, but is not limited to, 

counselors, educators, case managers, service providers, healthcare personnel, and 

disability specialists in public and private rehabilitation settings. These professionals are 

trained to adopt a client-centered holistic approach when helping rehabilitation 

consumers. Their objectives are to enhance consumers’ abilities, promote equality of 

opportunity through empowerment, help them attain productive lives through gainful 

employment, and help them achieve the ultimate goal of independence (Patterson et al., 

2005).  

Abuse is a wrongful deed or improper treatment that is harmful and injurious, 

exerted by one person on another. It involves misuse or excessive use of privileges and 

may be executed subtly (Braham, 2000).  

Women with disabilities have physical or mental impairments that constitute or 

result in a substantial impediment to employment.  Such women are characterized by (a) 

physical dependency on others for mobility, medication, and personal care, (b) increased 

isolation, (c) self-perception as weak, vulnerable, and passive, (d) an absence of support 

and information on available resources (e) a lack of knowledge and denial of rights 

resulting in the perception of powerlessness, (f) a stereotypical perception of being 

abnormal, inferior, and worthless, and (g) minimized opportunities due to societal 

prejudice and discrimination (Deaton & Hetica, 2001; Smart, 2001). 
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CHAPTER 2: LITERATURE REVIEW 

 In the past two decades, a vast body of literature has addressed domestic violence 

against women—both with and without disabilities—collectively. A considerable number 

of studies have addressed abused women with disabilities, with focus on types, processes, 

interventions, and overall issues of abuse. Few studies have focused on the impact or 

effects of abuse. In addition, only a handful of studies have included as independent 

variables abuse, women with disabilities, and rehabilitation professionals. 

The studies reviewed here authenticate the extent of abuse against women with 

disabilities, and provide evidence of the necessity of involving rehabilitation 

professionals in combating the insidious problem of abuse among women rehabilitation 

consumers. Two main themes emerged in the literature reviewed: (1) the effects of abuse 

and (b) the attitudes of rehabilitation professionals concerning abused female consumers. 

Studies concerning the effects of abuse address seven general topics: abuse-induced 

injuries, behaviors, physical health problems, mental health problems, vocational 

problems, psychological effects, and emotional effects. Studies concerning the attitudes 

of professionals address strategies to combat violence and perspectives of rehabilitation 

professionals who deal with violence against women with disabilities. Appendix A 

contains a summary of research literature for this study, categorized by theme and 

category. 

Effects of Abuse 

Frequently, women with disabilities are repeatedly or chronically abused; their 

risk becomes even greater with multiple victimizations (Sobsey, 1994) over prolonged 
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periods of time (Nosek et al, 2001; Schaller & Fieberg, 1998). The effects of abuse for 

these individuals are likely to be more severe than those for women without disabilities 

and for women who were not abused during childhood. The impacts of abuse are 

multifaceted, causing harm and damage to the “victimized” women physically, 

psychologically, mentally, educationally, and vocationally. This section addresses the 

physical impact of abuse, beginning with abuse-induced injuries.  

Abuse-Induced Injuries 

The number one common and easily identified form of abuse is physical violence 

(Sobsey, 1994), evidenced by any type of injury sustained in many patterns and locations 

of injured body parts (Dutton et al., 2000). The effects of battering range from scratches, 

bruises, and fractured bones to life-long disabilities, such as impairment of the senses or 

of cognitive and/or body functionalities—and even death (Resnick, Acierno, & 

Kilpatrick, 1997; Sobsey, 1994; Staggs & Riger, 2005). Physical violence is also 

unquestionably a major cause of developmental and neurological disabilities (Sobsey, 

1994).  Studies (NCAD, 2007; Sobsey, 1994) have suggested that physical violence 

increases in quantity and severity during pregnancy. If the direction of aggression is 

toward the fetus, the attacks are often aimed at the abdomen and may account for trauma 

dangerous to both mother and child. Of major concern for abused pregnant women are 

low birth weight and infants born with disabilities due to injuries sustained by the 

developing fetus (Sobsey, 1994).   

For women with physical disabilities, abuse seems to have a great impact on their 

overall well-being and daily functions (Hassouneh-Phillips, 2005). Lack of intervention 



19 

prolongs the stay within an abusive relationship, which may, in turn, increase harm and 

damage to the abused victim. Consequently, a woman’s level of disability may increase 

as a result of cumulative injuries over time. Leserman, Li, Drossman, and Hu (1998) 

found that women with histories of severe physical and/or sexual abuse made an average 

of eight additional medical visits in one year compared to women without histories of 

abuse. Besides the obvious first-time or subsequent physical disabilities resulting from 

battering, the most powerful impact of all forms of abuse—especially of physical 

abuse—is the infliction of psychogenic disabilities, such as impaired cognitive functions 

as well as impaired learning and communication abilities (Sobsey, 1994). 

Abuse-Induced Behaviors 

Abuse is often difficult to detect because of the absence of obvious signs and 

symptoms. Therefore, behavioral signs may be the initial indicators of abuse, including  

abnormalities such as fearfulness of others, distrust, noncompliance, aggressive 

behaviors, isolation from others, withdrawal, learning disabilities, insecure/atypical 

attachment, eating disorders, sleep disturbances (Mansell & Sobsey, 1994; Sobsey, 

1994), and self-harm (Humphreys & Thiara, 2003). A number of abused women react to 

violence with shame, guilt, anger, and sadness (Dutton et al., 2000). Other behavioral 

changes may simulate behavioral characteristics found in individuals with neurological, 

developmental, metal, and mobility disorders (Sobsey, 1994).  A common outcome of 

abuse is disconnection from one’s sense of safety, self, self-in-relation with 

others, and efforts at self-regulation of intimacy and anger may be impacted by 
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media stereotypes, interactions with family and friends, and lack of 

comprehensive diagnostic constructs (Schaller & Fieberg, 1998). 

A history of being victimized physically or sexually has been found to be 

correlated to the increasing likelihood of being a perpetrator of abuse on others (Balogh 

et al., 2001). Abuse-reactive models stress “specific behaviors as response to specific 

features of the original victimization” (Firth et al., 2001, p. 249). Severe self-injury and 

aggressive behaviors have been common among young women with intellectual 

disabilities who were abused during childhood (Balogh et al., 2001). Sexual violence 

during childhood is associated with adult intimate partner abuse (Pico-Alfonso, Garcia-

Linares, Celda-Navarro, Blasco-Ros, Echeburu, & Martinez, 2006), and it is more 

strongly associated with sex trade, attempted suicide, and other self-endangered 

behaviors (Braitstein et al., 2003).  

Abuse trauma may cause an inability to associate or talk about an abusive episode 

or feelings about being victimized (Firth, Balogh, Berney, Bretherton, Graham, & 

Whibley, 2001). Traumatic experiences may linger for long periods of time with 

symptoms like irrational fears, sleep disturbance, nightmares, and resistance to revisit or 

even go near the “crime scenes” of a woman’s hostile encounters. Individuals with 

speech-impairment-related disabilities that hinder them from properly articulating their 

experience of abuse often find their creditability discounted (Calderbank, 2000; Glover-

Graf & Reed, 2006). Self-reporting  of abuse, especially of sexual abuse, is one of the 

most humiliating experiences one may encounter; it becomes more devastating when 

such reports are met with disbelief. Such situations are often exacerbated when the 

limited disabilities expertise of service workers at limited-access abused-women shelters 
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and rape-crisis centers leads workers to respond to abused women with disabilities by 

turning them away and/or responding to their claims with disbelief (Powers et al., 2002).  

Schaller and Fieberg (1998) reported that an abused survivor’s behaviors during 

interactions with a rehabilitation service provider may appear to be manipulative. 

Without knowledge that manipulation is often developed as a survival skill, rehabilitation 

personnel may have difficulty developing rapport with—and in fact may become 

resentful towards—these women.   

Similarly, rehabilitation personnel may be unaware that abusive experiences can 

cause a woman to fluctuate in her desire for distance or closeness in relationships. On the 

one hand, to avoid remembering their abusive experiences, women may choose to take 

the avenue of withdrawal from the rest of the world. On the other hand, these women 

yearn for support from and connection with others to diminish their terror, eradicate their 

feelings of desertion, and fulfill their constant need for attention. If rehabilitation 

personnel do not understand that such fluctuation of distance in relationships could be an 

outlet for a woman’s psychological reactions to her abuse experience, this behavior 

becomes destructive of social interactions with abused woman.    

Abuse-Induced Physical Health Problems 

In 1985, Surgeon General C. Everett Koop declared that violence was the Number 

One health problem facing women in the United States (Dutton et al., 2000). Women 

with disabilities are often challenged by uncertainty related to health problems even as 

they endure constant, long-term abuse because of their health limitations: poor physical 

fitness due to mobility limitations, pain, and illness; inadequate nutrition; environmental 
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barriers in health care facilities; and poverty as a result of low income (Nosek et al., 

2001a). Evidence suggests that violence and abuse pose significant health risks for 

women with disabilities (Powers et al., 2002). Violence and abuse have been proven to 

endanger women’s physical and mental health (Hassouneh-Phillips et al., 2005) and 

impair their ability to function (Schaller & Fieberg, 1998). They harm women’s 

capacities to manage their primary disabilities, even eventually leading to the onset of  

secondary debilitating conditions (Hassouneh-Phillips & McNeff, 2005). Abuse may 

cause symptoms such as amnesia, hypertension, eating disorders, disturbed sleep 

patterns, musculoskeletal disorders, skin disturbance, respiratory illness, 

gastrointestinal distress, and gynecological problems (Leserman et al., 1998; 

Schaller & Fieberg, 1998). In addition, women are likely to experience physiological 

reactions such as rapid heart beat and elevated blood pressure, perhaps suggesting that 

their bodies are trying to communicate psychological distress through somatic symptoms 

(Leserman et al., 1998). 

Staggs & Riger (2005) studied the effects of intimate partner violence on low-

income women’s health and employment, finding that increased violence severity was 

positively correlated with increased health problems. They reported three specific 

findings of importance: (a) women who were living in an abusive relationship 

experienced worse health outcomes than did those without a history of abuse; (b) abuse 

produced a stronger negative impact on health than did poverty; and (c) health problems 

subsided after the abuse had ended. Up to 63% of women in a study by Logan, Walker, 

Cole, Ratliff, and Leukefeld (2003) mentioned having abuse-related health problems, 



23 

including cardiovascular disorders, musculoskeletal injuries, vision difficulties, and 

gastrointestinal distress.    

In addition to chronic illnesses and physical injuries, sexually transmitted diseases 

are highly associated with sexual violence  (Resnick et al., 1997). Childhood sexual abuse 

is related to higher rates of women testing HIV positive, and it is responsible for 

increased prevalence of HIV infection, alcohol abuse, and heroin addiction (Braitstein et 

al., 2003). Abused women with HIV and AIDS are at increased risk for additional abuse 

from their intimate partners. Disclosing her HIV-positive status can result in battering. A 

simple request for a partner to use a condom can provoke violence. The abuser may 

believe that a woman’s HIV status is the result of sexual activity with another man 

(Dutton et al., 2000).  

Dutton and her associates (2000) reported that prescribed medications may cause 

an abused woman to become desensitized to the effects of abuse and to the danger 

surrounding her, mimicking the results of self-medication by means of using drugs and 

excessive alcohol. As a result, increased sedation can increase the physical risks a woman 

and her child(ren) face, due to decreased cognitive ability and delayed response time. 

Furthermore, abused women are often suicidal; medication that is readily available may 

increase risk by providing the means to carry out self-harmful behaviors.    

The Surgeon General’s report made it clear that mental health is an essential 

component of overall physical health and that there is no separation among the mind, 

body, brain, and behavior (HHS, 2005). Studies reviewed in the next section address 

important mental health issues that arise as a consequence of violence in the lives of 

women with disabilities. 
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 Abuse-Induced Mental Health Problems 

 Intimate partner violence has a direct negative impact on abused women’s mental 

health (Humphreys & Thiara, 2003). Depending on the degree of violence and other 

circumstances, survivors of intimate partner violence have been found to suffer increased 

risk of developing PTSD, depression, and anxiety disorders (Kilpatrick, Resnick, & 

Acierno, 1997; Pico-Alfonso et al., 2006; Resnick et al., 1997). Abuse-related 

Posttraumatic Stress Disorder (PTSD) patients in a study by Leserman and associates 

(1998) showed significant decreases in the hippocampal volume of their brains (an area 

that regulates the encoding and retrieval of memories). As a result, such women are likely 

to experience memory loss, dissociation, and related psychological effects resulting from 

severe abuse. In abused women, physical symptoms associated with panic disorders and 

depression are often consistent with those associated with PTSD. 

 Abused women often report excessive vigilance, insomnia, irritability, poor 

concentration, and restlessness (Schaller & Fieberg, 1998; Sobsey, 1994). Other 

symptoms are likely to be observed, such as increased startle response and avoidance of 

activities, conversations, feelings, people, places, or thoughts reminiscent of the trauma 

(Pico-Alfonso et al., 2006). PTSD symptoms are common among abused women, 

especially those who have experiences of rape (Cortina & Kubiak, 2006). Following 

sexual violence, PTSD symptoms—such as sleep disorders, nightmares, anxiety, 

diminishing of sexual desire and pleasure—are among other disorders found in survivors. 

Others report disturbing flashbacks, panic attacks, high anxiety, and hyper-vigilance 

(Humphreys & Thiara, 2003). PTSD is usually co-morbid with depression (Staggs & 

Riger, 2005). Abused women with depression usually exhibit more severe levels of 
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anxiety (Pico-Alfonso et al., 2006).  Basile, Arias, Desai and Thompson (2004), in a 

study of the association between intimate partner violence and PTSD, found that 

physical, sexual, and psychological violence as well as stalking were responsible for an 

increase of PTSD symptoms among victims. Sexual violence during childhood and 

adulthood increase the risk of PTSD (Braitstein et al., 2003; Cortina & Kubiak, 2006). 

 Ullman and Filipas (2005) studied social reactions to abuse disclosure, post-abuse 

coping, and indications of PTSD in survivors of childhood sexual abuse. They found that 

abused women were more likely than men to disclose abuse and to report higher numbers 

of PTSD symptoms as well as more severe symptoms (Braitstein et al., 2003). Staggs and 

Riger (2005) studied the effects of intimate partner violence on low-income women’s 

health and employment, reporting that abused women exhibited higher rates of PTSD and 

substance abuse than did non-abused women. 

In circumstances in which a woman remains in an abusive relationship, some 

service providers would label her as mentally ill (Humphreys & Thiara, 2003). Women 

admitted to emergency care with injuries from abuse or from attempted suicide are 

usually treated initially with sympathy. But as these admissions become frequent, such 

women often come to be regarded as exhibiting a mental disorder or a borderline 

personality disorder. Indeed, intimate partner violence has a direct negative impact on a 

person’s mental well-being. Society’s judgmental responses, skepticism about reported 

experiences of abuse, and inflexible response services perpetuate a response paradigm 

that tends to stigmatize abuse victims, even as services are delivered that are supposed to 

respond to the needs of abused survivors (Humphreys & Thiara, 2003). 
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The act of women seeking intervention for mental health care is often used by 

their abusers as a defense, allowing abusers to label the victim as “crazy.” Abusers fail to 

acknowledge, of course, that intimate partner violence has a direct negative impact on a 

woman’s mental health. Some women turn to drugs and alcohol to desensitize themselves 

to their traumatic feelings of distress, while others display high levels of emotional 

distress. “Discrediting the woman through her use of mental health services can also be 

used as powerful negative testimony in child contact cases” (Humphreys & Thiara, 2003, 

p. 219).  

Abused women with children fear that the abuser and service providers will use 

her mental health situation as an excuse to remove children from her custody “for the 

sake of the children’s safety.” Trying desperate measures without medical intervention, 

women may inadvertently cause themselves harm and worsen their disabilities. A woman 

who needs prescriptions for mental health conditions, such as anxiety and panic attacks, 

may refuse to take medications because of the stigma and the possibility of treatment 

being used against her, as in a custody battle for her children. The woman with mental 

health issues who refuses medication may have exacerbated her psychiatric condition. 

Upon departure from abusive relationships, many abuse survivors recover from their 

mental health problems; those who undergo them for longer periods are likely 

experiencing depression and PTSD—risk factors for long-term mental problems—

simultaneously (Humphreys & Thiara, 2003). Humphrey and Thiara found that ethnic 

minority women were significantly more likely to endure substantial problems—both 

emotionally and physically—beyond the six-month mark after separation, presumably for 

similar reasons. Compared to the recovery progress of women who have not been 
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sexually assaulted, the recovery of survivors of sexual assault tends to be slower (Sarkar 

& Sarkar, 2005).  

Mental illnesses resulting from abuse have devastating impact on an abuse 

survivor’s ability to perform on the job and retain employment (Helfrich et al., 2006). 

Symptomatic behaviors, such as disruptive outbursts, intensified negative emotions, and 

inappropriate social behaviors, are often unacceptable at the workplace. Often, these 

behaviors interfere with the survivor’s interactions with others and with work 

performance. Consequently, the individual may function with limitations—isolated by 

others—or escape from being around social places, including the site of employment 

(Helfrich et al., 2006).   

Abuse-induced poor physical and mental health has domino effects for other 

aspects of abused women’s lives. Staggs and Riger (2005) reported four important 

findings about such effects: (a) poor physical and mental health results in reduced 

employment opportunities and dims prospects for employment retention, resulting in 

lower income; (b) both abuse and poor health are markers for welfare dependency; (c) the 

negative impact of abuse may be greater among women living in lower socioeconomic 

levels than among the general population; and (d) necessary components associated with 

stable employment include social support, education, work skills, and employment 

experience. Coutler (2004) examined the relationship between experiencing domestic 

violence and employment patterns, using physical and mental health problems and 

service use as mediating variables, finding that employment success was highly 

correlated with good physical health. Many women reported struggling with keeping a 

job, due to their own health limitations or to the health problems of other family 
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members, often a child. In the case of women with disabilities who were still in abusive 

relationships, they felt that good health, their technical training, and job skills helped earn 

support from employers.  

Abuse-Induced Vocational Problems 

Violence against women is a significant barrier to employment—affecting the 

search for meaningful employment and the prospects for job retention—due to increased 

mental and physical health hazards to the victims (Coulter, 2004; Helfrich et al., 2006). 

Difficulties in job attainment and job retention are compounded for women with 

disabilities who are survivors of abuse, who may experience further social, emotional, 

and psychological problems, including poverty, homelessness, and the loss of role 

identities related to work (Helfrich et al., 2006).  

Abusers frequently interfere with victims’ efforts to acquire employment, job 

skills, and education. Some abusers physically prevent victims from going to work or 

threaten them with harm if they continue to work. A batterer may beat a woman to the 

point that she is too injured or embarrassed to go to work, or the abuser may stalk or 

harass her at the workplace. As a result, women may develop diminished vocational and 

general self-concept, which in turn may lead to decreased attendance at work (Logan et 

al., 2006). Women with disabilities often experience distinctive types of abuse, such as 

deliberate sabotage of assistive devices, which may further impact their ability to 

maintain a job or receive promotions. Indeed, some abuse may be intended specifically to 

prevent a woman from obtaining the employment or education that would allow her to 

become economically self-sufficient. Many perpetrators deliberately aim to maintain 
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control over their “victims” through financial dependency and social isolation (Helfrich 

et al., 2006). 

In a study of the relationship between domestic violence and employment, 

Swanberg and Logan (2005) found that the effects of abuse by perpetrators on their 

victims’ jobs were multifaceted. Even though employment provides income, abusers are 

usually not in favor of their victims working; batterers used interfering tactics before, 

during, and after work. Before work, abusers’ tactics included physically restraining 

women, beating them to the point that they could not or would not go to work because of 

bruises or scares in the facial area, depriving them of sleep, destroying or ruining their 

work clothes, and purposely not bringing home shared vehicles (Coulter, 2004). During 

work, abusers’ tactics included stalking, telephone harassment, physical appearances at 

work, verbal abuse, harassment of the victims’ coworkers and supervisors, requests for 

victims to leave their job immediately, and beating at the workplace. After work, tactics 

included stalking or beatings in response to disapproval of actions the victims took during 

the day, such as speaking to male customers.  

Such tactics often cause women to lose jobs because of abuse-related tardiness, 

absenteeism, poor job performance induced by the heightened stress level, lack of 

concentration—all consequences of violent episodes and harassment. Many reasons for 

missing work are indirectly associated with psychological distress. Abused women call in 

sick or simply fail to show up for work, with most of them eventually resigning or being 

terminated (Swanberg & Logan, 2005). 

Helfrich, Badiani, and Simpson (2006) investigated the development of worker 

role identity in abused women with disabilities, finding that women obtained fulfillment 
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in exploring and building upon the roles of mother, family member, church member, and 

community member, but not in building upon the role of worker. In the United States, 

80% of people with disabilities are unemployed, while a common predictor of the 

likelihood of a return to work for people with disabilities is the presence of a strong work 

identity, which is usually absent among abused women with disabilities (Helfrich et al., 

2006).  

The development of identity within particular roles is complex and highly 

variable, generally progressing through stages from initial ambiguity and confusion to 

ultimate internalization and acceptance. For those who experience plateaus in developing 

identification with culturally valued roles, functional impairment is likely to occur. 

Abused individuals’ ambivalence concerning the worker role was apparent in the 

frequent contradiction between their identified occupational interests and their work 

histories and occupational experiences.    

Abused women with disabilities were able to clearly communicate the occupation 

or professional of interest; yet, they all fell short on their education, experiences, and 

abilities to perform the identified jobs (Helfrich et al., 2006). Although some women in 

the study identified more attainable jobs as their interim positions, nobody had any idea 

for or commitment to a job that was substantial or long-term. Perhaps due to their low 

self-esteem, abused women with disabilities often described what they were “incapable 

of” instead of describing their abilities when asked to define their work experiences. 

Consequently, they created their own barriers to employment and self-sufficiency.  

Among those who experienced short-term employment, the women attributed 

disability—not violence—as the principal impact on job choice and job satisfaction. 
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Instead of blaming the violence in their lives, they blamed their impairments or 

employers’ lack of accommodation for their failure to perform (Helfrich et al., 2006). 

While this may be accurate, it may also be their way to conceal guilt and shame or to 

avoid association with their traumatic experiences.  

Barriers to the employment of abused women with disabilities include not only 

lack of education, training, skills, and accommodations. Women often report that they are 

limited by lack of childcare and transportation (Coulter, 2004). Because of their 

difficulties with employment, women may turn to welfare or return to their abusive 

relationships for financial support (Siu, 2005; Wettersten et al., 2004). 

Abuse-Induced Substance Use 

Many women turn to alcohol and other drugs to cover up traumatic feelings of 

emotional distress (Dutton et al., 2000; Mansell & Sobsey, 1994). To cope with violence, 

abused women may consume alcohol almost daily, and sometimes to the point of extreme 

intoxication during the period of an explosion of violence (Logan et al., 2003). Constant 

and prolonged alcohol consumption negatively affects their health and impairs judgment 

(Glover-Graf & Reed, 2006). “Violence is significantly correlated with alcohol and other 

drug abuse for people with disabilities” (Li, Ford, & Moore, 2000, p. 67). Equally 

important, childhood sexual abuse has been found to be responsible for many health-risk 

behaviors, such as misuse of alcohol, drug use and overdose, and addiction to heroin 

(Braitstein et al., 2003). Abuse survivors are more likely to abuse alcohol and other drugs 

than are those who have not experienced abuse. Unlike their male counterparts, abused 
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women with disabilities are more likely to internalize societal rejection, and often engage 

in unhealthy behaviors such as illicit drug use (Li et al., 2006).  

James et al. (2004) found correlations among the presence of a social network, 

domestic violence, poverty, and drug use. The lack of social networks is characteristic of 

severe drug users living in violence. Among a group of 35 female participants receiving 

Temporary Assistance for Needy Families (TANF) benefits and with histories of drug 

and alcohol use, 71% reported that they had minimal social networks (0 to 2 persons) and 

relied heavily on family members, especially their mothers, for support. Approximately 

46% of participants in a study by James and associates (2004) reported that they lived in 

a context of current intimate partner violence, and some admitted that their initial use of 

drugs occurred as a means of coping with abuse by their intimate partners. Others 

reported that they stayed with their abusers and endured the violence because of easy 

access to drugs.  

Interactions between social networks at the low socioeconomic level and 

substance abuse are likely to be aggravating factors in the behavior of an abused woman 

with addiction. Abused women are challenged by the reality of limited resources, 

including financial, physical, and emotional supports—limitations that are increasingly 

severe for women living at lower socioeconomic levels, particularly within minority 

groups (Hage, 2006). Many abused, drug-addicted, impoverished women adopt roles as 

drug dealers, sex slaves, partners, and mothers simultaneously in the hostile environment 

of American street culture (James et al., 2004). 
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Abuse-Induced Effects on Family and Friends 

 Violence not only distresses “victimized” women but also those around them, 

such as family members, friends, and acquaintances at home, school, or work (Logan et 

al., 2003). The effects on surrounding people may range from concerns as the result of 

knowing about the abuse, to actual threats, harm, and damages caused directly and 

indirectly by domestic violence. Children who have witnessed domestic abuse often 

isolate themselves from others and are overwhelmed with guilt and self-blame, if not 

other symptoms including headaches, sleeplessness, feelings of depression, loneliness, 

and dislike by others. Some children feel worthless, and some even regard life as not 

worth living. Children (more likely boys) witnessing violence at home have been found 

to be more likely to abuse their own partners and children when they grow up (Orange & 

Brodwin, 2005). In environments outside the home, witnesses may be confronted with 

psychological and emotional challenges, while some also have to deal with physical 

threats. For example, acts or threats of violence at the workplace may affect a woman’s 

co-workers, and employers may suffer losses of productivity and damage to properties 

(Swanberg & Logan, 2005). 

The family of a victim and others involved, such as acquaintances or caregivers, 

may need counseling after abuse occurs (Sobsey, 1994), with decisions required to 

determine whether they should be counseled together or separately, by the same or 

different therapists. Because conflicts not easily resolved may surface when the abuse 

survivor is counseled together with her caregivers, either party or perhaps both may lose 

trust in the counselors as a result of the conflicts (Sobsey, 1994). 



34 

Abuse-Induced Psychological Effects 

The nature, severity, and circumstances of abuse along with individual 

personalities are associated with an abused woman’s psychological reactions to violence 

(Dutton et al., 2000). On one hand, experiences of abuse can effectively disconnect 

women from their perceptions of safety, self, and self in relation to other people 

in their lives (Schaller & Fieberg, 1998). On the other hand, female survivors show 

stronger reactions to abuse, including both distress and self-blame at the time of the 

abuse, as well as greater reliance on maladaptive coping strategies. Along with 

maladaptive coping and negative social reactions, longer delay to disclose is associated 

with greater severity of psychological symptoms (Ullman & Filipas, 2005). 

Several symptoms of the psychological effects of or dysfunction resulting from 

violence against women can be discerned: panic (Humphreys & Thiara, 2003; Leserman 

et al., 1998), anxiety (Humphreys & Thiara, 2003), posttraumatic stress disorder 

(Humphreys & Thiara, 2003), dissociation (Schaller & Fieberg, 1998), depression 

(Humphreys & Thiara, 2003; Leserman et al., 1998; Mansell & Sobsey, 1994; Schaller 

& Fieberg, 1998), denial (Schaller & Fieberg, 1998), flashbacks (Humphreys & 

Thiara, 2003; Schaller & Fieberg, 1998), suicide (Schaller & Fieberg, 1998), grief, 

sexual maladjustment (Mansell & Sobsey, 1994), sexual dysfunction (Dutton et al., 

2000), and feelings of isolation and stigmatization (Mansell & Sobsey, 1994). Important 

psychological effects have been found among abuse victims, including overwhelming 

fear for their lives and that of their children’s (Humphreys & Thiara, 2003), difficulty in 

trusting others (Hassouneh-Phillips, 2005; Schaller & Fieberg, 1998), low self-esteem 

(Dutton et al., 2000; Logan et al., 2003; Mansell & Sobsey, 1994). Women who have 
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experienced sexual abuse are reportedly more depressed than those who give accounts of 

physical assaults only (Pico-Alfonso et al., 2006). 

The principal psychological or personal barrier a person with disability may face 

is familiar: a negative attitude (Doren & Benz, 1998). Personal barriers develop from 

traits and attitudes that have been reinforced since childhood in women with disabilities. 

They may include limited self-esteem, low motivation for leadership, external loci of 

control, and learned helplessness. By nature, women take on the majority of child care 

and household duties, so working a full time demanding job may lead to “role overload.” 

On the contrary, women with disabilities often express feelings of “rolelessness” due to 

their under-representation in many typical social roles such as mother, wife, and 

employee (Hassouneh-Phillips & Curry, 2002).  

Moreover, society may impose on women with disabilities the role of victim of 

illness, because they are perceived as unfit to participate in traditional nurturing, care-

giving, and sexual roles (Nosek et al., 2001a). Hence, such women often feel a lack of 

efficacy in being able to perform. In this way, the implications of traditional role 

expectations for women as wives and mothers, along with social discrimination towards 

women, affect how women with disabilities experience abuse (Hassouneh-Phillips & 

Curry, 2002). Prejudice and discrimination against women with disabilities diminish the 

victims’ emotional defenses and lower their self-esteem, imparting a stigma and isolation 

from society, which reduce these women’s worthiness in the minds of the abusers and 

themselves (Hassouneh-Phillips & McNeff, 2005; Mansell & Sobsey, 1994; Nosek et al., 

2001a). These pressures likely contribute to abused women’s hopelessness and 

helplessness, causing them to stay or to return to abusive relationships.  



36 

Physical and psychological abuses produce similar effects in a victim’s emotional 

development. Victims of abuse who have disabilities experience effects similar to those 

experienced by victims without disabilities. It is crucial that rehabilitation practitioners 

understand the total impact of abuse to address its psychological and behavioral effects 

(Mansell & Sobsey, 1994). 

Abuse-Induced Emotional Effects 

Intimate partner violence is directly associated with a victim’s severe emotional 

distress (Humphreys & Thiara, 2003). When asked if abuse has affected health, 47% of 

urban women and 88% of rural women with individual abuse histories reported being 

stressed and increasingly depressed because of the abuse (Logan et al., 2003). Women 

with physical disabilities—especially those who are limited by pain, isolation, and recent 

abuse—reported high levels of stress (Nosek et al., 2001b). They are likely to experience 

life stress related not only to violence but to social isolation, poverty, and other forms of 

victimization and chronic health problems (James et al., 2004).  

Some of the stress-inducing outcomes for abused women may include thoughts 

related to (a) anticipation of physical or sexual attack, (b) safety for their children and 

other family members, (c) fear of losing their children, (d) maintaining employment 

despite excessive absences, (e) harassment at the workplace, and even (f) reporting of 

abuse (Dutton et al., 2000). Instead of stress, anxiety, and depression, some women 

complain about somatic problems such as headaches, fatigue, insomnia, and restlessness 

(Dutton et al., 2000). The increased stress level induced by an incident of violence can 

cause physiological and psychological changes in women’s bodies. Moreover, assault-
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induced stress can lead to functional impairment of body defense systems, such as the 

immune and endocrine systems (Resnick et al., 1997). As a result, a victim becomes more 

susceptible to infectious diseases.  

It is apparent, therefore, that the effects of abuse are powerful and are experienced 

in many forms in any place, victimizing individuals physically, mentally, 

psychologically, educationally, vocationally, and socially. As a result, many women with 

limitations live in poor health and are jailed in hostile environments for long periods of 

time. Some abuse victims consume drugs and alcohol, contract sexually transmitted 

diseases, and engage in illegal activities. The hopes and futures of abused women are 

blunted by the very individuals with whom they are supposed to be intimate and by 

whom they are supposed to be cared for. Abuse-induced effects produce particularly 

harmful outcomes for women with disabilities, bearing on their mind and body, 

disrupting their harmony, and invading their safety, while creating implications for our 

society.   

Proposed Strategies to Combat Violence 

Cooperative efforts across disciplines, organizations, and individuals are essential 

to producing positive influences among people dealing with abuse issues in their lives. To 

reduce violence against people with disabilities in a meaningful way, greater 

collaboration among professionals is needed (Sobsey, 1994), for three principal reasons. 

First, most abuse-related programs are developed without consideration of addressing 

limited accessibility and making reasonable accommodation to meet the needs of people 

with disabilities. Second, most helping professionals deny responsibility for providing 
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special care unique to people with disabilities. Third, multiple-discipline support team 

members must incorporate a focus on violence and abuse prevention as part of their 

operations.  

The number one goal when structuring abuse prevention and intervention teams 

should be to prioritize representation by all relevant disciplines to produce effective 

interdisciplinary teamwork that inspires reputable working relationships and sensible 

communication among all team members (Sobsey, 1994). Due to the needs peculiar to 

people with disabilities, abuse prevention and intervention team members must be able to 

discuss cases with experienced consultants within the service systems. Psychologists, 

social workers, and other counselors have primary responsibility for designing and 

implementing programs to help victims of abuse overcome the negative effects of their 

experiences. Rehabilitation counselors can assist other team members to work together 

and promote the recovery of any individual who has been abused (Sobsey, 1994).  

Rehabilitation professionals, especially rehabilitation counselors, must consider casting 

themselves as prominent representatives, striving to provide a better quality of life for 

abused individuals by providing rehabilitation services with sensitivity and cultural 

understanding (Glover-Graf & Reed, 2006; Schaller & Fieberg, 1998; Siu, 2005; Young 

et al., 1998).   

Consistent with the objectives of developing rehabilitation plans “with,” not “for,” 

consumers and of respecting their autonomy, Sobsey (1994) suggested that people with 

disabilities should be included in meaningful ways in every aspect of violence and abuse 

prevention, the extent and nature of their involvement based on a woman’s unique 

situation. Personnel who care for women must understand that safety is the most essential 
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and valuable need, not only for the women at risk but for everyone in her family. It is 

important that direct service providers take an active role in prevention and intervention. 

The most effective approach is to assemble a violence prevention support team or task 

force made up of disability specialists, medical experts, and other helping professionals, 

who can share experiences and information, support each other’s rights to be free of 

harassment if there is a report of abuse, and create a formalized violence-related support 

network (Sobsey, 1994).    

Service planners may play a role by developing services with sensitivity to the 

safety of consumers with abuse issues. Service administrators may help by implementing 

and coordinating services with the safety of abused consumers in mind. One major 

contribution is to take initiatives to involve other individuals—such as researchers, 

consultants, family members, persons with disabilities, members of law enforcement, and 

child protection specialists—to determine how to provide services that empower and 

protect this population of consumers (Sobsey, 1994).  

Advocates have an important role to play in working to ensure the availability of 

enhanced services—often through legislation—to prevent abuse of people with 

disabilities and to provide accessible treatment for people who have experienced abuse. 

Advocacy to meet the needs and improve the lives of abused people with disabilities is 

essential. Rehabilitation professionals who specialize in advocating for people with 

disabilities can serve as expert resources (Sobsey, 1994).  
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Rehabilitation Professionals and Abused Women Consumers 

Violence against women with disabilities is a complex issue in the community of 

people with disabilities whom rehabilitation professionals are committed to serve. 

Because of abuse, many women who have disabilities acquire additional disabilities, not 

only contributing to the growth of the population of people with disabilities but also 

causing a paradigm shift concerning the dynamics of the rehabilitation client-base—and 

creating needs for knowledge, skills, and services that are not in the traditional 

rehabilitation arena. The potential of causing harm or distress inadvertently when serving 

an abused client is a valid concern, as reflected in studies focused on counselors and 

service providers in the rehabilitation field and women with disabilities who experience 

abuse.  

Rehabilitation Counselors 

Rehabilitation counselors can begin to assist women with issues of abuse 

by acknowledging that advocacy and protection from abuse is a priority for many 

women with disabilities (Schaller & Fieberg, 1998). By routinely asking about 

abuse and addressing issues of safety and control during rehabilitation planning, 

counselors can provide valuable information, resources, and support that may 

help prevent abuse from occurring and assist women for whom abuse has 

occurred. While information pertinent to this area is being disseminated, a network of 

resources within the community helpful to all parties involved in abusive relationships is 

needed. Professional referral to psychologists, social workers, and vocational training 
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centers is important in providing holistic support to clients. Because of the vulnerability 

and highly dependent nature of women with disabilities, they rarely complain or voice 

anger and humiliation. Advocating for these clients who have abuse issues can be an 

important part of rehabilitation counselor’s job responsibilities (Siu, 2005; Young et al., 

1998).  

The recovery process for abused women with disabilities has two 

important goals: (a) establishing safety and (b) restoring control over their lives. 

Establishing safety often begins by focusing on control of the body and then 

moving outward toward control of the environment. Body control focuses on 

regulating functions consisting of eating, sleeping, and managing symptoms such 

as anxiety, depression, flashbacks, and states of dissociation. Rehabilitation 

counselors can assist women in establishing safety and control over their lives by 

several means: fostering them in a self-image as income-generating workers; 

providing them information about and assisting in connecting with agencies and 

resources; supporting them as they establish those connections; empathizing with 

them about their frustrations, fears, and stress during the process; and 

acknowledging their successes. As a result, efforts to aid recovery from abuse 

have implications for rehabilitation in the areas of health care, transportation 

services, attendant care, and vocational/career counseling (Schaller & Fieberg, 

1998). 

As providers of human services, rehabilitation counselors and service providers 

must understand that, while they are responsible to report suspicion of abuse, 

they are not responsible for proving its occurrence (Schaller & Fieberg, 1998). 
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Counselors’ training should include attention to the principle that, when in doubt, 

contacting domestic violence hotlines for guidance is a good option.  

Young and associates (1998) conducted the only nationwide research project that 

addressed rehabilitation counselors’ perceived competencies and knowledge in dealing 

with abuse, surveying 535 rehabilitation counselors and independent living specialists 

regarding the issue of serving abused women with disabilities. The sample was randomly 

selected from membership lists of the National Directory of Independent Living Centers, 

the National Rehabilitation Association, and the National Association of Rehabilitation 

Professionals (now the International Association of Rehabilitation Professionals).   

Siu (2005) replicated the Young and associates (1998) study, with focus on the 

perceived knowledge of rehabilitation counselors in the area of violence against women 

with disabilities, using 60 participants from a master’s program in rehabilitation 

counseling in the southwestern region of the United States. Results for items replicated 

from the Young study were consistent with those earlier findings in terms of direction of 

preference, regardless of the difference between practicing rehabilitation counselors and 

students learning to become rehabilitation professionals. In both studies, over 75% of the 

participants indicated they were aware of the vulnerability of women with disabilities and 

their higher susceptibility to abuse.  

However, findings differed in terms of recognizing signs of abuse: 48.4% of 

practicing rehabilitation counselors and 75.7% of rehabilitation students reported having 

difficulty in recognizing signs of abuse. Siu speculated that the explanation for the 

difference lay in the greater experience of rehabilitation professionals as compared to 

rehabilitation students in dealing with abuse issues. Professionals may recognize through 
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experience that there exist more types of abuse beyond physical abuse that could be 

difficult to detect.  

Seventy percent of students, compared to over 90% of rehabilitation counselors, 

reported that they knew where in their community to refer women with disabilities who 

have experienced abuse (Siu, 2005; Young et al., 1998). Over 80% of both groups of 

participants indicated that dealing with clients’ abuse issues was within their job 

responsibilities. Yet, when asked if they routinely inquired about clients’ possible abuse, 

28.3% of students and 18.7% of professionals reported that they inquired about abuse. 

These were critical findings of both studies. Both students and practicing 

professionals accepted responsibility for addressing clients’ abuse issues as part of their 

job functions to improve quality of life, augment independence, and increase equality of 

opportunity for individuals with disabilities. Nevertheless, the percentages of respondents 

in each group who inquired about abuse experience were extremely low (Siu, 2005; 

Young et al., 1998).  

Large percentages of participants in both groups agreed that abuse issues can 

interfere with a client’s vocational goals (85% of rehabilitation students and 96.3% of 

rehabilitation service providers). A woman living in a domestic violence environment 

may find her energies concentrated on coping with fear and survival. Abusers often 

isolate women in ways such that they become hostages in their own homes, cut off from 

friends and the community in which they live. As a result, abusers can restrict or sabotage 

educational, vocational, and career activities. Employment opportunities, job training, 

and vocational programs are resources that provide a means for gaining independence. 

They allow women to provide for family needs without reliance on the abuser to achieve 
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financial independence and to have the support to leave the abusive relationship (Siu, 

2005; Young et al., 1998).   
Approximately 90% of participants in both surveys indicated an interest in 

receiving additional information on abuse intervention and prevention, suggesting there 

exists a substantial need for training and information about abuse against women with 

disabilities. Survey participants understood the importance of knowledge, skills, and 

values for creating a context of competence in meeting the needs of abused individuals 

with disabilities.    

In spite of the prevalence of domestic violence within the community of people 

with disabilities, among the larger community there exists little awareness of the 

problem, insufficient services, and few professionals with experience working with 

women with disabilities (Siu, 2005; Sobsey, 1994).  

Siu’s (2005) examination of training needs found strong interest in all areas of 

abuse, with particular interest in intervention, resources, and indicators of abuse—areas 

directly related to gaps in preparing rehabilitation counselors to discuss abuse issues with 

clients. Siu’s findings suggested content areas that should be included in programs of 

study in pre-service and in-service rehabilitation education. 

Rehabilitation Educators 

The idea of including the study of abuse in rehabilitation curricula has been 

echoed in multiple studies (Glover-Graf & Reed, 2006; Schaller & Fieberg, 1998; Siu 

2005; Young et al., 1998). The consistent recommendation has been to include topics 

addressing abuse in rehabilitation curricula for both pre-service and in-service training 
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programs, with the goal of better preparing rehabilitation professionals to deal with 

consumers’ abuse issues, which often surface in crisis situations. The sound judgment of 

rehabilitation professionals could make a difference in the lives and well-being of abused 

women, influencing their decision to stay, leave, or return to an abusive relationship. 

Such judgment may play a significant role in how post-separation battered women 

manage their safety while re-entering mainstream society. Glover-Graf and Reed 

(2006) suggested that integrating study of abuse in rehabilitation education 

programs is a matter of ethical practice, considering the broad extent of abuse of 

women with disabilities.  

Young and associates (1998) suggested that, to combat violence against women 

with disabilities, all rehabilitation service providers must (a) take responsibility to be 

knowledgeable about domestic violence and abuse issues, (b) cultivate a network of 

resources in the community for helping abuse survivors, and (c) include screening for 

abuse in routine intake and follow-up procedures. For pre-service education, specific 

content areas on abuse could be added to the curriculum required by CORE for master’s 

degree programs in rehabilitation counseling. Supervised practicum and internship 

experiences should include opportunities to work with clients who have experienced 

abuse. 

Service providers who are already employed may want to consider continuous in-

service training on abuse-related topics, such as the prevalence of abuse among people 

with disabilities, abuse screening, signs and indications of abuse, community resources, 

current laws and legislation, and barriers faced by abused women with disabilities when 

reaching out for help. It has been strongly recommended that the Commission on 
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Rehabilitation Counselor Certification evaluate and, where appropriate, modify its 

certification process to assure providers’ adequate training and preparedness to help 

clients with abuse issues (Young et al., 1998). Rehabilitation agencies must provide 

ongoing in-service training opportunities for their service providers and establish 

effective linkage with other community agencies accessible to people who are living with 

abuse. 

Siu (2005) has noted that the curricular requirements of  the Council on 

Rehabilitation Education—which is the national accreditation commission for Masters’ 

level rehabilitation counseling programs—do not have a provision for the study of abuse 

issues. As a result, not many rehabilitation professionals receive training in master’s level 

programs addressing abuse issues among women with disabilities. Siu suggested that the 

role of the rehabilitation professional is not only to develop knowledge, skills, and values 

to qualify as competent helping professionals but to adopt a holistic approach to care for 

clients’ medical, social, functional, vocational, educational, spiritual, cultural, 

psychological, emotional, and even family needs. Just as rehabilitation professionals’ 

sound judgment could make a difference in abused women’s decisions to stay, leave, or 

return to abusive relationships, rehabilitation service providers may play a significant role 

in how post-separation battered women manage their safety with respect to re-entering 

the working world and beginning a new life.  

 
In summary, intimate partner violence has a powerful, harmful impact on women 

with disabilities. Rehabilitation counselors, as primary service providers for people with 

disabilities, are likely to have opportunities to help these individuals. To better prepare 
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professionals to providing appropriate rehabilitation services with sensitivity, 

rehabilitation educators must be involved in the design of pre-service and in-service 

training curricula that include issues of domestic violence and disability. Rehabilitation 

counselors need more training to be able to empower domestic violence survivors to take 

control and improve their quality of life.  
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CHAPTER 3: METHODOLOGY 

The purpose of this study was to examine rehabilitation professionals’ knowledge, 

self-assessment, and opinions about helping abused women consumers who have been 

abused. Using a cross-sectional design, the investigator electronically administered a 

survey to a sample of rehabilitation professionals to obtain self-report data for testing 

three research hypotheses. The information helped in the identification of important 

beliefs, understandings, and attitudes of rehabilitation professionals concerning helping 

abused women with disabilities. Response data provided information useful in 

determining the desirability of including the study of violence against women with 

disabilities in rehabilitation education curricula.  

 There were four principal advantages in using a survey research design over other 

methods. First, responses were anonymous, encouraging respondents to be truthful. 

Second, data collection was efficient and economical. Third, response data were readily 

collected, tabulated, and analyzed. Fourth, survey items were easily evaluated by means 

of item analysis. There were three potential disadvantages in using a survey design: low 

response rates, limited responses as a consequence of objective items, and the potential 

for inaccurate responses. 

Research Hypotheses 

Three null hypotheses were addressed for this study: (1) there is no difference due 

to gender in subscale scores on the Rehabilitation Professionals’ Practices in Helping 

Abused Women with Disabilities Scale (RPPHAWD); (2) there is no difference due to 
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experience in subscale scores on the RPPHAWD; and (3) there is no difference due to 

certified rehabilitation counselor (CRC) status in subscale scores on the RPPHAWD.  

Independent Variables 

 Three independent variables were identified: gender (female, male), rehabilitation 

professional experience (< 20 years, > 21 years of performance in a rehabilitation 

profession), and Certified Rehabilitation Counselor (CRC) status (registered CRC, non-

registered CRC). Data concerning the variables were obtained from the demographic 

subscale of the survey instrument.  

Other variables were obtained, including primary occupation, counseling 

capacity, education level, age, race, and geographic location. Primary occupation was 

defined as rehabilitation counselor, rehabilitation educator, or other rehabilitation 

professional; counseling capacity exemplified the participant’s current practice in 

counseling or a non-counseling capacity. Age was categorized as 20 and under, 21 to 30, 

31 to 40, 41 to 50, 51 to 60, and 61 and over. Race was characterized as Asian 

American/Pacific Islander, African American, Caucasian, Cuban/Chicano/Spanish/ 

Hispanic/Latino/Mexican, Multiracial, Native American, and White Non-Hispanic such 

as Middle-Easterner. Geographic location was determined as the participant’s state of 

residence.  

Dependent Variables 

Three dependent variables in this study were the three subscale scores on the 

RPPHAWD. The survey used for this study was an expanded version of the instruments 

used in studies by Siu (2005) and Young et al. (1998), as described in the Instrumentation 
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section. For the purpose of analysis, responses on the dichotomous scales in the survey 

were assigned scores as follows: True = 1, False = 0. The evaluation of mean scores 

employed a formula for the standard error of the mean from Patten (2001): 

 S =    S   
   mean         √n 

Population and Sample 

 The population for this study consisted of professionals working in the field of 

rehabilitation, in particular practicing professionals including counselors, educators, case 

managers, disability specialists, and consultants working with people with disabilities. 

The sampling population consisted of rehabilitation professionals who graduated from the 

rehabilitation education programs at the California State University, Los Angeles 

(CSULA). Participants were of both genders and any ethnicity, over 21 years of age, and 

with at least an undergraduate degree. It was hoped that participants would be drawn 

from Certified Rehabilitation Counselors registered by the Commission on Rehabilitation 

Counselor Certification (CRCC); however, full cooperation from CRCC was not possible 

within the study’s time framework. 

Instrumentation 

 The investigator developed the instrument Rehabilitation Professionals’ Practices 

on Helping Abused Women (RPPHAWD) for the purpose of data collection. The 

objective of developing the RPPHAWD questionnaire was to examine rehabilitation 

professionals’ knowledge, opinions, and self-assessment concerning helping abused 

women with disabilities. With 53 items (Appendix F), the instrument was an expanded 
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version of the questionnaire used in studies by Siu (2005) and Young et al. (1998). 

Revisions of the original version were based on the review of research literature and on 

the purpose of the study.  

In a dichotomous select-response format, items allowed respondents to indicate 

the extent to which they agreed or disagreed with statements by choosing alternative 

responses, true or false. The bank of items contained a collection of nine demographic 

items and three subscales totaling 44 items (Table 3.1) addressing three areas: (a) 

knowledge concerning domestic violence, perpetrators, abused women, assessment, and 

intervention of abuse (25 items), (b) opinions about helping abused rehabilitation 

consumers (7 items), and (c) self-assessment concerning practices in helping abused 

women with disabilities (12 items).  

The rating scales were multidimensional, because participants’ responses were 

guided by their knowledge, attitudes, opinions, and understanding of abuse against 

women. 

Table 3.1 
Allocation of Survey Items 
 Domains 

 
 Number of Items 

 Knowledge  25  
 Opinions    7  
 Self-assessment  12  
 Demographics    9  
  Total: 53  
     

Reliability and Validity 

In the study by Siu (2005), reliability was calculated using the Cronbach 

Coefficient Alpha test in the Statistical Package of Social Sciences (SPSS 15.0 for 
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Windows), yielding values of .640 for the knowledge scale, .433 for the opinion scale, 

and .856 for the self-assessment scale. For the present study, SPSS Reliability revealed 

that two of the three subscales of the 44-item RPPHAWD were unreliable, with scale #3 

the exception. The alpha reliabilities for the three scales were .36, .21, and .76, 

respectively. 

The RPPHAWD inventory was validated using educational experts. Two 

rehabilitation counseling professors, one social work professor, and a psychometric 

professor, all with many years of research and practitioner experience, reviewed the 

questionnaire, confirming the validity of the instrument. Prior to its administration, the 

questionnaire was approved by the investigator’s dissertation committee and the 

Institutional Review Board (IRB) at the University of Texas at Austin.  

Data Collection 

A waiver for the requirement for written consent from the participants was 

granted, based on the premises that the study presented no more than minimal risk, all 

participants were over 21 years of age, removing the consent form eliminated the only 

record linking the participants with the research, and the study was not FDA regulated. 

Approval (Appendix B) was granted under IRB Approval Number: 2008-04-0116 on 

May 28, 2008. Permission (Appendix C) to begin data collection was received from the 

CSULA Rehabilitation Counseling Master’s Program Alumni Association immediately 

after the receipt of IRB approval. 

Electronic invitations (Appendix D) to participate in the study were sent to 445 

rehabilitation professionals affiliated or registered with the CSULA Rehabilitation 
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Counseling Education Master of Science Degree Program Alumni Association, by means 

of the list serve system administrator. The questionnaire titled Rehabilitation 

Professionals’ Practice on Helping Women with Disabilities was posted online through 

Survey Monkey for a four-week period. 

 
When participants accessed the questionnaire through the link provided by Survey 

Monkey, a cover letter stated that involvement was voluntary and anonymous. 

Participants completed one question at a time by clicking one response option, with an 

opportunity to access completed items at any time. Items were grouped by content: (a) 

knowledge on domestic violence, (b) opinions about helping abused rehabilitation 

consumers, (c) self-assessment concerning practices in helping abused women with 

disabilities, and (d) demographics. The questionnaire took approximately six minutes to 

complete.   

The investigator downloaded the response data from SurveyMonkey.com as a 

Microsoft Excel file, and then uploaded them to SPSS version 15.0, coding variables 

numerically as displayed in the codebook (Appendix E). Five independent variables were 

coded. For gender, male = 1, female = 2. For experience as a rehabilitation professional, 

less experienced (in the profession for <20 years) = 0, more experienced (in the 

profession for >20 years) = 1. For counseling capacity, true = 1 and false = 0. For age, 

younger (ages <40) = 0, and older (ages >41) = 1. For education level, at least a master’s 

degree = 1, below a master’s degree = 0.    

The dependent variables were the mean scores of each of the three RPPHAWD 

subscales for knowledge, opinions, and self-assessment. The score for each item of the 
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knowledge scale was coded: correct answer = 1, incorrect answer = 0. The possible total 

score for the knowledge subscale was 25. Each decision to code as true a response in the 

opinion scale was supported by the research literature (Siu, 2005). Therefore, responses 

were coded true = 1, false = 0. The possible total score for the opinion subscale was 7. 

For the self-assessment scale, all true responses indicated professional practices that 

reflect sensitivity to abuse issues and respondents’ interests in being proficient in dealing 

with violence in women consumers’ lives (Siu, 2005). Therefore, responses were coded 

true = 1, false = 0. The possible total score for the self-assessment subscale was 12. 

Therefore, the possible total score for each participant was in the range 0-44. 

Data Analysis 

 This study was designed to examine rehabilitation professionals’ competency, 

knowledge, and opinions about helping women consumers who have experienced abuse. 

Data analysis was performed using descriptive statistics, a 2 x 2 x 2 MANOVA to test the 

research hypotheses, preceded by preliminary analyses, with support by a Univariate test 

for each dependent variable, where applicable.   

Descriptive Statistics 

Descriptive statistics were generated for data collected from the demographic 

portion of the RPPHAWD questionnaire, including frequencies, and percentages for 

indicators of demographic information. In the evaluation of percentages, the formula for 

the standard error of the percentage from Patten (2001) was used: 
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 S = √PQ   (P = the percentage, Q = 100 – P, and n = number of participants) 
    P           √n 

Hypotheses 

MANOVA is a statistical analysis used for assessing group differences across 

multiple dependent variables simultaneously, based on a set of independent variables. 

Since there were multiple independent variables―gender (male/female), experiences 

(more/less), and CRC status (with/without)―and dependent variables―(perceived 

competency, preparedness, and opinions)―a 2 x 2 x 2 MANOVA was used to examine 

how the independent variables and the dependent variables were related. Any significant 

interactions were followed up by a three-way ANOVA to test for differences in the 

independent variables for each dependent variable.  ANOVA is a procedure for 

examining whether statistical significance exists between scores of two or more groups 

on the dependent variables, based on the independent variables (Creswell, 2005). 

Hypothesis One 

A 2 x 2 x 2 MANOVA was used to test null hypothesis #1 to see if there were 

statistically significant differences for either of the two levels (male and female) of the 

independent variable (gender) across all the dependent variables (perceived competency, 

preparedness, and opinions).  It was assessed by the gender main effect in a 2 x 2 x 2 

MANOVA.  

Hypothesis Two 

A 2 x 2 x 2 MANOVA was used to test null hypothesis #2 to see if there were 

statistically significant differences for either of the two levels (more experienced and less 
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experienced) of the independent variable (experience in the rehabilitation profession) 

across all the dependent variables (perceived competency, preparedness, and opinions). It 

was assessed by the professionals’ experiences in rehabilitation field main effect in a 2 x 

2 x 2 MANOVA. 

Hypothesis Three 

A 2 x 2 x 2 MANOVA was used to test null hypothesis #3, to see if there were 

statistically significant differences for either of the two levels (with CRC status and 

without CRC status) of the independent variable (CRC status)  across the dependent 

variables (perceived competency, preparedness, and opinions). It was assessed by a CRC 

status main effect in a 2 x 2 x 2 MANOVA.  

Chapter 4 contains analyses of quantitative findings related to the three 

hypotheses, preceded by descriptive statistics generated by the demographic items 

completed by participants.  
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CHAPTER 4: RESULTS 

After a summary of descriptive statistics and reliability and validity analyses of 

the RPPHAWD instrument, results are presented for analyses that were performed using a 

2 x 2 x 2 MANOVA procedure for each null hypothesis. In view of the statistical 

significance found for gender, three-way ANOVAs were conducted to determine the 

source of the significance. The discussion concludes with additional findings. 

Descriptive Statistics 

Of the 445 CSULA Rehabilitation Education Program alumni contacted, 183 

responded, a rate of 41.1%. Of those who responded, 101 (55.8%) were female and 80 

(43.7%) were male, with gender data missing for two participants. A majority of 

participants had 20 years or less of experience in the rehabilitation profession: 133 

(56.8%) reported < 20 years and 50 (43.2%) reported > 20 years. Approximately one-

fourth were CRC certified: 49 (26.8%) reported they were CRC certified and 132 

(72.1%) reported they were not, with no report from two respondents.  

Distributions of participants by age, academic degree, and ethnicity were 

obtained. By age, 34 (18.6%) were 21-30, 37 (20.1%) were 31-40, 47 (25.5%) were 41-

50, 52 (28.3%) were 51-60, 13 (7.1%) 61 or older, with no report from 2 (1.1%). See 

Table 4.1 for demographic information by gender and age. 
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Table 4.1     
Demographic Characteristics of Respondents by Gender and Age  
Variable  Frequency  Percentage 

Gender     

 Female  101  55.2% 

 Male  80  44.7% 

           Missing Data  2  1.1% 

Total  183  100% 

Age     

 21 - 30  34  18.6% 

 31 - 40  36  19.7% 

 41 - 50  46  25.1% 

 51 – 60  52  28.4% 

 61 and Over  13  7.1% 

 Missing Data  2  1.1% 

 Total  183  100% 

     

 

By degree, 12 (6.5%) held doctoral degrees, 6 (3.3%) had some doctoral 

education, 72 (39.1%) held master’s degrees, 78 (42.2%) had some graduate-level 

education, 12 (6.5%) held undergraduate degrees, and 3 (2.4%) had not completed an 

undergraduate degree. See Table 4.2 for demographic information by education. 
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Table 4.2  

Demographic Characteristics of Respondents by Education 

  

Education     

  Doctoral Degree  12  6.5% 

  Some Doctoral Education  6  3.3% 

 Masters’ Degrees  72  39.1% 

 Some Graduate Study  78  42.2% 

 Bachelors’ Degrees  12  6.5% 

 Without Bachelor Degrees  3  2.4% 

 Total  183  100% 

     

 

The professional profile of the participants was obtained, with 89 (48.6%) 

reporting their primary occupation as rehabilitation counselor, 10 (5.5%) reporting 

rehabilitation educator, and 84 (45.9%) reporting some other rehabilitation profession. A 

majority of participants worked in a counseling capacity: 110 (60.1%) compared to 73 

(39.9%) who were employed in a non-counseling capacity. Table 4.4 contains a summary 

of the professional profile of the participants.   
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Table 4.3  

Demographic Characteristics of Respondents by Race and State of Residence 

Race     

  African American  26  14.1% 

  Asian American/ Pacific Islander 16  8.7% 

 Caucasian  41  22.3% 

 Cuban/Chicano/Hispanic/ 
Latino/Mexican/Spanish 
 

 54  29.3% 

 Multiracial  24  13% 

 Native American  11  6% 

 White Non-Hispanic  11  6% 

 Total  183  100% 

State of Residence     

 California  170  92.4% 

 Outside California  13  7.6% 

 Total  183  100% 

      

 

Participants’ responses indicated that 62.5% had experienced working with 

women consumers with abuse issues in their professional careers, but only 30.4% of them 

routinely screened for clients’ experiences of abuse during initial consultations. In 

addition, 100% of the respondents suggested that rehabilitation professional organizations 

 
 

    



61 

 
Table 4.4 
 
Professional Profile of Respondents  

  

Variable  Frequency  Percentage 

Experience in the Rehabilitation Profession    

 Under 20 Years  133  56.8% 

 20 Years and Over   50  43.2% 

 Total 183  100.% 

Primary Occupation     

 Rehabilitation Counselor  89  48.6% 

 Rehabilitation Educator  10  5.5% 

 Other Rehabilitation Professional 84  45.9% 

Total  183  100% 

Counseling Capacity     

 Counselor  110  60.1% 

 Non-Counselor  73  39.9% 

 Total  183  100% 

CRC Status     

 CRC Certified  49  26.8% 

 Non-CRC Certified  132  72.1% 

 Missing Data  2  1.1% 

 Total  183  100% 
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should regularly distribute information related to abuse of people with disabilities, and 

99.5% of the respondents indicated that study of abuse should be included in 

rehabilitation professional training curricula.   

Reliability and Validity 

Analysis using SPSS Reliability (Tabachnick & Fidell, 2005) revealed that two of 

the three original subscales of the RPPHAWD were unreliable, with scale #3 the 

exception. The alpha reliabilities were .36, .21, and .76, respectively. In an attempt to 

identify subsets of items that might have higher reliabilities, a principal-axis factor 

analysis with a scree test was run on 43 items. One item was deleted because it had zero 

variance. Results of the scree test suggested that there were three factors, so the principal-

axis analysis was run, indicating three factors and also specifying a varimax rotation. All 

items loading .30 and above were inspected for each factor (see Table 4.3). The first 

factor, identified with 8 items, appeared to measure perceived competency. The second 

factor, identified with 9 items, appeared to measure preparedness. The third factor, 

identified with 6 items, appeared to measure opinion. 

 Because the original scales bore little relationship to the constructs being studied, 

using them would have introduced threats to construct validity, which requires adequate 

definition and accurate measurement of variables by means of instruments, procedures, 

manipulations, and methods selected for the research. A construct is valid only when 

other constructs cannot be interpreted as being the cause or the effect. Inadequate 

preoperational explication of constructs, mono-operation bias, mono-method bias, and 
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experimenter expectancies may lead to threats to construct validity (Parker, & Bolton, 

2005).  

Next, an analysis using SPSS Reliability (Tabachnick & Fidell, 2005) was 

performed on the subscales identified by the three factors, yielding alpha values of .80, 

.66, and .50, all at an acceptable level for research purposes. Unit weighting was 

employed and item scores for each participant were summed to form three subscale 

scores that had been identified by the principal-axis analysis. These three subscale 

(perceived competency, Preparedness, and Opinions) sums became the dependent 

variables used in the next step. See Table 4.5 for the summary 

Testing Hypotheses 

A 2 x 2 x 2 MANOVA was performed with gender (M/F), experience 

(High/Low), and certification (CRC/no CRC) as independent variables and the three 

subscales (perceived competency, preparedness, and opinions) as dependent variables. 

Because some cell values in the two- and three-way interaction tables were less than 10, a 

custom model testing only the main effects was selected. This was a conservative 

analysis, placing the variance for the interactions into the error term. For gender, Pillai’s 

Trace was statistically significant [multivariate F(3, 175) = 3.309, p =.021]. See Table 4.6 

for results. 
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Table 4.5  
Results of Principal-Axis Analysis  
 Factor 
 Perceived competency Preparedness Opinion 
trnemotion .734   

trnpsychia .732   

trnintellect .714   

counskls .594   

recognize .561   

trnphysical .520   

expabswm .416   

routine .376   

isolated  .969  

importnt  .660  

lcktraining  .560  

lrnlawrpt  .433  

underrpt  .423  

lrnprevnt  .407  

acptrespnd  .350  

selfcenter  .342  

lvgpartner  .308  

inqskills   .494 

lrnscrng   .360 

unethic   .332 

univscrn   .316 

Jealousy   .308 

prolonged   .303 

    

Only items loading .30 and above are displayed in this table  
 



65 

Given the statistical significance for gender and experience, univariate tests of between-

subjects effects were calculated to determine where the significances may have occurred. 

The F-tests for the first and third subscales yielded statistical significance for gender [F(1, 

177) = 3.941, p = .049 and F(1, 177) = 4.379, p = .038]. The F-test for the first subscale 

yielded statistical significance for experience [F(1, 177) = 9.735, p = .002]. All other F-

tests were not statistically significant (see Table 4.5). Thus, gender was found to be 

statistically significant (p < .05) on subscales 1 and 3. Experience was found to be 

statistically significant (p < .05) on subscale 1, and all other F-tests—including those for 

CRC status—were not found to be statistically significant  (p < .05). 

 

Table 4.6 
Results of Three-Way MANOVA for RPPHAWD  

  

Effect Value Multivariate F Hypothesis df Error df Sig. 

Intercept .988 4.711E3a
 3.0 175 .000 

Gender .054 3.309 a
 

 

 

3.0 175 .021 

Experience .057 3.494 a 3.0 175 .017 

CRC Status .008 .472 a 3.0 175 .702 

      

Note: a= exact statistic; alpha - .05 
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Table 4.7  
Three-Way ANOVA Results for the Three Subscales 

Source Dependent Variable 

Type III Sum 

of Squares df 

Mean 

Square F Sig. 

Competency 109.647a
 3 36.549 6.214 .000 

Preparedness 1.008c
 3 .336 .486 .693 

Corrected Model 

Opinions 5.490d
 3 1.830 1.711 .166 

Competency 1321.407 1 1321.407 224.679 .000 

Preparedness 8920.081 1 8920.081 1.289E4 .000 

Intercept 

Opinions 3350.840 1 3350.840 3.133E3 .000 

Competency 23.176 1 23.176 3.941 .049 

Preparedness .402 1 .402 .582 .447 

Gender 

Opinions 4.683 1 4.683 4.379 .038 

Competency 57.253 1 57.253 9.735 .002 

Preparedness .615 1 .615 .888 .347 

Experience 

Opinions .167 1 .167 .156 .693 

Competency 4.604 1 4.604 .783 .377 

Preparedness .280 1 .280 .405 .525 

CRC 

Opinions .209 1 .209 .196 .659 

Competency 1040.994 177 5.881   

Preparedness 122.472 177 .692   
Error 

Opinions 189.306 177 1.070   

Competency 3442.000 181    

Preparedness 13846.000 181    
Total 

Opinions 5202.000 181    

Competency 1150.641 180    

Preparedness 123.481 180    
Corrected Total 

Opinions 194.796 180    

    

a. R Squared = .095 (Adjusted R Squared = .080)    

b. Computed using alpha = .05     
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Hypothesis One 

 The results justified rejecting the null hypothesis, revealing a significant 

difference in the dependent variables by gender (F[3,175] =3.309, p < .021) . The 

Univariate ANOVAs also revealed significant differences in the dependent variables by 

gender.  An inspection of the scores indicated that male professionals reported a slightly 

higher level of perceived competency (M = 3.72, SD = .31) than female professionals (M 

= 2.95, SD = .28) in helping abused women with disabilities. Meanwhile, male 

professionals’ scores indicated that they were more favorable (M = 5.48, SD = .13) than 

were female professionals (M = 5.14, SD = .12) in opinions related helping abused 

women with disabilities. 

Hypothesis Two 

The results justified rejecting the null hypothesis, revealing a significant 

difference in the dependent variables between the more experienced and less experienced 

rehabilitation professionals (F[3,175] =3.494, p < .017) on subscale 1 (perceived 

competency). All other F-tests were not statistically significant (p < .05).  The mean 

scores revealed that less experienced rehabilitation professionals reported a slightly 

higher level of perceived competency (M = 3.98, SD = .23) than did those with more 

experience (M = 2.69, SD = .36) in helping abused women with disabilities. 

Hypothesis Three 

 The results of the MANOVA failed to reject the null hypothesis, revealing no 

significant difference in CRC status (CRC status vs. non- CRC status). All other F-tests 

were not statistically significant (p < .05).  
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Summary of Results 

The number of participants in the sample was 183, with 101 females, 80 males, 

and missing data for 2. Response data indicated that 56.8% had less than 20 years of 

experience and 43.2% had at least 20 years experience in rehabilitation; 26.8% were CRC 

certified and 72.1% were not; and 62% had experience working with abused women, but 

only 30.6% routinely screened for abuse experiences. All respondents agreed that 

information related to abuse of people with disabilities should be regularly distributed, 

and 99.4% of the respondents indicated that study of abuse should be included in 

rehabilitation education.  

Findings for the statistical significance of the results justified rejecting null 

hypotheses #1 and #2 and not rejecting null hypothesis #3. Results of a 2 x 2 x 2 

MANOVA indicated that (a) gender was statistically significant (p < .05) on the 

perceived competency and the opinions subscales, with male rehabilitation professionals 

scoring slightly higher than female professionals in perceived competency and opinions; 

(b) experience was statistically significant ( p < .05) on the perceived competency 

subscale, with rehabilitation professionals who had been in the field twenty years or less 

scoring slightly higher than those who had been in the field more than twenty years in 

perceived competency; and (c) CRC status was not statistically significant ( p < .05).  
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CHAPTER 5: DISCUSSION 

To investigate rehabilitation professionals’ practices in helping abused women 

with disabilities, three null hypotheses were investigated: (1) there is no difference due to 

gender in subscale scores on the RPPHAWD; (2) there is no difference due to experience 

in subscale scores on the RPPHAWD; and (3) there is no difference due to CRC status in 

subscale scores on the RPPHAWD.  

Findings  

Gender was found to be statistically significant (p < .05) on subscales 1 

(perceived competency) and 3 (opinion). Experience was found to be statistically 

significant (p < .05) on subscale 1 (perceived competency), while CRC status and the 

two- and three-way interactions were not found to be statistically significant (p < .05). 

This discussion addresses (a) findings and prior studies, (b) implications for the field of 

rehabilitation, (c) recommendation for rehabilitation professionals, and (d) limitations of 

this study.  

Gender Difference 

Research concerning violence against women with disabilities is a gender-specific 

issue in the fields of rehabilitation services and counseling. Examination of gender 

differences in professionals’ practices in helping abused women consumers introduces an 

additional factor in the complex interaction of gender, disability, violence, and 

professional practice. One purpose implicit in this study was the intent to raise awareness 

of gender inequality and to foster gender-related justice, especially in the context of the 
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delivery of professional rehabilitation services related to abuse issues. Just as with 

rehabilitation professionals’ attitudes towards disability, professionals’ biases and 

attitudes toward violence against women seem likely to impact the services provided and 

their efficacy in the rehabilitation of abused consumers.   

For the sample of rehabilitation professionals in this study, findings suggested a 

gender-specific difference for the factors perceived competency and opinions in their 

work with abused women with disabilities. Male rehabilitation professionals rated 

themselves as more competent in helping women consumers with abuse issues. Lee, 

Hallberg, Jones, and Haase (1980) found that women consumers preferred male 

counselors for vocational matters, and Fowler and Wagner (1993) found that while 

“sexually assaulted victims” initially preferred to be seen by female counselors, toward 

the end of treatment “victims” reported a significantly higher rate of preference for male 

counselors. Comfort levels were not found to reflect a difference related to gender. They 

also reported that gender had no effect on counseling outcome, and both male and female 

counselors were evaluated as competent and helpful.  

These findings would seem to be paradoxical to common understanding of the 

sexes. Based on the in-group favoritism principle of social identity theory, members of a 

group (in this case, women) would be expected to have positive attachment to and 

predisposition for norms and behaviors that influence the communication patterns of in-

group members in both individualistic and collectivistic communities (Toomey & Chung, 

2005).  Emotional connection and sense of closeness, by the nature of social identity as 

“women,” are supposed to increase women’s attention span for issues pertinent to their 

gender. Feminist researchers have placed women of diverse backgrounds at the center of 

inquiry, focusing research through the lens of female experience and producing new-

found knowledge of the new “norm”—women. The traditional notion of regarding “men” 
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as “norm” and “women” as “others” has been challenged (Shaw & Lee, 2005), resulting 

in paradigm shifts in recent decades.  

Because of the time gap between earlier studies and the present study, perhaps 

research is appropriate to determine whether change has occurred in women consumers’ 

attitudes and behaviors over the past two decades, influencing women’s preferences for 

the gender of counselors. Feminists have claimed that humans have been conditioned for 

generations to think of men as holding superior status compared to women. The increased 

dissemination of female-focused information in the past two decades may have affected 

people’s attitudes and behaviors.  

Experience Differences 

For the sample of rehabilitation professionals in this study, findings suggested an 

experience-specific difference existed related to their competency in helping abused 

women with disabilities. Less-experienced professionals rated themselves to be more 

competent than more-experienced professionals in dealing with the abuse issues of 

women consumers. This finding may be consistent with the findings of Lustig and 

Strauser (2008) concerning the relationship between a counselor’s education and 

experience and the time spent on tasks. They found that the higher the number of years a 

counselor had worked in a public rehabilitation agency, the lower the amount of time he 

or she had spent in consumer assessment and advocacy. Handling a larger caseload meant 

reducing the time available to foster relationships with consumers. Young et al. (1998) 

found that an increase in the number of cases was associated with a decrease in proactive 

outreach to abused women with disabilities. Less-experienced rehabilitation professionals 

in this study were more likely to be younger, highly educated, and influenced by the 
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women’s movement. Consequently, these professionals might have been more willing to 

discuss abuse issues openly than were those who were older and more experienced.      

CRC Status 

 Findings of this study failed to reject the null hypothesis concerning an absence of 

difference between scores on the RPPHAWD of counselors with and without status as a 

CRC. This is an area in need of further research and exploration.  

Opinions about Helping Abused Women Consumers 

 There was total agreement among study participants on the need for regular 

distribution of information about abuse of people with disabilities through rehabilitation 

professional organizations. There was also support by 99.5% of participants to include 

the study of abuse issues in rehabilitation professional training curricula. These findings 

appear to be positively correlated to the 97.3% of participants who reported that they 

agreed that immediate attention is required to address professionals’ lack of training on 

abuse. More than 85% of participants agreed that special training is required in order to 

inquire about experiences with abuse. These results are consistent with findings of Young 

(1998) about the direction of preference and with findings of Siu (2005), despite the 

difference between practicing rehabilitation professionals and students learning to 

become rehabilitation professionals.  

Approximately 78% of the participants recognized that it is unethical to avoid 

discussing abuse issues with clients who identify themselves as receivers/witnesses of 

abuse, and approximately 92% indicated a need exists for universal screening of all 

consumers for abuse during every rehabilitation service/counseling intake. Two likely 
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reasons explain the agreement by a large majority of participants (92.2%) that they were 

interested in learning more about abuse issues: mandatory screening for and reporting of 

abuse (96.7%) and the need for violence intervention (95.6%). These findings support 

recommendations in prior studies (Glover-Graf & Reed, 2006; Schaller & Fieberg, 1998; 

Siu 2005; Young et al., 1998) to address rehabilitation professionals’ training needs 

relevant to preparedness in assisting women consumers with abuse issues.   

Self-assessment about Helping Abused Women Consumers 

Only one-third (30.4%) of the participants reported that they routinely screened 

for a client’s experience of abuse during the initial visit, even though 62.5% of these 

professionals had experienced occasions for helping women consumers with abuse issues 

in their careers. Barely half the participants believed they possessed the knowledge and 

training to detect signs and symptoms of abuse in women with disabilities, and 

approximately 36% believed they possessed adequate counseling skills to help abused 

women with disabilities. Perhaps this finding explains why there was high demand 

expressed by participants for distribution of information related to abuse of people with 

disabilities (100%), overwhelming support for the study of abuse to be included in 

rehabilitation education curricula (99.5%), and a sense of urgency for such training in the 

rehabilitation field (97.3%).  

Implications for Rehabilitation Practice 

The philosophy of rehabilitation counseling is to use a holistic approach, 

integrating programs to empower rehabilitation consumers to achieve fulfilling, socially 
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meaningful, and functionally effective interaction within society (Baja, 1990; Brodwin & 

Brodwin, 2002; Patterson, Szymanski, & Parker, 2005). Bitter (quoted in Patterson et al., 

2005) stated that equality of opportunity affirming the holistic nature and uniqueness of 

individuals must provide the philosophical foundation for the practice of rehabilitation in 

America. Three approaches for implementing rehabilitation philosophy are relevant to 

providing service to consumers with abuse issues: ecological models that recognize the 

impact of environment on the consumer and the importance of environmental 

modification, advocacy and self-advocacy models, and empowerment models (Patterson 

et al., 2005). Rehabilitation professionals, especially rehabilitation counselors, can play 

important roles in helping abused women with disabilities. 

 “As a profession, [rehabilitation counseling] is dedicated to enhancing the quality 

of life, increasing independence, and promoting equality of opportunity for individuals 

with disabilities through application of personal and vocational counseling” (Patterson et 

al., 2005, p. 2). That is, rehabilitation counselors are expected to assist individuals with 

disabilities in adapting to the environment and in adjusting the environments to 

accommodate individuals’ needs in order for them to fully participate in all aspects of the 

society, especially employment (Patterson et al., 2005, p. 3). Besides protecting clients 

from harm and promoting their welfare, rehabilitation professionals must continue to 

update and extend their knowledge because of the applied nature of their work that 

affects the lives of consumers in their care.  

Despite their failure to reflect statistical significance, the results of this study 

document the practical significance of the need for additional information, education, and 

training relevant to abuse against women with disabilities. The discussion that follows 

addresses ideas for disseminating abuse-related information within the community of 
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rehabilitation professionals and for including abuse-related training in graduate-level 

rehabilitation education.  

Dissemination of Information  

In the past two decades, a considerable body of literature on the topic of violence 

against women with and without disabilities has appeared in human services journals and 

publications. However, research concerning violence against people with disabilities is 

still in its infancy. Several articles appear in rehabilitation journals such as Rehabilitation 

Counseling Bulletin, Journal of Applied Rehabilitation, Rehabilitation Education, and 

Rehab Pro. Scholars and researchers, especially those specialized in medical and 

psychosocial aspects of disability, may want to consider expanding their scope of study to 

include abuse issues within the populations they study.  

Much disability-specific and cultural-specific abuse information is yet to be 

discovered and published. Abuse of people (especially women) with disabilities is 

widespread; nearly two-thirds (62%) of the participants in this study alone reported that 

they had experienced instances of helping women consumers with abuse issues in their 

professional careers. If a portion of this group published their experiences, the field 

would be more informed and one-step closer to providing better service to the abused 

population.   

Several avenues exist for providing timely, ongoing information for rehabilitation 

professionals, including professional papers, poster presentations, and workshops at state 

and national conventions. Convention sponsors should consider calling for proposals on 

related topics or inviting keynote speakers from the Center for Research of Women with 

Disabilities or Violence against Women Act (VAWA) Grant Program, to present research 

findings concerning abuse of women with disabilities.  
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Sharing accurate information and dispelling myths about abuse are ways every 

professional can help disseminate relevant information and make a difference in violence 

against people with disabilities. Loa Tzu said, “A journey of a thousand miles begins with 

a single step.” If every person makes a small contribution, this world would be a better 

place to live.   

Inclusion of Study of Abuse in Rehabilitation Education Curricula  

 To better prepare rehabilitation professionals for providing appropriate services 

with sensitivity, rehabilitation educators must be involved in designing pre-service and 

in-service training curricula that encompass the issues of domestic violence and 

disability. In the teaching of psychosocial adjustment and disability, abuse of people with 

disabilities must be included as one of the major barriers to address. Training and 

internship at domestic violence shelters and advocacy agencies ought to be encouraged, 

and they should be accepted as satisfying requirements for pre-service practicum hours 

(Glover-Graf & Reed, 2006; Young, et al., 1998). In turn, addressing rehabilitation 

students’ knowledge and skills in disabilities may help to improve the services delivered 

by many domestic violence shelters in providing appropriate access and proper 

community tools.  

 Integrating the study of abuse into a rehabilitation counselor education curriculum 

can address needs for information and training in the field of rehabilitation. The position 

of rehabilitation counselor provides a unique platform for screening consumers for 

violence during intakes (Glover-Graf & Reed, 2006; Young, et al., 1998). Educators 

ought to consider properly training rehabilitation counseling students and other future 

rehabilitation service providers to help people with disabilities who have abuse issues.  
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Depending on availability of resources, rehabilitation programs could create a 

course dedicated to the study of abuse, or offer seminars, workshops, or presentations by 

guest speakers. Some programs may choose to take the route of collaborating with other 

disciplines—such as social work, law, or criminal justice—that may feature existing 

courses related to domestic violence or neglect and maltreatment (Forgey & Colarossi, 

2003). Teaching of disability- and rehabilitation-specific information should be retained 

as the responsibility of rehabilitation educators. Interdisciplinary collaboration would not 

only offer students the most qualified instructors and helpful courses in a cost-effective 

manner; it would benefit students from collaborating disciplines by exposing them to the 

knowledge and skills of those working with people with disabilities.  

When developing a model curriculum for addressing violence against people with 

disabilities, educators might want to structure a framework to satisfy the need for abuse-

related basic knowledge, assessment, intervention, and prevention. Learning objectives 

ought to include the study of fundamental information and clinical knowledge such as 

definitions, attitudes, theories, consequences, ethical issues, legal systems, social 

services, and service delivery related to domestic violence and caregiver abuse of people 

with disabilities. The course must address understanding the psychological, social, 

physical, legal, and financial consequences of violence against people with disabilities, 

including the consequences for their children, their abusers, and the larger community.  

The curriculum should also address learning skills to assess and identify abused 

individuals, appropriate societal interventions, complex social service delivery systems, 

and relevant social policies and their intended consequences. It would be helpful if the 

program included identification of ethical dilemmas that rehabilitation counselors and 

other rehabilitation interdisciplinary team members face when addressing the needs of 

abused consumers. Practical learning objectives would include helping learners 
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understand issues of social control, societal discrimination, self-determination, and 

confidentiality, and helping learners know how to infuse safety planning into the 

consumer’s rehabilitation plan.  

To assess student-learning outcomes, the curriculum could allow consideration of 

alternatives to traditional written examinations and term papers. For example, an 

instructor might want to ask students to synthesize course content by designing an 

integrated rehabilitation safety plan. Other instructors may foster collaborative learning 

by inviting students to organize small-group class presentations of their rehabilitation 

plans.  

Universal Screening for Abuse 

 A very large majority of study participants (90%) supported universal screening 

for abuse during initial consultation at a rehabilitation setting. The prevalence of abuse 

against women with disabilities certainly justifies use of a protocol for universal 

screening—a standardized assessment to identify whether a woman is exposed to or is at 

risk of abuse (Hassouneh-Phillips, 2005). The approach involves rehabilitation 

counselors maintaining a high index of suspicion when performing the assessment, 

making sure to ask consumers about abuse, regardless of the purpose of the consultation. 

Two instruments exist specifically for use with abused women with disabilities: 

(a) an eight-item screening tool developed by the Center for Self-Determination in 

Portland, Oregon and (b) a four-item Abuse Assessment Screen-Disability tool designed 

by the Center for Research on Women with Disabilities in Houston, Texas. Both 

instruments are scientifically tested questionnaires available for universal screening for 

abuse (Hassouneh-Phillips & Curry, 2002).  
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Abused women receive little support from professionals in identifying and 

responding to abuse, yet they would welcome the opportunity to respond to inquiry about 

their abuse experience (Powers, Curry, Oschwald, & Maley, 2002). With universal 

screening as a part of the intake routine, rehabilitation counselors will be able to identify 

appropriate services to meet the needs of these women.   

Study Limitations  

 This study employed a cross-sectional, Web-based survey design, in which the 

status of a group of rehabilitation professionals was assessed at a particular time with 

respect to their practices in helping abused women with disabilities. Therefore, it 

captured only a snapshot of rehabilitation service providers’ self-reporting experiences. A 

criticism of cross-sectional survey designs has been that they may force respondents to 

artificially formulate opinions, masking the complexity of conflicting views and 

unconscious biases within each respondent.  

 Because in most online surveys users are anonymous, it is not possible to detect 

or prevent repeat participations. In addition, this study relied on self-ratings of 

competence, preparedness, and opinions, and an inherent disadvantage of data collected 

by means of self-report is that such data are vulnerable to distortion. The paradoxical 

finding that male professionals and less experienced professionals scored higher in 

perceived competency than did their counterparts may be a manifestation of the 

Hawthorne Effect. That is, participants may have altered their responses or behaviors 

because they knew they were being studied (Creswell, 2005). In addition, due to the weak 

relationship between the instrument and the constructs being studied, construct validity 

should be assessed with a larger sample. 
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Threats to Internal Validity  

 The low reliability values obtained for the subscales constitute a factor that limits 

the internal validity of this study. Because this study employed cross-sectional data 

collection using an instrument posted online for 4 weeks, several time-associated threats 

to internal validity do not appear pertinent to the findings: history, maturation, statistical 

regression, mortality, and instrumentation. 

Threats to External Validity 

 Two factors may limit external validity: reactivity effects related to the study 

topic and the inability to generalize to all rehabilitation professionals in the U.S. from the 

responses of rehabilitation professionals graduated from the California State University, 

Los Angeles Rehabilitation Education Programs. Confidentiality was secured through 

anonymous and online participation.  

Recommendations for Rehabilitation Research 

 With a small 4:1 ratio of respondents to items in this study, future research is 

called for to replicate this study with a larger sample to establish construct validity. Now 

that current research in the rehabilitation field has begun to include abuse of women with 

disabilities, future research could yet broaden the scope of inquiry to include eight topics: 

(a) abuse of men with disabilities, (b) violence in the lives of rehabilitation service 

providers, (c) barriers in providing services to abused people with disabilities, (d) abuse 

against people with disabilities of indigenous communities, (e) religion and spirituality in 

abused people with disabilities, (f) cross-disciplined (social work, law, and nursing) 
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collaboration in pre-service and in-service training for rehabilitation professionals, (g) 

evaluation of efficacy in using the spectrum of services available to abused rehabilitation 

consumers, and (h) investigation of gender differences in thinking and responding. 

Addressing any of these topics could increase the depth and breadth of understanding 

concerning rehabilitation professionals’ practices in several dimensions. As the number 

of rehabilitation education programs including study of abuse in their curriculum 

increases, outcome evaluation research of these programs is recommended.  

Glover-Graf and Reed (2006) advocated increased competition for federal grants 

for research focused on violence against people with disabilities and on the impact of 

socio-political, economic, and cultural factors in contributing to abuse of people with 

disabilities. Despite the difficulties associated with conducting research addressing 

abused individuals, such research should continue, employing efforts to obtain advance 

IRB approval for contacting “victimized” participants. It is important that researchers do 

not rely solely on obtaining permission from the shelter or agency with which target 

participants are affiliated, and it is imperative for institutions to provide additional 

financial support for extended efforts to obtain study participants and to prepare second 

and third alternative plans (Coulter, 2004).   
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CHAPTER 6: CONCLUSION 

Abuse of women with disabilities is occurring at an alarming rate in the United 

States, with powerful, harmful impact. As one of the primary service providers for people 

with disabilities, rehabilitation professionals—especially rehabilitation counselors—are 

likely to have an opportunity to help such individuals; it has been suggested that they 

would benefit from the inclusion of the study of abuse in the curriculum for rehabilitation 

professional training.  

The primary purpose of this study was to investigate rehabilitation professionals’ 

practices in helping abused women with disabilities. Of 183 rehabilitation professionals 

who participated in this study, 62% had experienced working with abused women, yet 

only 30% of them routinely screened for abuse experiences. Moreover, all participants 

agreed that information related to abuse of people with disabilities should be regularly 

distributed, and 99% indicated that study of abuse should be included in rehabilitation 

education.  

Three major findings were obtained. Gender was statistically significant (p < .05) 

on the perceived competency and the Opinions subscales and male rehabilitation 

professionals scored slightly higher than did female professionals in perceived 

competency and opinions. Experience was statistically significance ( p < .05) on the 

perceived competency subscale and less-experienced professionals scored slightly higher 

than did more-experienced professionals in perceived competency. CRC status was not 

found to be statistically significant ( p < .05).  
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To build professionals’ competence in dealing with abuse, rehabilitation educators 

must provide them with both pre-service and in-service opportunities to gain information, 

knowledge, and skills related to abuse intervention and prevention (Young et al., 1998). 

In view of the holistic approach reflected in the philosophy of rehabilitation counseling, 

practitioners are expected to embrace the concept of integrating programs that ultimately 

empower rehabilitation consumers to achieve fulfilling, socially meaningful, and 

functionally effective interaction with society (Brodwin & Brodwin, 2002; Patterson et 

al., 2005). The role of the rehabilitation professional is not only to acquire knowledge and 

skills to qualify as a competent helping professional, but also to manifest values espoused 

by the profession, taking a holistic approach to serving rehabilitation consumers’ 

medical, social, functional, vocational, educational, spiritual, cultural, psychological, 

emotional, and even family needs. 

 
Many studies (Glover-Graf & Reed, 2006; Schaller & Fieberg, 1998; Siu 2005; 

Young, et al., 1998) have recommended the inclusion of abuse topics in rehabilitation 

curricula for pre-service and in-service training programs. The goal is that rehabilitation 

professionals will be better prepared with knowledge and skills in dealing with 

consumers’ abuse issues, often arising in crisis situations. Glover-Graf and Reed 

(2006) offered five recommendations for including study of abuse in 

rehabilitation education: (a) offer abuse-related topics or seminar courses, (b) 

include topics concerning abuse of people with disabilities in rehabilitation 

courses, addressing especially medical and psychosocial aspects of disability, (c) 

provide abuse-related information from credible resources, (d) collaborate with 

organizations of violence-prevention advocates to offer practicum and internship 
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experiences, and (e) encourage and compete for grants to conduct abuse-related 

research that will make a difference physically and attitudinally for the abused 

among the community with disability.  

Recommendations for Rehabilitation Professionals 

To address abuse issues of rehabilitation consumers, rehabilitation professionals 

have several responsibilities: (a) to learn about violence by using available training 

related to abuse of people with disabilities; (b) to employ universal screening as a routine 

client-intake procedure; (c) to volunteer information, resources, and referrals to clients 

who are in danger or at risk of an abusive situation; (d) to facilitate collaboration with 

domestic violence shelters to supply personal care services and replace medications and 

assistive devices left behind in an emergency situation (Hassouneh-Phillips & Curry, 

2002); (e) to accumulate domestic violence resources to enhance abuse-related services 

for abuse survivors with disabilities (Hassouneh-Phillips & Curry, 2002); and (f) to raise 

awareness and offer educational activities to reduce the vulnerability of women with 

disabilities and increase their ability to protect themselves (Nosek et al., 2001).  
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Appendix A 

 
Summary of Research Literature by Theme and Category 
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Summary of Research Literature by Theme and Category 
 
Theme Category Literature 

Effects of abuse Sobsey, 1994; Nosek et al, 2001; Schaller & 
Fieberg, 1998 
 

 

Abuse-induced injuries Sobsey, 1994; Dutton et al., 2000; Resnick et al., 
1997; Staggs & Riger, 2005; NCAD, 2007; 
Hassouneh-Phillips, 2005; Leserman et al., 1998. 
 

 

Abuse-induced behaviors Mansell & Sobsey, 1994; Sobsey, 1994; Humphreys 
& Thiara, 2003; Dutton et al., 2000; Schaller & 
Fieberg, 1998; Balogh et al., 2001; Firth et al., 
2001; Pico-Alfonso et al., 2006; Braitstein et al., 
2003; Calderbank, 2000; Glover-Graf & Reed, 2006; 
Powers et al., 2002.  
 

 

Abuse-induced physical  
  health problems 

Dutton et al., 2000; Nosek et al., 2001a; Powers et 
al., 2002; Hassouneh-Phillips & McNeff, 2005; 
Leserman et al., 1998; Schaller & Fieberg, 1998; 
Staggs & Riger, 2005;  Logan et al., 2003; Resnick 
et al., 1997; Braitstein et al., 2003; HHS, 2005.  
 

 

Abuse-induced mental  
  health problems 

Humphreys & Thiara, 2003; Kilpatrick et al., 1997; 
Resnick et al., 1997; Pico-Alfonso et al., 2006; 
Leserman et al., 1998;  Schaller & Fieberg, 1998; 
Sobsey, 1994; Cortina & Kubiak, 2006; Staggs & 
Riger, 2005; Basile,  et al., 2004; Braitstein et al., 
2003; Ullman & Filipas, 2005; Sarkar & Sarkar, 
2005;  Helfrich et al., 2006; Coutler, 2004. 
 

 

Abuse-induced 
vocational  
problems 

Coulter, 2004; Helfrich et al., 2006; Logan et al., 
2006; Swanberg & Logan, 2005; Siu, 2005; 
Wettersten et al., 2004.  
 

 

Abuse-induced substance 
abuse 

Dutton et al., 2000; Mansell & Sobsey, 1994; Logan 
et al., 2003; Glover-Graf & Reed, 2006; Li et al., 
2000; Braitstein et al., 2003; James et al., 2004 
 
 

 
Abuse-induced effects on 
family and friends 

Logan et al., 2003; Orange & Brodwin, 2005; 
Swanberg & Logan, 2005; Sobsey, 1994. 
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Abuse-induced  
psychological effects 

Dutton et al., 2000; Schaller & Fieberg, 1998; 
Ullman & Filipas, 2005; Humphreys & Thiara, 
2003; Leserman et al., 1998; Mansell & Sobsey, 
1994; Hassouneh-Phillips, 2005; Logan et al., 2003; 
Pico-Alfonso et al., 2006; Doren & Benz, 1998; 
Hassouneh-Phillips & Curry, 2002; Nosek et al., 
2001a; Hassouneh-Phillips & McNeff, 2005. 
 

 

Abuse-induced emotional 
effects 

Humphreys & Thiara, 2003; Logan et al., 2003;  
Nosek et al., 2001b; James et al., 2004; Dutton et al., 
2000; Resnick et al., 1997. 
 

Proposed strategies to combat 
violence 

Sobsey, 1994; Glover-Graf & Reed, 2006; Schaller 
& Fieberg, 1998; Siu, 2005; Young et al., 1998. 
 

Rehabilitation counselors and 
abused  
women   

Schaller & Fieberg, 1998; Siu, 2005, Young et al., 
1998; Sobsey, 1994. 
 

Rehabilitation educators and 
abused  
women   

Glover-Graf & Reed, 2006; Schaller & Fieberg, 
1998; Siu 2005; Young et al., 1998 
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Appendix B 

The University of Texas at Austin 
IRB Approval Letter 

 
 



 
 

FWA# 2030 

Date:  

PI(s):     Department & Mail Code:  

 

Dear: 

IRB APPROVAL – IRB Protocol #  

Title:  

In accordance with Federal Regulations for review of research protocols, the Institutional 
Review Board has reviewed the exempt status assessment of the above referenced protocol 
and found that it meets exempt approval under the category designated below for the 
following period: - 

Any research involving surveys, interviews, or observation of children is not eligible for exempt 
review, unless it consists only of observational research where the investigator(s) do not 
participate in the activities being observed.  Research that is FDA regulated cannot be granted an 
exemption except for category 6.  (Research is FDA-regulated when it involves the use of a drug 
or medical device, other than the use of an approved drug or medical device in the course of 
medical practice, or when the results are to be submitted to or held for inspection by the FDA.) 
Unless otherwise required by Department or Agency heads, exempt research must fall within one 
of the following categories: 
 
___1. Research conducted in established or commonly accepted educational settings, involving 
normal educational practices, such as: 

(i) research on regular and special education instructional strategies, or 
(ii) research on the effectiveness of or the comparison among instructional techniques, 
curricula, or classroom management methods. 
(iii). The research is not FDA-regulated 
 

 
___2. Research involving the use of educational tests (cognitive, diagnostic, aptitude, 
achievement), survey procedures, interview procedures or observation of public behavior, unless: 

(i.) Information obtained is recorded in such a manner that human subjects can be 
identified, directly or through 

OFFICE OF RESEARCH SUPPORT 
  

  THE UNIVERSITY OF TEXAS AT AUSTIN 
   
  P.O. Box 7426, Austin, Texas 78713 (512) 471-8871 - FAX (512 471-8873)  

North Office Building A, Suite 5.200 (Mail code A3200) 



identifiers linked to the subjects: and 
(ii.) any disclosure of the human subjects' responses outside the research could 
reasonably place the subjects at risk of criminal or civil liability or be damaging to the 
subject's financial standing, employability, or reputation; or 
(iii.) The research involves surveys, interviews, or observation of children (where the 
investigator does not participate in the activities being observed); 
(iv.) The research is not FDA-regulated 
 

___3. Research involving the use of educational tests, survey or interview procedures, or 
observing public behavior that is not exempt under number 2 above, if the subjects are public 
officials or candidates for public office or a federal statute requires that the confidentiality of 
personally identifiable information will be maintained throughout the research and thereafter. 
The research is not FDA-regulated 
 
___4. Research involving the collection or study of existing data, documents, records, 
pathological or diagnostic specimens, if these sources are publicly available or if the information 
is recorded by the investigator in such a manner that subjects cannot be identified, either directly 
or through identifiers linked to the subjects. To qualify for exemption, the data, documents, 
records or specimens must be in existence before the project begins. The research is not FDA-
regulated 
 
___5. Research and demonstration projects which are conducted by or subject to the approval of 
department or agency heads, and which are designed to study, evaluate; or otherwise examine: 

i. Public benefit or service programs; 
ii. Procedures for obtaining benefits or services under those programs; 

iii. Possible changes in-or alternatives to those programs or procedures; or 
iv. Possible changes in methods or levels of payment for benefits or services under those 

programs. 
v. The program under study must deliver a public benefit (e.g., financial or medical 

benefits as provided under the Social Security Act or service (e.g., social, supportive, or 
nutrition services as provided under the Older Americans Act). 

vi. The research or demonstration project must be conducted pursuant to specific federal 
statutory authority; 

vii. There must be no statutory requirement that an IRB review the project; 
viii. The project must not involve significant physical invasions or intrusions upon the 

privacy of participants; 
ix. The funding agency must authorize or concur with this exemption. 
x. The research is not FDA-regulated 

 
___6. Taste and food quality evaluation and consumer acceptance studies, (i) if wholesome foods 
without additives are consumed or (ii) if a food is consumed that contains a food ingredient at or 
below the level and for a use found to be safe, or agricultural chemical or environmental 
contaminant at or below the level found to be safe, by the Food and Drug Administration or 
approved by the Environmental Protection Agency or the Food Safety and Inspection Service of 
the U.S. Department of Agriculture. 
______________________________________________________________________________ 
____Please use the attached approved consent forms 
 
____Waiver of Documentation of Consent 
 
____Waiver of Informed Consent 
 



 
RESPONSIBILITIES OF PRINCIPAL INVESTIGATOR FOR ONGOING 

PROTOCOLS: 
(1) Report immediately to the IRB any unanticipated problems. 
(2) Proposed changes in approved research during the period for which IRB approval cannot be 
initiated without IRB review and approval, except when necessary to eliminate apparent 
immediate hazards to participant. Changes in approved research initiated without IRB review and 
approval to eliminate apparent immediate hazards to the participant must be promptly reported 
to the IRB, and reviewed under the unanticipated problems policy to determine whether the 
change was consistent with ensuring the participants continued welfare. 
(3) Report any significant findings that become known in the course of the research that might 
affect the willingness of subjects to continue to take part. 
(4) Insure that only persons formally approved by the DRC enroll subjects. 
(5) If relevant to your study, please use only a currently approved consent form (remember 
approval periods are for 12 months or less). 
(6) Protect the privacy and confidentiality of all persons and personally identifiable data, and 
train your staff and collaborators on policies and procedures for ensuring the privacy and 
confidentiality of participants and information. 
(7) Submit for review and approval by the IRB all modifications to the protocol or consent 
form(s) prior to the implementation of the change. 
(8) Please note that this office will send out a reminder prior to the end of your approval period 
(typically at the end of the 12 months). At this time we will ask you to give us an update on 
whether the study is still in progress and/or has had any changes that need to be reviewed for 
approval. 
(9) Notify the IRB and the DRC when the study has been completed and complete the Final 
Report Form. 
(10) Please help us help you by including the above protocol number on all future 
correspondence relating to this protocol. 
 
Thank you for your help in this matter. 
 
Sincerely, 

 
 

Tyler
Jensen Detailed
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Appendix C 

California State University Los Angeles 
Rehabilitation Education Alumni Association Approval Letter 



 

 

California State University Los Angeles 
Rehabilitation Counseling Alumni 
Association 
5151 State University Drive 
King Hall C-1034 
Los Angeles, CA 90032 
Tel: (3232) 343-4440 

June 1, 2008 

Dr. Randal M. Parker 
Melissa Elizabeth Stuart Centennial  
  Professor of Education 
The University of Texas at Austin 
Rehabilitation Counselor Education 
1 University Station, D5300  
SZB 306 
Austin, TX 78712 
 
Re: Survey on Rehabilitation Counselors’ Practices on Helping Abused Women with Disabilities 
 
Dear Dr. Parker: 

The purpose of this letter is to grant Frances Wing-Foon Siu, M.S., a doctoral candidate at the 
University of Texas at Austin, permission to conduct research at California State University Los 
Angeles Rehabilitation Counseling Alumni Association (CSULA-RCAA).  The project, 
“Rehabilitation Counselors’ Practices on Helping Abused Women with Disabilities” entails an 
online survey of no more than six minutes. CSULA-RCAA agrees to support the effort because 
our alumni are rehabilitation professionals committed to continually extend our knowledge 
through research and scientific inquiries. In addition, Ms. Siu has been an active alumnus and key 
personnel of the association.  
 
Please forward access link to the questionnaire and necessary information to my email address 
mbrodwi@calstatela.edu as soon as possible. We would appreciate results of the study to be 
shared with our members upon completion of the survey.  
 
Sincerely, 

Marty Brodwin 

Martin G. Brodwin, Ph.D., C.R.C. 
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Appendix D 

Electronic Invitation Letter 

 



Cover Letter for Internet Research 

95 

You are invited to participate in a survey, entitled “Rehabilitation Professionals’ Practices on 
Helping Abused Women with Disabilities: A Survey Study.”  The study is being conducted 
by Frances Wing-Foon Siu, Rehabilitation Counselor Education Program, Department of 
Special Education of The University of Texas at Austin, 1University Station, D5300, SZB 
306, Austin, TX 78712, Tel: (626) 675-8009, email address: fsiu@mail.utexas.edu. 
 
The purpose of this study is to examine current rehabilitation professionals’ awareness of 
abuse, self-assessment, and opinions about helping abused women consumers who have been 
abused. Your participation in the survey will contribute to a better understanding of 
rehabilitation professionals’ current practices on helping women consumers with abuse 
issues.  We estimate that it will take about 6 minutes of your time to complete the 
questionnaire.  You are free to contact the investigator at the above address and phone 
number to discuss the survey.  
  
Risks to participants are considered minimal.  There will be no costs for participating, nor 
will you benefit from participating.  Identification numbers associated with email addresses 
will be kept during the data collection phase for tracking purposes only. A limited number of 
research team members will have access to the data during data collection.  This information 
will be stripped from the final dataset.  
 
Your participation in this survey is voluntary.  You may decline to answer any question and 
you have the right to withdraw from participation at any time without penalty.  If you wish to 
withdraw from the study or have any questions, contact the investigator listed above.   
 
If you have any questions or would like us to email another person for your institution or 
update your email address, please call Frances Siu at (626) 675-8009 or send an email to 
fsiu@mail.utexas.edu. You may also request a hard copy of the survey from the contact 
information above.  To complete the survey, click on the link below:  
http://www.surveymonkey.com/s.aspx?sm=zJT9iawl3V433L2MqwfQdA_3d_3d  
 
If you do not want to receive any more reminders, you may email us at fsiu@mail.utexas.edu. 
   
This study has been reviewed and approved by The University of Texas at Austin 
Institutional Review Board.   If you have questions about your rights as a study participant, or 
are dissatisfied at any time with any aspect of this study, you may contact - anonymously, if 
you wish - the Institutional Review Board by phone at (512) 471-8871 or email at 
orsc@uts.cc.utexas.edu.  
   
IRB Approval Number: [2008-04-0116] 
  
If you agree to participate please press the arrow button at the bottom right of the 
screen otherwise use the X at the upper right corner to close this window and disconnect. 
 
Thank you.    

http://www.surveymonkey.com/s.aspx?sm=zJT9iawl3V433L2MqwfQdA_3d_3d
mailto:fsiu@mail.utexas.edu
mailto:orsc@uts.cc.utexas.edu
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Appendix E 

CODE BOOK 



97  

CODE BOOK 
 

Variable SPSS Variable 
Name 

Coding Instructions 

Gender Gender 1 = 
2 = 

Female 
Male 
 

I have been in the rehabilitation 
profession for 

EXPER 12 
 

1 = 
 
 
 
 
 
2 = 

21 to 25 years 
26 to 30 years 
31 to 35 years 
36 to 40 years 
41 years and over 
 
1 to 5 years 
6 to 10 years 
11 to 15 years 
16 to 20 years 

My primary occupation is Occupation  1 = 
2 = 

Rehabilitation counselor 
Rehabilitation education 
Other 

I currently work as a practicing 
counselor 

Practicing 1 = 
2 = 

True 
False 

My highest level of education 
completed is 

Education 1 = 
 
 
2 = 

Doctoral degree 
Some doctoral work 
Master’s degree 
Some graduate school 
Undergraduate degree 
Some college 
Associate degree 
High school 

Age Age  20 and under 
21 – 30 
31 – 40 
41 – 50 
51 – 60 
61 and over 

I am a Certified Rehabilitation 
Counselor (CRC) 

CRC  Yes 
No 
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Race  Race  -Asian American/Pacific 

Islander 
-African American 
-Cuban/Chicano/Spanish/   
 
Hispanic/Latino/Mexican 
-Multiracial 
-Native American 
-White Non-Hispanic 

I reside in State   
Scale  0= 

1= 
False 
True 

Violence against women is seriously 
underreported to the law enforcement 
in the United States 

underrpt    

The abuser’s anger is the primary 
cause of domestic violence 

anger    

Violence against women occurs more 
frequently in rural areas than in urban 
settings 

Rural   

The Social Security Administration 
facilitates the change of Social 
Security number for qualified abuse 
victims  

SSA   

Learned helplessness is a 
characteristic of women who have 
experienced severe abuse  

Helplessness   

Excessive jealousy is one of the surest 
early signs of abuse found in 
perpetrators 

Jealousy   

The abusive man can appear in public 
to be an unusually loving partner  

Lvgpartner   

A history of being abused increases 
the likelihood of abusing others  

Histrylikhd   

The abuser is usually supportive of the 
abused woman working outside the 
home 

Spptoutside   

Self-centeredness often is a 
personality characteristic of abusers 

Selfcenter   

Abusers usually accept responsibility 
for their behaviors 

Acptrespnd   

Abused women are usually isolated Isolated   
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from family and friends by their 
abusers 
Posttraumatic stress disorder is 
seldom found among women who 
have been abused  

PTSD   

Drugs and alcohol are rarely used as 
coping mechanism among severely 
abused women 

Drgalchl   

Most studies show that violence is less 
prevalent among women with 
disabilities than among women 
without disabilities 

Prevalent   

Abused women with disabilities 
endure violence for more prolonged 
periods of time than women without 
disabilities 

Prolonged   

Most abused women with disabilities 
are reluctant to report abuse  

Reluctant   

Abuse trauma may lead to the 
inability to express feelings about the 
victimization 

Trauma   

Abused women with disabilities 
frequently minimize their battering 
experience  

Minimize   

Abused women frequently blame the 
abuser for their abusive experiences 

Blame   

Violence often does not negatively 
impacts the lives of neighbors, and/or 
coworkers around the abused person 

Neighbor   

The woman’s history of abuse is not 
relevant for the rehabilitation 
counselor develops a rehabilitation 
plan  

Rehabpln   

Most abused women resent other 
people’s inquiries  about their 
traumatic experiences   

Resent   

The abused women is the best person 
to decide when to leave the abusive 
relationship  

Decide   

When children are involved in the 
abusive situation, you are required by 
law to report it to the local child 
protective services  

Children   
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Helping consumers deal with abuse 
issues in their lives is an important 
part of the rehabilitation process 

Importnt   

There is a need for universal screening 
for abuse during every consultation 
session  

Univscrn   

It is unethical to avoid discussing 
abuse issues with clients who identify 
themselves as receivers/witnesses of 
abuse 

Unethic   

Inquiring about experiences with 
abuse requires specific skills 

Inqskills   

Helping professionals’ lack of training 
on abuse issues is in need of 
immediate attention 

Lcktraining   

Rehabilitation professional 
organizations should regularly 
distribute information about abuse of 
people  with disabilities 

Distribute   

Study of abuse issues should be 
included in  rehabilitation professional 
training curricula 

Stdyabuse   

I routinely screen for a client’s 
experience of abuse during the initial 
visit 

Routine   

I have experience helping women 
consumers with abuse issues in my 
professional career   

Expabswm   

I have the knowledge and training to 
recognize which woman with 
disability has been abused 

Recognize   

I have adequate counseling skills to 
help abused women with disabilities 

Counskls   

I have training on helping abused 
women with physical disabilities 

Trnphysical   

I have training on helping abused 
women with emotional disabilities 

Trnemotion   

I have training on helping abused 
women with psychiatric disabilities 

Trnpsychia   

I have training on helping abused 
women with intellectual disabilities 

Trnintellect   

I am interested in learning more about 
screening for abuse  

Lrnscrng   
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I am interested in learning more about 
the law and mandatory reporting of 
abuse 

Lrnlawrpt   

I am interested in learning more about 
domestic violence intervention  

Lrninterv   

I am interested in learning more about 
violence prevention  

Lrnprevnt   
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 Appendix F 

RPPHAWD Instrument 

 



Page 1

Rehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused Women

You are invited to participate in a survey, entitled “Rehabilitation Professionals’ Practices on Helping Abused Women 
with Disabilities: A Survey Study.” The study is being conducted by Frances Wing-Foon Siu, Rehabilitation Counselor 
Education Program, Department of Special Education of The University of Texas at Austin, 1 University Station, 
D5300, SZB 306, Austin, TX 78712, Tel: (626) 675-8009, email address: fsiu@mail.utexas.edu.

The purpose of this study is to examine current rehabilitation professionals’ awareness of abuse, self-assessment, 
and opinions about helping abused women consumers who have been abused. Your participation in the survey will 
contribute to a better understanding of rehabilitation professionals’ current practices on helping women consumers 
with abuse issues. We estimate that it will take about 6 minutes of your time to complete the questionnaire. You are 
free to contact the investigator at the above address and phone number to discuss the survey. 

Risks to participants are considered minimal. There will be no costs for participating, nor will you benefit from 
participating. Identification numbers associated with email addresses will be kept during the data collection phase for 
tracking purposes only. A limited number of research team members will have access to the data during data 
collection. This information will be stripped from the final dataset. 

Your participation in this survey is voluntary. For any reason, you may decline to answer any question and may have 
the right to withdraw from participation or exit the survey at any time without penalty. If you have any questions, 
contact the investigator listed above. 

If you have other qualified participants interested in this study, please invite them to visit www.vawwd.info. You 
may also request a hard copy of the survey from the contact information above. To complete the survey, click on 
the link below: 
http://www.surveymonkey.com/s.aspx?sm=zJT9iawl3V433L2MqwfQdA_3d_3d 

If you do not want to receive any more reminders, you may email us at fsiu@mail.utexas.edu.

This study has been reviewed and approved by The University of Texas at Austin Institutional Review Board. If you 
have questions about your rights as a study participant, or are dissatisfied at any time with any aspect of this 
study, you may contact - anonymously, if you wish - the Institutional Review Board by phone at (512) 471-8871 or 
email at orsc@uts.cc.utexas.edu. 

IRB Approval Number: 2008-04-0116

If you agree to participate please press the "Next" button below otherwise use the X at the upper right corner to 
close this window and disconnect.

Thank you. 

1. Welcome
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Rehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused Women

Please complete all items; incomplete surveys will not be usable in the research.

While taking the survey, you can go back to previous items in the survey and update existing responses until you 
are finished. After exited the survey, you will not be able to re-enter the survey again.

2. Required Information
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Rehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused WomenRehabilitation Professionals' Practices on Helping Abused Women

Please read each item carefully and mark "TRUE" or "FALSE" for each response.

1. Violence against women is seriously underreported to law enforcement in the 
United States.

2. The abuser’s anger is the primary cause of domestic violence. 

3. Violence against women occurs more frequently in urban settings than in rural 
areas.

4. The Social Security Administration facilitates the change of Social Security numbers 
for qualified abuse victims. 

5. Learned helplessness is a characteristic of women who have experienced severe 
abuse. 

6. Excessive jealousy is one of the surest early signs of abuse found in perpetrators.

7. The abusive man can appear in public to be an unusually loving partner. 

8. A history of being abused increases the likelihood of abusing others. 

3. Knowledge

*

*

*

*

*

*

*

*

True
 

nmlkj

False
 

nmlkj

True
 

nmlkj

False
 

nmlkj

True
 

nmlkj

False
 

nmlkj

True
 

nmlkj

False
 

nmlkj
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9. The abuser is usually supportive of the abused woman working outside the home

10. Self-centeredness often is a personality characteristic of abusers. 

11. Abusers usually accept responsibility for their behaviors.

12. Abused women are usually isolated from family and friends by their abusers.

13. Posttraumatic stress disorder is seldom found among women who have been 
abused. 

14. Drugs and alcohol are rarely used as coping mechanisms among severely abused 
women.

15. Most studies show that violence is less prevalent among women with disabilities 
than among women without disabilities.

16. Abused women with disabilities experience violence for more prolonged periods 
of time than women without disabilities.
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17. Most women with disabilities are reluctant to report experiences of abuse. 

18. Abuse trauma may lead to the inability to express feelings about the 
victimization.

19. Abused women with disabilities frequently minimize their battering experience. 

20. Abused women frequently blame the abusers for their abusive experiences.

21. Violence often does not negatively impact the lives of neighbors and/or 
coworkers around the abused person. 

22. The woman’s history of abuse is not relevant when the rehabilitation counselor 
develops a rehabilitation plan. 

23. Most abused women resent other people’s inquiries about their traumatic 
experiences. 

24. The abused women is the best person to decide when to leave the abusive 
relationship. 
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25. When children are involved in the abusive situation, rehabilitation counselors 
should immediately contact the local child protective services. 
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1. Helping consumers deal with abuse issues in their lives is an important part of the 
rehabilitation process.

2. There is a need for universal screening all consumers for abuse during every 
rehabilitation services/counseling intake.

3. It is unethical to avoid discussing abuse issues with clients who identify themselves 
as receivers/witnesses of abuse.

4. Inquiring about experiences with abuse requires special training. 

5. Helping professionals’ lack of training on abuse issues needs immediate attention. 

6. Rehabilitation professional organizations should regularly distribute information 
about abuse of people with disabilities.

7. Study of abuse issues should be included in the rehabilitation professional training 
curricula.

4. Opinion
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1. I routinely screen for a client’s experience of abuse during the initial visit. 

2. I have experience helping women consumers with abuse issues in my professional 
career.

3. I have the knowledge and training to recognize when women with disabilities have 
been abused.

4. I have adequate counseling skills to help abused women with disabilities.

5. I have training on helping abused women with physical disabilities.

6. I have training on helping abused women with emotional disabilities.

7. I have training on helping abused women with psychiatric disabilities.

8. I have training on helping abused women with intellectual disabilities.

5. Self assessment
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9. I am interested in learning more about screening for abuse. 

10. I am interested in learning more about the law and mandatory reporting of 
abuse.

11. I am interested in learning more about domestic violence intervention. 

12. I am interested in learning more about violence prevention. 
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1. Gender:

2. I have been in the rehabilitation profession for

3. My primary occupation is

4. I currently work as a practicing counselor.

5. My highest level of education completed is

6. Age:

7. I am a Certified Rehabilitation Counselor (CRC). 

6. Demographic Information
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8. Race:

9. I reside in
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Thank You for Your Participation! 

7. Thank You
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GLOSSARY 

Violence is a rough and injurious action, treatment, or exertion of force or power 

that is unjust or unwarranted (Braham, 2000). With the assumption that the terms abuse 

and violence imply similar ideas, they are used interchangeably. 

Physical violence, the most common form of abuse, is intentional use of force 

with the potential for causing harm, injury, disability, and possibly death (CDC, 2006b). 

The act of physical violence includes, but is not limited to, slapping, pushing, punching, 

pinching, biting, choking, shaking, poking, throwing, shoving, hair-pulling, or hitting, 

with and without a weapon. It also includes coercing another person to commit any of 

these acts (CDC, 2006b).  

Emotional/psychological violence, the second most common form of abuse, 

traumatizes the victim by means of threats of acts or coercive tactics that may include, 

but are not limited to, verbal abuse, humiliation, intimidation, taking advantage, isolating, 

controlling of the victim’s behaviors, withholding information, and disregarding the 

victim’s desire. It involves denying access to money, basic resources, personal needs 

such as transportation and communicative devices, and using a woman’s children to 

control her behavior (CDC, 2006b). It frequently occurs in concert with physical and 

sexual abuse. 

Sexual violence or sexual abuse, the third most common form of abuse, includes 

acting with force to coerce a person to engage in a sexual activity or to submit to 
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unwanted touching of body parts such as breasts, genitalia, anus, groin, or buttocks of a 

person against his/her will (CDC, 2006b).  

Childhood sexual abuse is sexual violence against a minor. It involves 

exploitation of someone too young to understand or give informed consent to sexual 

activities. This crime may cause irreparable psychological harm to the victim, and its 

effects may continue into adulthood (Orange & Brodwin, 2005). The young person may 

or may not be able to understand the nature or condition of the act sufficiently to refuse 

participation or to communicate unwillingness to engage in the sexual act (CDC, 2006b).  

 Abused women are women of all cultures, abilities, disabilities, and lifestyles who 

are affected by abuse or violence (Gordon, 1998). Prior abuse experiences in the earlier 

part of life are likely to increase the vulnerability of these women in intimate 

relationships (Hage, 2006).  

The term victim refers to the targeted recipient of abuse or the person against 

whom a crime has been committed. A victim often undergoes an abusive relationship in 

which she is harmed, injured, or even killed by the abuser.  

A survivor is a person who remains alive after experiencing violence. Such a 

person may have left or remained in an abusive relationship. The terms victim and 

survivor are used interchangeably within this study, though the term survivor is more 

empowering than the term victim. 

 

 



118 

REFERE CES 

Baja, J. D. (1990). Rehabilitation and empowerment. Archives of Physical Medicine and  
Rehabilitation, 71, 614-615.  

 
Bancroft, L. (2002). Why does he do that? Inside the minds of angry and controlling men. 

New York: Berkley.  
 
Balogh, R., Bretherton, K., Whibley, S., Berney, T., Graham, S., Richold, P., et al. 

(2001). Sexual abuse in children and adolescents with intellectual disability. 
Journal of Intellectual Disability Research, 45(3), 194-201. 

 
Basile, K. C., Arias, I., Desai, S., & Thompson, M. P. (2004). Differential association  

of intimate partner physical, sexual, psychological, and stalking violence and 
posttraumatic stress symptoms in a nationally representative sample of women. 
Journal of Traumatic Stress 17(5), 413-421.   

 
Braham, C. G. (Ed.). (2000). Random House Webster’s college dictionary (2nd ed.). New  

York: Random House. 
 
Braitstein, P., Li, K., Tyndall, M., Spittal, P., Shaughnessy, M. V., Schilder, A., et al. 

(2003). Sexual violence among a cohort of injection drug users. Social Science 
and Medicine, 57, 561-569.  

 
Brodwin, M. G., & Brodwin, S. K. (2002). Rehabilitation: A case study approach. In M. 

G. Brodwin, F. A. Tellez, & S. K. Brodwin. (Eds.), Medical, psychosocial, and 
vocational aspects of disability (2nd ed., pp. 1-14). Athens, GA: Elliott & 
Fitzpatrick.  

 
Calderbank, R. (2000). Abuse and disabled people: Vulnerability or social indifferences?  

Disability & Society, 15(3), 521-534. 
 
Centers for Disease Control (CDC; 2006a). ational Center for Injury Prevention and 

Control: Intimate partner violence: Fact sheet. Retrieved January 15, 2007, from 
http://www.cdc.gov/ ncipc/factsheets/ipvfacts.htm 

 
Centers for Disease Control (CDC; 2006b). Intimate partner violence surveillance, 

definitions – CIPC. Retrieved January 15, 2007, from 
http://www.cdc.gov/ncipc/pubres/ipv_surveillance/05_UNIFORM_DEFINITION
S.htm 

 
 

http://www.cdc.gov/
http://www.cdc.gov/ncipc/pubres/ipv_surveillance/


119 

Chronister, K. M., & McWhirter, E. H. (2003). Applying social cognitive career theory to  
the empowerment of battered women. Journal of Counseling and Development, 
81, 418-425. 

 
Cortina, L. M., & Kubiak, S. P. (2006). Gender and posttraumatic stress: Sexual violence  

as an explanation for women’s increased risk. Journal of Abnormal Psychology, 
115(4), 753-759. 

 
Coulter, M. (2004). The impact of domestic violence on the employment of women on  

welfare (Award Number: 1998-WT-VX-0020. Document No.: 205294). Retrieved 
November 11, 2006, from http://www.ncjrs.org/pdffiles1/nij/grants/ 205294.pdf  

 
Coy, D. R., & Kovacs-Long, J. (2005). Maslow and Miller: An exploration of gender and 

affiliation in the journey of competence. Journal of Counseling and Development, 
83, 138-145. 

 
Creswell, J. W. (2005). Determine size using sample size tables. In J. W. Creswell (Ed.), 

Educational research: Planning, conducting, and evaluating quantitative and 
qualitative research (2nd ed., pp. 582-584). Upper Saddle River, NJ: Pearson. 

 
Deaton, W. S., & Hetica, M. (2001).  A therapist’s guide to growing free – A manual for  

survivors of domestic violence.  Binghamton, NY: Haworth. 
 
Doren, B., & Benz, M. R. (1998). Employment inequality revisited: Predictors of better 

employment outcomes for young women with disabilities. Journal of Special 
Education, 31(4), 425-443. 

 
Dutton, M. A., Haywood, Y., & El-Bayoumi, G. (2000). Impact of violence on women’s 

health. In S. J. Gallant, G. P. Keita, & R. Royak-Schalder (Eds.). Health care for 
women (pp. 41-56). Washington, DC : American Psychological Association. 

 
Evers, F. T., Rush, J. C., & Berdrow, I. (1998). The bases of competence: Skills for 

lifelong learning and employability. San Francisco: Jossey-Bass. 
 
Firth, H., Balogh, R., Berney, T., Bretherton, K., Graham, S., & Whibley, S. (2001).  

Psychopathology of sexual abuse in young people with intellectual disability. 
Journal of Intellectual Disability Research, 45(3), 244-252.  

 
Gilson, S. F., Cramer, E. P., & DePoy, E. (2001). Redefining abuse of women with 

disabilities: A paradox of limitation and expansion. AFFILIA, Journal of Women 
and Social Work, 16(2), 220-235. 

 

http://www.ncjrs.org/pdffiles1/nij/grants/%20205294.pdf


120 

Glover-Graf, N., & Reed, B. J. (2006). Abuse against women with disabilities. 
Rehabilitation Education, 20(1), 43-56. 

 
Gordon, J. S. (1998).  Helping survivors of domestic violence – The effectiveness of 

medical, mental health, and community service.  New York: Garland. 
 
Hage, S. M. (2006). Profiles of women survivors: The development of agency in abusive  

relationships. Journal of Counseling and Development, 84, 83-94. 
 
Hassouneh-Phillips, D. (2005). Understanding abuse of women with physical disabilities:  

An overview of the abuse pathways model. Advances in ursing Science, 28(1), 
70-80. 

 
Hassouneh-Phillips, D., & Curry, M. A. (2002).  Abuse of women with disabilities: State  

of the science. Rehabilitation Counseling Bulletin, 45(2), 96-104.  
 
Hassouneh-Phillips, D., & McNeff, E. (2005). “I thought I was less worthy:” Low sexual  

and body esteem and increased vulnerability to intimate partner abuse in women 
with physical disabilities. Sexuality and Disability, 23(4), 227-238. 

 
Hassouneh-Phillips, D., McNeff, E., Powers, L., & Curry, M. A. (2005). Invalidation: A  

central process underlying maltreatment of women with disabilities. Journal of 
Women & Health, 41(1), 33-50. 

 
Helfrich, C. A., Badiani, C., & Simpson, E. K. (2006). Worker role identity development 

of women with disabilities who experience domestic violence. Work, 27, 319-328.  
 
Humes, C. W., Szymanski, E. M., & Hohenshil, T. H. (1989). Roles of counseling in 

enabling persons with disabilities. Journal of Counseling & Development, 68(2), 
145-151. 

 
Humphreys, C., & Thiara, R. (2003). Mental health and domestic violence: ‘I call it  

symptoms of abuse’. British Journal of Social Work 33, 209-226. 
 
James, S. E., Johnson, J., & Raghavan, C. (2004). “I couldn’t go anywhere” - 

Contextualizing violence and drug abuse: A social network study. Violence 
Against Women, 10(9), 991-1014. 

 
Kilpatrick, D., Resnick, H., & Acierno, R. (1997). Health impact of interpersonal 

violence: Implications for clinical practice and public policy. Behavioral 
Medicine, 23, 79-85.  

 



121 

Kopala, M., & Keitel, M. A. (Eds.). (2003). Handbook of counseling women. Thousand 
Oaks, CA: Sage. 

 
Leahy, M. J., Chan, F., & Saunders, J. L. (2003). Job functions and knowledge 

requirements of Certified Rehabilitation Counselors in the 21st century. 
Rehabilitation Counseling Bulletin, 46(2), 66-81. 

 
Leserman, J., Li, Z., Drossman, D. A., & Hu, Y. J. B. (1998). Selected symptoms  

associated with sexual and physical abuse history among female patients with 
gastrointestinal disorders: The impact on subsequent health care visits. 
Psychological Medicine, 28, 417-425. 

 
Li, L., Ford, J. A., & Moore, D. (2000). An exploratory study of violence, substance  

abuse, disability, and gender. Social Behavior and Personality, 28(1), 61-72. 
 
Logan, T. K., Walker, R., Cole, J., Ratliff, S., & Leukefeld, C. (2003). Qualitative  

differences among rural and urban intimate violence victimization experiences 
and consequences: A pilot study. Journal of Family Violence, 18(2), 83-92.  

 
Mansell, S., & Sobsey, D. (1994). Healing the consequences of abuse. In D. Sobsey 

(Ed.), Violence and abuse in the lives of people with disabilities: The end of silent 
acceptance (pp. 331-346). Baltimore: Paul H. Brookes. 

 
National Coalition Against Domestic Violence. (2003). 2003 domestic violence statistics- 

Domestic violence facts. Retrieved December 20, 2005 from 
http://www.ncadv.org/files/DV_Facts.pdf 

 
National Coalition Against Domestic Violence. (2007). 2007 domestic violence statistics- 

Domestic violence facts. Retrieved August 20, 2007 from 
http://www.ncadv.org/files/ domesticviolencefacts.pdf  

 
Nosek, M. A., Foley, C. C., Hughes, R. B., & Howland, C. A. (2001a). Vulnerabilities for  

abuse among women with disabilities. Sexuality and Disability, 19(3), 177-189. 
 
Nosek, M. A., Howland, C., Rintala, D. H., Young, M. E., & Chanpong, G.. F. (2001b). 

National study of women with physical disabilities: Final report. Sexuality and 
Disability, 19(1), 5-39. 

 
Orange, L. M. & Brodwin, M. G. (2005). Childhood sexual abuse: What rehabilitation 

counselors need to know. Journal of Rehabilitation, 71(4), 5-11. 
 

http://www.ncadv.org/
http://www.ncadv.org/files/%20domesticviolencefacts.pdf


122 

Parker, R. M., & Bolton, B. (2005). Research in rehabilitation counseling. In R. M. 
Parker, E. M. Szymanski and J. B. Patterson (Eds.), Rehabilitation Counseling: 
Basics and Beyond (pp. 335-362). Austin, TX: Pro-Ed. 

 
Patten, M. L. (2001). Questionnaire research: A practical guide (2nd ed.). Los Angeles: 

Pyrczak.  
 
Patterson, J. B., Szymanski, E. M., & Parker, R. M. (2005). Rehabilitation counseling:  

The profession. In R. M. Parker, E. M. Szymanski, & J. B. Patterson (Eds.), 
Rehabilitation counseling: Basics and beyond (4th ed., pp. 1-26). Austin, TX: Pro-
ed. 

 
Peterman, L. M., & Dixon, C. G. (2001). Assessment and evaluation of men who batter 

women. Journal of Rehabilitation, 67(4), 38-42. 
 
Pico-Alfonso, M. A., Garcia-Linares, M. I., Celda-Navarro, N. C., Blasco-Ros, C., 

Echeburu, E., & Martinez, M. (2006). The impact of physical, psychological, and 
sexual intimate male partner violence on women’s mental health: Depressive 
symptoms, posttraumatic stress disorder, state anxiety, and suicide. Journal of 
Women’s Health, 15(5), 599-611. 

 

Powers, L. E., Curry, M. A., Oschwald, M., & Maley S. (2002). Barriers and strategies in  
addressing abuse: A survey of disabled women’s experiences. Journal of 
Rehabilitation, 68(1), 4-13. 
 

Powers, L. E., Curry, M. A., Oschwald, M., & Maley, S. (2002). Barriers and strategies 
in addressing abuse: A survey of disabled women’s experiences. Journal of 
Rehabilitation, 68(1), 4-13. 

 
Powers, L. E., & Oschwald, M. (2005). Violence and abuse against people with 

disabilities: Experiences, barriers and prevention strategies. Retrieved September 
24, 2005, from Oregon Health & Science University, Oregon Institute on 
Disability and Development, Center on Self-Determination Web site: 
http://www.directcareclearing house.org/download/AbuseandViolenceBrief%203-
7-04.pdf   

 
Randolph, D. S., & Andresen, E. M. (2004). Disability, gender, and unemployment  

relationships in the United States from the behavioral risk factor surveillance 
system. Disability and Society, 19(4), 403-414.  

 
Resnick, H. S., Acierno, R., & Kilpatrick, D. G. (1997). Health impact of interpersonal  

violence: Medical and mental health outcomes. Behavioral Medicine, 23, 65-78.  
 



123 

Rubin, S. E., & Roessler, R. T. (2008). Foundations of the vocational rehabilitation 
process. (6th ed.). Austin, TX: Pro-ed.  

 
Sarkar, N. N., & Sarkar, R. (2005). Sexual assault on woman: Its impact on her life and  

living in society. Sexual and Relationship Therapy, 20(4), 407-419. 
 
Schaller, J., & Fieberg, J. L. (1998). Issues of abuse for women with disabilities and  

implications for rehabilitation counseling. Journal of Applied Rehabilitation 
Counseling, 29(2), 9-17. 

 
Smart, J. (2001). Disability, society, and the individual. Austin, TX: Pro-ed. 
 
Sobsey, D. (1994). Abuse, neglect, violence, and disability. In D. Sobsey (Ed.), Violence 

and abuse in the lives of people with disabilities: The end of silent acceptance 
(pp. 13-50) Baltimore: Brooks.  

 
Staggs, S. L., & Riger, S. (2005). Effects of intimate partner violence on low-income 

women's health and employment. American Journal of Community Psychology, 
36(1/2), 133-145. 

 
Swanberg, J. E., & Logan, T. K. (2005). Domestic violence and employment: A 

qualitative study. Journal of Occupational Health Psychology, 10(1), 3-17.  
 
Swedlund, N. P., & Nosek, M. A. (2000). An exploratory study on the work of  

independent living centers to address abuse of women with disabilities. Journal of 
Rehabilitation, 66(4), 57-65. 

 
Siu, F. W. (2005). Rehabilitation students’ perceived knowledge in dealing with abuse of 

women with disabilities. Unpublished master’s thesis, California State University, 
Los Angeles, Los Angeles, California, United States of America. 

 
Siu, F. W., & Brodwin, M. G. (2003).  Rehabilitation counselors and domestic violence. 

California Association of Rehabilitation and Reemployment Professionals 
ewsletter, October/ ovember, 3-4.  

 
Syzmanski, E. M., Leahy, M. J., & Linkowski, D. C. (1993). Reported preparedness of 

certified counselors in rehabilitation counseling knowledge areas. Rehabilitation 
Counseling Bulletin, 37(2), 146-162.  

 
Tabachnick, B, & Fidell, L. (2005). Using multivariate statistics (5th ed.). NY: Prentice 

Hall. 
 



124 

U. S. Department of Health and Human Services. (HHS; 2005). Social stress factors and 
stigma. In Surgeon General’s workshop on women’s mental health, ovember 30 
– December 1, 2005, Denver, Colorado workshop report. Retrieved December 1, 
2007, from http://www.surgeongeneral.gov/topics/womensmentalhealth/ 
mentalhlth_rpt.pdf   

 
U. S. Department of Justice. (2006, December). Bureau of Justice statistics: Intimate  

partner violence in the U. S. – Offender characteristics. Retrieved January 15, 
2007, from http://www.ojp.usdoj.gov/bjs/intimate/ offender.htm 

 
Ullman, S. E., & Filipas, H. H. (2005). Gender differences in social reactions to abuse  

disclosures, post-abuse coping, and PTSD of child sexual abuse survivors. Child 
Abuse and eglect, 29, 767-782. 

 
Violence Against Women Online Resources [VAWOR]. (2004). Abuse and women with  

disabilities. Retrieved August 1, 2006, from http://www.vaw.umn.edu/documents/ 
vawnet/ disab/disab.html#id1333284 

 
World Health Organization. (2001, June). WHO fact sheet o 239 – Violence against  

women. Retrieved December 20, 2006. fromhttp://www.who.int/mipfiles/2269/ 
239-ViolenceAgainstWomenforMIP.pdf   

 
Wettersten, K. B., Rudolph, S. E., Faul, K., Gallagher, K., Trangsrud, H. B., Adams, K., 

et al. (2004). Freedom through self-sufficiency: A qualitative examination of the 
impact of domestic violence on the working lives of women in shelter. Journal of 
Counseling Psychology, 51(4), 447-462. 

 
Young, M. E., Nosek, M. A., Howland, C. A., Chanpong, G., & Rintala, D. H. (1997).  

Prevalence of abuse of women with physical disabilities [special issue]. Archives 
of Physical Medicine and Rehabilitation, 78 (Suppl.), S34-S38. 

 
Young, M. F., Nosek, M. A., Walter, L., & Howland, C. (1998). A survey of  

rehabilitation service providers’ perceived knowledge and confidence in dealing 
with abuse of women with disabilities. Unpublished manuscript. 

 

http://www.surgeongeneral.gov/topics/womensmentalhealth/%20mentalhlth_rpt.pdf
http://www.surgeongeneral.gov/topics/womensmentalhealth/%20mentalhlth_rpt.pdf
http://www.ojp.usdoj.gov/bjs/intimate/
http://www.vaw.umn.edu/documents/ vawnet/ disab/disab.html#id1333284
http://www.vaw.umn.edu/documents/ vawnet/ disab/disab.html#id1333284
http://www.who.int/mipfiles/2269/%20239-ViolenceAgainst
http://www.who.int/mipfiles/2269/%20239-ViolenceAgainst


125 

VITA 

 Frances Wing-Foon Siu is a naturalized Vietnamese-Chinese American. She holds 

a Bachelor of Arts degree in Psychology, and a Master of Science degree in Counseling, 

option in Rehabilitation Counseling, from California State University, Los Angeles. In 

2005, Ms. Siu entered the Rehabilitation Counselor Education Program in the 

Department of Special Education and Counseling at the University of Texas at Austin. 

She is a recipient of the McNair Fellowship, California Sally Casanova Fellowship, the 

Daniel Fullmer Scholarship, the UT Austin Pre-Emptive Recruitment Fellowship, the UT 

Austin Continuing Fellowship, the California State University Forgivable Loan/Doctoral 

Incentives, and the Rehabilitation Services Administration Doctoral Grant. Her mission 

in life is making a difference through education in preventing violence against women.  

 

    

Permanent Address: 145 E. Floral Drive, Monterey Park, CA 91755 

This dissertation was typed by the author.  

 

 

 

 
 
 
 
 
 


	FrancesSiu-D1
	The Dissertation Committee for Frances W. Siu certifies that this is the approved version of the following dissertation:
	by
	Frances Wing-Foon Siu, B.A.; M.S.
	Dissertation
	Doctor of Philosophy
	The University of Texas at Austin
	August 2008
	Dedication
	Acknowledgements
	Table of Contents
	 LIST OF TABLES………………………
	Appendix D: Letter of Internet Research………………………………………...94
	Appendix E: Code Book………………………………………………………....96
	Appendix F: RPPHAWD Instrument……………………………………………102
	Glossary……………………………………………………………………….116
	References………………………………………………………………….…118
	Vita…………………………………………………………………….………..125List of Tables

	CHAPTER 1: INTRODUCTION
	Statement of Problem
	Significance of the Study
	Statement of Purpose
	Hypotheses
	Definitions
	Effects of Abuse
	Abuse-Induced Injuries
	Abuse-Induced Behaviors
	Abuse-Induced Physical Health Problems
	 Abuse-Induced Mental Health Problems
	Abuse-Induced Vocational Problems
	Abuse-Induced Substance Use
	Abuse-Induced Effects on Family and Friends
	Abuse-Induced Psychological Effects
	Abuse-Induced Emotional Effects

	Proposed Strategies to Combat Violence
	Rehabilitation Professionals and Abused Women Consumers
	Rehabilitation Counselors
	Rehabilitation Educators

	Research Hypotheses
	Independent Variables
	Dependent Variables
	Population and Sample
	Instrumentation
	Reliability and Validity

	Data Collection
	Data Analysis
	Descriptive Statistics
	Hypotheses
	Hypothesis One
	Hypothesis Two
	Hypothesis Three


	CHAPTER 4: RESULTS
	Descriptive Statistics
	Total
	Missing Data
	Total
	Total
	Reliability and Validity
	Testing Hypotheses
	Hypothesis One
	Hypothesis Two
	Hypothesis Three

	Summary of Results

	CHAPTER 5: DISCUSSION
	Findings 
	Gender Difference
	Experience Differences
	CRC Status
	Opinions about Helping Abused Women Consumers
	Self-assessment about Helping Abused Women Consumers

	Implications for Rehabilitation Practice
	Dissemination of Information 
	Inclusion of Study of Abuse in Rehabilitation Education Curricula 
	Universal Screening for Abuse

	Study Limitations 
	Threats to Internal Validity 
	Threats to External Validity

	 Two factors may limit external validity: reactivity effects related to the study topic and the inability to generalize to all rehabilitation professionals in the U.S. from the responses of rehabilitation professionals graduated from the California State University, Los Angeles Rehabilitation Education Programs. Confidentiality was secured through anonymous and online participation. 
	Recommendations for Rehabilitation Research
	CHAPTER 6: CONCLUSION
	Recommendations for Rehabilitation Professionals
	Appendix A
	Appendix B


	AppendixB
	AppendixC
	Appendix C
	Appendix D

	AppendixD
	Appendix E
	Appendix E
	 Appendix F

	AppendixF
	Glossary
	GLOSSARY
	REFERENCES
	VITA


	CREATED-DAY: 05/28/08
	PI-NAME: Frances Siu
	PI-DEPT: 
	PI-MAIL-CODE: 
	CO-PI-DEPT: 
	CO-PI-MAIL-CODE: 
	CO-PI-NAME: 
	PI-NAME3: 
	STUDY-TITLE-ARR(1): Rehabilitation Professionals' Practices on Helping Abused
	STUDY-TITLE-ARR(2): Women with Disabilities: A Survey Study
	STUDY-TITLE-ARR(3): 
	STUDY-TITLE-ARR(4): 
	APP-MMDDYYYY: 05/28/2008
	APP-END-MMDDYYYY: 05/27/2009
	APPROVE-CAT(1): 
	APPROVE-CAT(2): X
	Text1: -
	STUDY-NBR: 2008-04-0116
	APPROVE-CAT(3): 
	APPROVE-CAT(4): 
	APPROVE-CAT(5): 
	APPROVE-CAT(6): 
	WAIVER-OF-CONSENT(1): 
	WAIVER-OF-CONSENT(2): X
	WAIVER-OF-CONSENT(8): 
	input_78821354_10_0_0: Off
	input_78821399_10_0_0: Off
	input_78821573_10_0_0: Off
	input_78821598_10_0_0: Off
	input_78821642_10_0_0: Off
	input_78821654_10_0_0: Off
	input_78821666_10_0_0: Off
	input_78821689_10_0_0: Off
	input_78821724_10_0_0: Off
	input_78821744_10_0_0: Off
	input_78821871_10_0_0: Off
	input_78821886_10_0_0: Off
	input_78821901_10_0_0: Off
	input_78821950_10_0_0: Off
	input_78822035_10_0_0: Off
	input_78822059_10_0_0: Off
	input_78822094_10_0_0: Off
	input_78822208_10_0_0: Off
	input_78822225_10_0_0: Off
	input_78822240_10_0_0: Off
	input_78822259_10_0_0: Off
	input_78822325_10_0_0: Off
	input_78822398_10_0_0: Off
	input_78822415_10_0_0: Off
	input_78822447_10_0_0: Off
	input_84846257_10_0_0: Off
	input_78822486_10_0_0: Off
	input_78870288_10_0_0: Off
	input_78870492_10_0_0: Off
	input_78870741_10_0_0: Off
	input_78822554_10_0_0: Off
	input_84529247_10_0_0: Off
	input_78822574_10_0_0: Off
	input_78822592_10_0_0: Off
	input_78822630_10_0_0: Off
	input_78822691_10_0_0: Off
	input_78822707_10_0_0: Off
	input_78822720_10_0_0: Off
	input_78822760_10_0_0: Off
	input_78822779_10_0_0: Off
	input_78823076_10_0_0: Off
	input_78823118_10_0_0: Off
	input_78823148_10_0_0: Off
	input_78823195_10_0_0: Off
	input_78823332_10_0_0: Off
	input_78823439_11_0_0: Off
	input_78823646_10_0_0: Off
	other_78823646_943453360: 
	input_87405575_10_0_0: Off
	input_78823705_11_0_0: Off
	input_78823737_11_0_0: Off
	input_78823787_10_0_0: Off
	input_78824042_14_0_0: []
	input_78823940_11_0_0: Off


