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Abstract: Intimate partner violence, a serious preventable public health problem affects 

one in three women in the US and a billion women worldwide, crossing all boundaries 

including age, ethnicity, religion, and socioeconomic. However, little is known about the 

experience of IPV in aging women, especially in aging ethnic minorities. Furthermore 

there are countless hidden victims including the many children who witness repeated 

IPV, placing them at risk of becoming a victim of IPV or a perpetrator in their own 

intimate relationships. The purpose of my dissertation was to explore the lived experience 

of IPV through the lens of aging Mexican-American women with a history of IPV, to 

increase understanding of how their experience has shaped their lives today, and to 

identify the salutogenic factors that may have sustained health in the midst of adversity. 

Denzin’s methodology of interpretive interactionism that embraces the interrelationship 

of private issues that also have societal implications guided this qualitative study. 

Antonovsky’s Salutogenic Theory provided the sensitizing framework. Previous studies 

have shown the numerous adverse effects of IPV but some have also shown that women 
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who experience IPV garner tremendous strength simply to survive. These studies have 

identified a need for ongoing research from a resource perspective to further understand 

this strength. This study not only addresses the IPV experience in Mexican-American 

women with a past history of abuse, but from a Salutogenic perspective, captures the 

healing journey of 12 aging women aged 55-85 in two border communities in Texas. The 

women in this study not only survived IPV but have discovered ways to foster health 

ease and even thrive in their autumn and winter years. The wisdom revealed has 

numerous implications for health care professionals as well as for ongoing research 

including holistic models for healing from IPV, universal screening throughout the life 

span, and inclusion of survivors in preventive efforts. An upstream approach is indeed 

called for as all of the women in this study proclaimed a desire to break the cycle of 

violence for future generations.  

Keywords: aging, Mexican-American women, intimate partner violence, 

salutogenesis 
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Chapter One:  Introduction  

Although the violence associated with intimate partner violence (IPV) may last 

for a brief moment or for years, the memories of abuse are often long standing and 

inescapable (Divin, Volker, & Harrison, 2013). The remnants of its effects are evident in 

the high rates of mental and physical health problems among its survivors. This serious 

preventable public health problem affects a billion women worldwide (Womenthrive, 

2012) and demands ongoing research and intervention throughout the life course. It is not 

biological destiny for women to become victims of IPV and men are not predestined to 

be aggressors (White, Donat, & Bondurant, 2001). Long held stereotypes, social 

structures, and cultural factors contribute to the reality of IPV and are often learned early 

on. In the United States (U.S.) alone, 3-10 million children witness physical or verbal 

abuse annually (Ernst, et. al., 2009) with one study estimating that as many as 15.5 

million children had been exposed to IPV at least one time in the previous year 

(McDonald, Jouriles, Ramisetty-Mikler, Caetano, & Green, 2006). The World Health 

Organization (WHO) recently issued another statement identifying the long term 

intergenerational consequences and ill effects on health and well-being for children who 

witness violence (2013a). Not only do these children witness violence, many are victims 

of childhood abuse as well, beginning the cycle of abuse that may continue throughout 

their entire lives (Montalvo-Liendo, Wardell, Engebretson, & Reininger, 2011), 

increasing their risk of being a perpetrator or victim of IPV (Rivera-Rivera et al., 2004), 

and possibly contributing to the intergenerational transmission of violence.  
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The women’s movement in the 1970s brought light to the reality of IPV in the 

U.S. (Drauker, 2002) and since that time our knowledge base surrounding IPV, as with 

all knowledge, continues to evolve. With increasing global awareness, what was once 

considered a private problem is now on the forefront of both public and professional 

agendas in many places worldwide (WHO, 2013a; UNICEF, 2000). The definitions for 

IPV are varied however, the Centers for Disease Control and Prevention (CDC) describes 

the term IPV as “physical violence, sexual violence, stalking and psychological 

aggression (including coercive tactics) by a current or former intimate partner” (Breiding, 

Basile, Smith, & Black, 2015, p. 11). The Office of Violence against Women in the 

Department of Justice describes IPV as a “pattern of abusive behavior in any relationship 

that is used by one partner to gain or maintain power and control over another intimate 

partner” 
 
(USDOJ, 2013). Although there may be variation in the definition of the term 

IPV, there is consensus that the health implications of abuse are numerous including 

increased risk of long term physical and mental health problems including, chronic pain, 

physical disability, cardiovascular disease, autoimmune disorders, chemical abuse and 

dependency, depression, post-traumatic stress disorder and somatization and are well 

documented in extant literature (Nelson, Nyrgren, McInerney, & Klein,2004; Campbell, 

2002; Alhabib, Nur, & Jones, 2010; Wisner, Gilmer, Saltzman, & Zink, 1999). IPV is the 

primary cause of injury to women requiring emergency care and 30% of the deaths due to 

homicide are attributed to IPV, the most severe form of abuse (Ingram et al., 2010). The 

American Nurses Association (ANA) (2000) elucidates that increased awareness of IPV 

is crucial for health care providers, not only to reduce the immediate effects but to 
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increase awareness of the ongoing and long term health implications both physical and 

psychological often made worse by cumulative abuse (Scott-Storey, 2011) and affecting 

entire families. 

Intimate partner violence crosses all boundaries including age, ethnicity, religion, 

and socioeconomic, however, little is known about the experience of IPV in aging 

women, especially in aging ethnic minorities (UNICEF, 2000; McGarry, Simpson, & 

Hinchcliff, 2011). In recent studies on aging and IPV, we know that the experience 

appears to leave indelible watermarks on the fabric of one’s life (Band-Winterstein & 

Eisikovits, 2009; Divin et al., 2013; Mears, 2003; Weeks & LeBlanc, 2011) and for some 

women the experience is life-long. We also know however, as exemplified in recent 

studies on aging and IPV (Mears, 2003; Divin, et al., 2013), and vividly in Victor 

Frankl’s classic work Man’s Search for Meaning, of survival in the concentration camps 

that the human spirit is strong beyond imagination (1985). How women construct health 

after experiencing IPV and in the midst of multiple adversities often present in the aging 

process merits further exploration.  

PURPOSE OF STUDY AND SPECIFIC AIMS 

While intimate partner violence affects women of all ages, it is characterized as “a 

hidden phenomenon” in aging women, as only a few studies have addressed the 

experience of IPV, and the cumulative effect of abuse across the life span (Weeks & 

LeBlanc, 2011; McGarry et al., 2011; Phillips, 2000). While several studies have 

discussed the multiple health implications of abuse, there is lack of understanding of the 

experience and the effect on health as women age. More specifically, current research 
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calls for a greater understanding of the resilience and social support that sustains health in 

the midst of multiple adversities associated with IPV (Schultz, Roditti, & Gillette, 2009; 

Scott-Storey, 2011). Health care professionals can play a pivotal role in not only 

identifying IPV but understanding the lived experience and needs of older women 

affected by the violence (McGarry et al. 2011).  

Although much of the initial research on IPV focused on the experience of 

Caucasians, in the 1980s researchers began to conduct IPV studies with ethno-racial 

minorities including Asian, African-American, and Hispanics (Krane, Oxan-Martinez, & 

Ducey, 2000). However, there is need for greater understanding of these vulnerable 

populations, especially in subgroups within each minority group (Frias & Angel, 2005; 

Grossman & Lundy, 2007). While women from ethnic minorities share similar 

experiences of abuse as those from the dominant culture, they may have differing 

definitions, perceptions, constraints, and expectations (Gondolf, Fisher, & McFerron, 

1988; Klevens, 2007; Vidales 2010).  

Since the 1990s, there is increased interest in the experience of IPV in older 

women; however, little data has been collected directly from them (Weeks & LeBlanc, 

2011). Research capturing the strength and resilience in aging women with a history of 

IPV is almost non-existent, yet we do know that some women have not only survived the 

abuse but are essentially living lives to their fullest potential into their golden years, 

while others still struggle to find peace (Divin et al., 2013). Given the fact that both the 

aging population and the Hispanic population, the largest ethnic minority, are growing at 

enormous rates in the U.S. (Horton & Johnson, 2010), with aging Hispanics the fastest 
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growing group of Hispanics (Angel & Whitfield, 2007), it is important to understand 

more about the phenomenon of IPV in these vulnerable populations. Hence, the purpose 

of my dissertation was to explore the lived experience of IPV through the lens of aging 

Mexican-American women with a history of IPV, to increase understanding of how their 

experience has shaped their lives today, and to identify the factors that may have 

sustained health in the midst of adversity. This study not only contributes to the urgent 

need for increased knowledge of the IPV experience in a rapidly growing aging 

population from the perspective of aging Mexican-American women, but may also 

provide invaluable insight for nurses and other health professionals caring for an aging 

population. 

The specific aims of this study were as follows: 

1) To understand the lived experience of IPV in aging Mexican-American 

women.  

2) To identify social and cultural factors that shaped aging Mexican-American 

women’s experiences of IPV. 

3) To explore the ways in which aging Mexican-American women may have 

sustained health throughout and beyond the IPV experience. 

The purpose of the study was accomplished by one-on-one interviews and thick 

descriptions of the participants’ stories. Denzin’s Interpretive Interactionism (2001), a 

post positivist approach, guided the study, as the methodology focuses on the epiphanies 

within a person’s life that are transformational and insightful. Interpretive interactionism 

connects individual epiphanies to larger social and public issues. This study sought to 
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understand IPV in aging Mexican-American women through the utilization of the 

following three research questions: 

1) What is the lived experience of IPV in aging Mexican-American women? 

2) How do social and cultural factors shape the IPV experience for aging Mexican-

American women? 

3) How do aging Mexican-American women with a history of IPV, sustain health 

and well-being throughout and beyond the IPV experience? 

BACKGROUND AND SIGNIFICANCE 

IPV, recognized globally as a major human rights violation (WHO, 2013b), is a 

leading cause of disability, injury, and death (Klevens, 2007) affecting one in three 

women worldwide (WHO, 2013b). Almost 3 out of 10 women in the US experience IPV 

and estimated costs exceed $8.3 billion annually (CDC, 2014). For some women IPV is 

life-long having a profound effect on health. The emotional and physical costs are 

daunting. The National Intimate Partner and Sexual Violence Survey (NISVS) in 2010 

found that 35.6 % of the women surveyed experienced sexual, physical abuse, and/or 

stalking in their lifetime (Black et al., 2011). Although men can also experience female to 

male IPV or male to male IPV, the prevalence is far less; the CDC estimates that 1 in 10 

men are victims of IPV (2014) and experts have found that female to male violence is 

often a result of self-defense (Tjaden & Thoennes, 2000). The prevalence of emotional 

and verbal abuse is difficult to ascertain as it is often underreported, unrecognized or 

entangled within other forms of abuse (Pico-Alfonso, et al., 2006). Hence, the true 

prevalence of IPV is unknown as there are many factors affecting disclosure with fear 
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being a major factor (ACOG, 2012).What is known is that in spite of increased awareness 

since the 1970s, IPV remains a serious but preventable public health problem.  

With rising public support, Senator Joe Biden drafted the first federal law 

criminalizing IPV, the Violence Against Women Act (VAWA), in 1994 (Fagan, 1995). 

The VAWA established the Office on Violence against Women in the U.S. Department 

of Justice that has been instrumental in overseeing federal grants for prevention, healing 

and legal protection. The act also provided increased protection for immigrant women 

allowing undocumented women married to US citizens or permanent legal residents to 

self-petition for residency (Moynihan, Gaboury, & Onken, 2008). This was instrumental 

as undocumented women, the majority from Mexico (Passel & Cohn, 2009), face many 

of the same barriers all victims of IPV encounter however, their plight is often 

exacerbated by their legal status and perpetrators often threaten them with deportation if 

they disclose abuse. VAWA has since been reauthorized three times with the latest 

reauthorization in March of 2013 providing increased protection for Native American 

women, immigrants, and LGBT victims of IPV (VAWA, 2013).  

While there are conflicting findings in regards to prevalence, the rate of IPV in 

Hispanics may be higher than in non-Hispanics (Klevens, 2007). There is inconsistency 

in the research with some studies reporting prevalence rates among immigrant Latinas as 

high as 59.5% (Moynihan et al., 2008) while other studies cite rates of IPV in Hispanics 

similar to the rate among non-Latinas (Tjaden & Thoennes, 2000). In fact a report of the 

US Department of Justice depicting IPV rates from 1993-2010 showed a decline of 64% 

over this time period with Hispanics having a higher rate of decline than whites or blacks 
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in the study. The report also illustrated however, that in the decade from 2001 to 2010 the 

decline slowed or stabilized overall (Catalano, 2012). One of the most consistent findings 

in IPV research is the socioeconomic risk factor, with low-income families at increased 

risk (Frias & Angel, 2005). It is important to keep in mind that socioeconomic status 

(SES) may be a more critical factor between groups than race and ethnicity in 

perpetuating domestic violence (Grossman & Lundy, 2007). Hispanics in the US are 

twice likely to be living in poverty than non-Hispanics (Belknap & Vandevusse, 2010) 

with latest estimates citing that 26% of the Hispanic population in the U.S. lives in 

poverty, and 30% lack health care coverage (Pew Hispanic Center, 2013). The lack of 

health care coverage may contribute to the fact that Hispanic women are three times more 

likely to seek care for IPV in the emergency room than non-Hispanic whites or black 

women as this may be their main source of care (Lipsky & Caeteno, 2007). 

For many Hispanics in the US, “IPV is often colored by the experience of 

immigration (frequently illegal), acculturation, and socioeconomic disadvantage” 

(Klevens, 2007, p.119). Female economic equality is another major factor in the 

perpetration of violence (Vidales, 2010, Anderson & Aviles, 2006). Moreover, when 

Hispanic women earn more than their partners, they are at greater risk for abuse 

(Klevens, 2007). As roles change, IPV may accelerate. As acculturation increases, the 

risk of abuse appears to increase as well, perhaps because of the clash of values as 

women become farther removed from traditional gender roles (Gondolf, 1998). These 

factors not only increase stress and decrease support systems but also affect disclosure of 

abuse not only for fear of acceleration of abuse but immigrant woman may also fear 
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possible repercussions related to their citizenship status (Frias & Angel, 2005; Vidales; 

2010). Language barriers have often been cited as one of the most frequent obstacles in 

seeking help and identifying available support services (Montalvo-Liendo, 2009). It is 

indeed complex and challenging to obtain accurate prevalence rates due to underreporting 

for myriad reasons including fear, shame, and embarrassment along with those mentioned 

above (Murdaugh, Hunt, Sowell, & Santana, 2004; Montalvo-Liendo et al., 2009).  

Given that Hispanics are currently the largest ethnic minority group in the U.S. 

comprising 17% of the US population (Pew Hispanic Center, 2013) with numbers 

expecting to double by 2050 (Passel & Cohn, 2008), ongoing in depth exploration of IPV 

in this ethnic group throughout the life course is essential. Projections are that by 2030, 

16 million Hispanics will be living in the state of Texas alone, comprising half of the 

state’s entire population (Texas Council on Family Violence, 2003). It is important to 

keep in mind that many studies of IPV and Hispanics do not differentiate between 

subgroups. The term Hispanic is a multi-ethnic label, and includes people from several 

different Spanish speaking subgroups including Puerto Ricans, Cubans, Central 

Americans, and Mexicans; (Montalvo-Liendo, 2009) further confounding prevalence 

rates among subgroups. Nation of origin subgroups manifest differing violence risk 

profiles as subgroups are diverse politically, culturally, and socioeconomically hence 

there is need to greater understand the IPV experience among Hispanic subgroups (Frias 

& Angel, 2005).  

Mexican-Americans make up the vast majority of the Hispanics in the US, in fact 

64% identify Mexico as their country of ancestry or place of birth and 35% of the 
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Mexican-American population are immigrants (Gonzalez-Barrera & Lopez, 2013). In 

Mexico, various studies with diverse populations have found IPV rates ranging from 15% 

to 71% (Avila-Burgo, Híjar, del Rio-Zolezzi, Rojas-Martínez, & Medina-Solís, 2009). 

Although prevalence rates may vary, studies in both the US and Mexico illustrate that 

with little doubt, “the home remains one of the most dangerous places for women” (Frias 

& Angel, p. 8, 2012).  

Many studies have highlighted the numerous health effects of IPV including short 

and long-term physical and mental health problems that often continue long after the 

abuse has ended (Nelson et al., 2004; Campbell, 2002), yet health disparities including 

language barriers and lack of access to care often place Mexican-American women at 

increased risk. Some studies indicate that women who have experienced IPV were four 

times more likely to suffer from severe depression than women who had not (Caretta, 

2008) and since IPV is seldom an isolated occurrence, there is consensus that repeated 

abuse may be more detrimental to health as the effects of cumulative abuse are complex 

(Scott-Storey, 2011). Research suggests that posttraumatic stress and major depressive 

disorder are higher in Hispanic women who experience IPV compared to non-Hispanics 

(Kelly, 2010). Given the long term effects of abuse on health, it is essential to examine all 

aspects of abuse throughout the life course as there are individual and abuse 

characteristics as well as other adversities that affect health (Divin et al., 2013, Scott-

Storey, 2011).  

Childhood abuse has been identified as a risk factor for IPV in several studies 

conducted with Hispanic women (Montalvo-Liendo et al., 2009; Nicolaidis et al., 2011; 
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Rivera-Rivera et al., 2005) and has long term effects including depression and anxiety 

(Belknap & Cruz, 2007). Research has shown that lifetime abuse, including child abuse 

has devastating effects on a woman’s health above and beyond that of IPV alone and 

deserves further study (Campbell & Henderson, 2006; Whiting, Simmons, Havens, 

Smith, & Oka, 2009). These findings speak of the adverse effects of IPV on women’s 

health and well-being however, when coupled with the effects on their children and 

society as a whole, this prevalent public health problem demands further exploration 

throughout the life span including an upstream approach to possibly decrease 

intergenerational transmission. 

Many women remain in abusive relationships for several years and are at most 

risk when they make the decision to leave. Some women make the decision to leave the 

same partner over and over again, six times being the average before leaving for good 

(Weiss, 2000 ) and for others leaving is often not an option. Ingram et al., (2010) 

emphasize that “the economic, physical, and emotional obstacles facing women 

attempting to leave abusive relationships continue to be daunting” (p. 859). There are as 

many reasons for women staying in an abusive relationship as there are for explaining 

why they eventually leave (Weiss, 2000) and the decisions are never simple but require 

immense courage. Although IPV may weaken a woman’s sense of resilience, that same 

resilience or inner strength may serve to cushion the harmful psychological effects of the 

abuse (Kelly, 2010) and deserves further study. 

As women age, it is nearly impossible to understand their IPV experience without 

an understanding of the complexity of the world in which they reside, as well as the 



 12 

intersectionality of the historical, social, and cultural factors that have shaped their lives, 

all of which influence their IPV experience (Divin et al., 2013; Vidales, 2010 ). Anderson 

& Aviles (2006) posited that “the most influential factor on how a woman responds and 

experiences domestic violence is the social and cultural context of her life” (p. 130). Not 

only are aging women at risk for IPV, and its aftermath, Mexican-American women may 

be at increased risk because of poverty, language barriers, limited access to health care, 

and ageism, all of which can jeopardize their well-being throughout the life course (Divin 

et al., 2013). It is vital therefore, to understand the complex realities and perspectives of 

women who experience IPV (Campbell, Morocco, & Saltzman, 2000) within their own 

cultural context and life experience.  

Addressing the complex health care needs of aging Mexican-American women 

presents several challenges given the disparities in our health care system and the 

multiple co morbidities they face. Older women who live in a culture of poverty may 

have more social disruption in their lives and higher levels of stress affecting their ability 

to cope and possibly increasing social isolation (Angel & Angel, 2006). Although 

research with aging women has highlighted that there is a desire among women to 

disclose their stories of abuse to family, friends, and health care professionals (Band-

Winterstein & Eisikovits, 2009) impaired access often prohibit this possibility. Even if 

they do have access to healthcare, there is no guarantee, due to time constraints and 

language barriers, that a holistic assessment to address their complex issues will be 

carried out. 
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The numerous challenges confronting an aging population, not only contribute to 

gradual physical decline, but may also affect overall emotional and spiritual well-being. 

However, studies have shown that well-being is achieved if an older person continues to 

find meaning and purpose in life and the ability to transcend life’s challenges (Nygren et 

al., 2004). Health care professionals working in geriatrics therefore, are increasingly 

interested in healthful or successful aging. The ancient Roman philosopher Cicero stated, 

“old age, if approached properly, harbors many opportunities for positive change and 

productive functioning” (Baltes & Baltes, 1990, p. 2). For some women this may be 

easier than for others. Some older Mexican-Americans often turn to their faith to make 

sense of the pain and suffering in their own lives, and others report suffering in silence to 

protect others (Krause & Bastida, 2009). While some women may despair, others may 

integrate their life experiences including IPV and find peace and meaningfulness. It is 

essential to gerontological research and social policy to continue to explore the effect of 

IPV and aging, particularly, the strengths that women weave throughout the life course to 

maintain health in the midst of adversity.  

Significance to Nursing 

For nursing’s foundress, Florence Nightingale, “justice making flowed naturally 

from compassion and caring because it was linked to the interconnectedness of all aspects 

of being” (Falk-Rafael, 2005, p. 213). Many of nursing’s first leaders laid the foundation 

for the ongoing work of equality among women today including Lavinia Dock, a 

woman’s suffragist and strong advocate for women’s issues (Bekemier & Butterfield, 

2005). Their work was rooted in feminist and critical theories (Falk-Rafael, 2005). It is 
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not surprising therefore that since the 1970s nursing has been actively involved in 

addressing the issue of IPV.  

Health care professionals, with nurses making up the majority of professionals, 

play a pivotal role in halting the cycle of abuse in identification of not only present abuse 

but possible long term consequences of abuse (ACOG, 2012; Drauker, 2002). Often 

nurses are the first people to identify situations of abuse in women seeking care in the 

emergency room as well as in primary care, among other settings. In inquiring about 

abuse, nurses can be instrumental in preventing disastrous outcomes. Research illustrates 

that as many as 66% of women who are killed annually visited a health care provider the 

year prior (cited in Montalvo-Liendo et al., 2009).  

Several nursing organizations have issued position statements emphasizing the 

importance of early recognition, prevention and intervention with IPV. Among them are: 

the American Nurses Association, 1991, the American Association of Colleges of 

Nursing, 2001, and the Emergency Nurses Association, 1998 (Drauker, 2002). The more 

knowledgeable the profession becomes about IPV the more effective our intervention and 

prevention strategies will be (Caretta, 2008). In 1986 the Nursing Network on Violence 

Against Women International (NNVAWI) was founded with the goal to “ ‘end violence 

against women, and change the health care system to be more responsive to the needs of 

abused woman and their children’ ” (Campbell & Parker, 1999, p. 541). In 2001, the 

ANA’s Code of Ethics described the profession as one that acts “to change those aspects 

of social structures that detract from health and well-being” and that “supports initiatives 

to address barriers to health, such as poverty, homelessness, unsafe living conditions, 
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abuse and violence…” (ANA, pp 5, 24). Studies in the US and Mexico indicate that some 

nurses themselves have experienced IPV and are often challenged to confront their own 

IPV reality in an attempt to help others (Drauker, 2002; Diaz-Olavarrieta, Paz, Garcia de 

la Cadena, & Campbell, 2001).  

In 1985, the former US Surgeon General, Everett Koop, identified violence 

against women as a significant public health problem and established the first task force 

to address this issue (USDHHS, 1986). Since that time, Healthy People 2000, 2010 and 

2020 have included Injury and Violence Prevention, including IPV, among the top 

leading health indicators or major health priorities for the nation. Both the ANA and the 

AMA are in agreement that the assessment for IPV is a standard of care to be upheld 

across the lifespan (cited in Phillips, 2000). Research shows that women are more likely 

to disclose abuse when directly asked by a health care provider (Anderson & Aviles, 

2006). However some health care providers may still share the belief that IPV is a private 

matter and are therefore reluctant to screen for it. Even if providers screen for IPV, 

disclosure is more likely if a relationship of trust and mutual respect has been established 

with one’s provider (Julliard et al., 2008). Advanced practice nurses who often perform 

annual preventive health services for women play a pivotal role in not only the detection 

of IPV, but in the identification of an IPV history and the connection to possible lifelong 

health consequences including emotional trauma, chronic pain, and physical impairment 

(ACOG, 2012). A thorough assessment provides an opportunity to initiate appropriate 

treatment including physical and psychosocial interventions (Caretta, 2008). 
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As a nation as well as on a professional level, we have made great strides to 

address this serious and preventable public health and human rights issue yet it is 

important to remember that there are health disparities that affect the IPV experience for 

some groups of women. Even though ethnic minorities comprise approximately 25% of 

the US population, there is severe underrepresentation in most health care occupations 

(Campbell & Campbell, 1996) with only 5.6% of the US physicians identifying as 

Hispanic (Barr, 2008) and even a smaller number of nurses; 3.6% of all nurses are 

Hispanic (Minority Statistics, 2009). Although health care providers are “at the hub of the 

wheel in a trauma-informed, coordinated health care response that includes universal 

education and prevention” of IPV (Chamberlain & Levenson, 2013, p. 4), access and 

language barriers often impact disclosure. Although a recent study revealed that universal 

screening may not be the most effective strategy (Klevens et al., 2012), the Institute of 

Medicine (IOM) in 2011 issued guidelines calling for universal IPV screening of all 

women as part of preventive health services (ACOG, 2012). Under the Affordable Care 

Act (ACA), health plans are now required to reimburse for screening and counseling at 

no additional costs. A woman’s annual preventive exam is an opportune time for a patient 

to discuss sensitive issues such as IPV. However, in order for a woman to tell her story 

and share intimate and sometimes painful details, there is a prodigious need for culturally 

sensitive care including having a provider who can speak the primary language of the 

patient he/she is caring for. Given that 20% of the U.S. population embraces Spanish as 

their primary language, nurses who speak Spanish are invaluable in assessing and 

intervening in IPV in this population (Campbell & Campbell, 1996). Cultural competence 
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however, is not only speaking the language of those we care for but making a 

commitment to eliminate the oppression that minority ethnic and cultural groups 

experience in society (Campbell & Campbell, 1996).  

As in the general population, the elderly are the most rapid growing segment of 

the Hispanic population with those of Mexican ancestry making up the majority and 

having the highest poverty rates and lowest education rates (Angel & Whitfield, 2007) 

placing them at even greater risk. With one in three women affected by IPV in their 

lifetime, how women integrate their IPV experience and its long term effect on health is 

important to nursing as we become more attune to caring for a rapidly increasing aging 

population. The long term effects of abuse are well documented in the IPV literature. 

However, if a history of IPV is not addressed, we may simply treat chronic pain, 

depression, or anxiety in aging women without addressing underlying contributing 

factors and forego a possible opportunity for ongoing healing (Lazenbatt & Devaney, 

2014). Health care providers, including nurses, must have a keen understanding of the 

impact of IPV in the lives of older women as well as support systems available to 

improve health (Tetterton & Farnsworth, 2011). 

 How our nation and our profession address the multiple adversities and 

psychosocial and physical health care needs of aging women and more specifically aging 

Hispanic women requires critical attention from policy makers. It is essential that the 

nursing profession understands the experience of women who have survived IPV to 

develop effective policies and interventions for aging women affected by IPV 

(Hightower, Smith, & Hightower, 2006). We know about the long-term consequences of 
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IPV but we need to know more about them in an ever increasing aging population. We 

need to know more about the process of healing after IPV that women may experience 

and the factors that promote health in this population. A holistic approach when assessing 

health and well-being, and an astute awareness that the individual context of one’s life 

must not be forgotten (Leight, 2002) are essential; and nurses are often well versed in 

seeing health through this lens. 

CONCEPTUAL ORIENTATION 

This dissertation is situated in a naturalistic paradigm where both researcher and 

participant are co-creators of knowledge (Lincoln & Guba, 1985) and was guided by two 

theoretical frameworks, Antonovsky’s Salutogenic Theory and Denzin’s Interpretive 

Interactionism. Denzin’s interpretive interactionism is a post-positivist approach and  

provided the conceptual and methodological orientation for this study (1989; 2001) and 

Antonovsky’s Salutogenic Theory provided the sensitizing theoretical framework (1979; 

1987). Post-positivist inquiry attempts to understand, emancipate, and deconstruct 

knowledge recognizing that there are multiple voices and views as well as multiple ways 

to analyze any one aspect of reality (Munhall, 2012).                 

Denzin posits that critical interpretive qualitative research which draws from 

critical feminist social theory may serve as a catalyst to change the world in positive 

ways. Interpretive interactionism draws from the traditions of phenomenology, 

hermeneutics, and symbolic interactionism (Blumer, 1969; Merleau-Ponty, 1973; Denzin, 

2001). The phenomenological perspective or the study of the meaning of an experience is 

the “foundation not only of qualitative research but also humanistic nursing practice” 
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(Munhall, 2012, p. 25). Symbolic Interactionism illustrates that meaning emerges from 

the symbols that people give to objects, people, and behavior based on the interactions 

that people have with one another (Blumer, 1969). These meanings are understood and 

modified by way of an interpretive process. In using interpretive interactionism, it is 

imperative that researchers recognize the role that power and gender play in shaping a 

person’s life experience (Denzin, 2001) hence an appropriate methodology in issues such 

as IPV.  

Interpretive interactionism explores the “epiphanies” or major interactional 

moments in a person’s life that can be transformational and “radically alter and shape the 

meanings that persons give to themselves and their life projects” (Denzin, 1989, pp. 14-

15). For women in abusive situations, their decision to leave or stay or simply to 

recognize a behavior as abusive may come in the form of an epiphany. There are four 

types of “epiphanies” the major epiphany which “shatters a person’s life and makes it 

never the same again” (Denzin, 1989, p. 17), the cumulative which are the series of 

events that reoccur in a person’s life, the minor or illuminative or underlying tensions in a 

relationship and the relived epiphany where the person re-experiences a major turning 

point in his/her life. Interpretive interactionism not only focuses on the personal story but 

individual epiphanies are contextualized via thick descriptions and situated back into the 

larger social and health care arenas where they have the potential to influence policy 

making. Therefore, this methodology provides a suitable avenue to explore private issues 

such as IPV, and the interrelationship with the public policies and institutions set up to 

address them. 
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Theoretical Framework 

 

It is challenging to apply one specific theory to critical qualitative research 

because of the complexity and uniqueness of each human situation (Denzin, 2001). 

Denzin favors an approach using minimal theory, although he recognizes that “there is no 

possibility of theory-free or value-free knowledge” (2001, p. 3). Researchers have 

suggested that in interpretive qualitative research, theory be used creatively to frame 

research questions and in data analysis and interpretation (Wu & Volker, 2009). 

Antonovsky’s Salutogenic Theory (1979; 1987) an abstract and holistic theory, posits that 

some people stay healthy in the midst of adversity and assumes that the story of a person 

has great etiological significance. This theory provided the sensitizing framework for this 

study guiding the interview questions and illuminating the interpretations. The voice of 

women inspired Antonovsky’s development of the Salutogenic Theory and his theory has 

become instrumental in studies throughout the world. When he was studying a group of 

menopausal women in Israel, he was intrigued to find that 29% of the women who had 

survived life in the concentration camps reported high scores of health and well-being 

and he began his search for the factors that contributed to this reality.  

Antonovsky visualized health on a continuum from ease to dis-ease and was most 

interested in the factors that pushed some people closer to the ease end of the health 

continuum while others were pushed towards the dis-ease end of the continuum. His 

study of stress and coping, unraveling the mystery of health was built on the previous 

work of Frankl, Cassel, Kobasa, among others, and resulted in his development of the 

Salutogenic Theory. 
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Sense of coherence (SOC) is the central and core concept of Antonovsky’s 

Salutogenic Theory and is the primary motivator for health in situations of adversity 

(1979; 1987). The three components of SOC are comprehensibility, manageability, and 

meaningfulness. It is shaped by one’s interpretation of their life experiences and it is a 

primary determinant of how a person copes with the ubiquitous stressors in one’s life. 

How a person interprets their life experiences is affected by historical and sociocultural 

influences (Antonovsky 1979) and those life experiences are crucial in shaping one’s 

sense of coherence. These experiences can be characterized as consistent, balanced, and 

participatory (one is an active participant in the outcome) or inconsistent, unbalanced, 

and lacking no participation in the outcome (Antonovsky, 1987). According to 

Antonovsky, SOC is strengthened by generalized resistance resources (GRRs) such as 

social support, knowledge, spirituality, and cultural stability or weakened by the lack of 

them; generalized resistance deficits (GRDs). The extent to which one has availability to 

GRRs and a strong SOC facilitates successful coping throughout one’s life and 

determines movement to the healthy end of the ease/dis-ease continuum. This theory 

provides a holistic approach to help explain how a person understands, manages, and 

finds meaning in their life experiences and how this in turn affects their health and well-

being. Hopefully the salutogenic theory will complement Denzin’s methodology that also 

values the meanings that people give to their life experiences and the historical and 

sociocultural context in which they occur. 

Personal Biases 
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Denzin recognizes that “value-free interpretive research is impossible” (2001, 

p.43). A gendered historical self is brought to the process. For this reason an interpretive 

researcher must state upfront their biases about the phenomenon they long to understand. 

This section addresses my own personal biases and reasons for embarking on this 

endeavor. I have had the privilege of being a nurse for over thirty years. Almost half of 

those years were spent working in Latin America. It was in Venezuela when I worked 

with a group of health promoters that I first learned of the complexities of IPV. Our 

health group started a support group for women who were living in situations of IPV. We 

strengthened one another as we sat on hand made cushions in a safe and hidden open air 

patio behind the clinic. For the “Dia Internacional de la Mujer, International Day of 

Women,” men, women, and children joined together to paint murals throughout the 

barrio addressing the reality of IPV.                 

In September of 2010, soon after I began my doctoral program, a 70 year old 

woman was murdered in her country home just two miles from where I grew up. My 

sister knew this woman personally and she was described as being sweet and kind, my 

nephew mowed her lawn. She had recently divorced her husband after living with 30 

years of IPV. She had finally made the decision to begin a new chapter in her life. 

However, she received word from her ex-husband’s family that he was on his way to her 

house with a gun. She called 911, but she lived in a rural setting and the police arrived 

too late. Her ex-husband, violating a protective order, broke into her home and killed her. 

He was subsequently shot and killed by their son, who was also injured as he tried to 

protect his mother. This incident not only exemplified the complexity of long term abuse 
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and its effect on entire families, it also confirmed to me that I was on the right path. This 

phenomenon needed further understanding and I was ready to undertake the challenge. 

Until I worked in geriatrics as a nurse practitioner, I, like many people, held the 

mistaken assumption that IPV was only a phenomenon affecting younger women. I was 

both surprised and saddened that some of the women I cared for in their 80s continued to 

struggle with IPV in their relationships, and the long term effects of abuse, including 

depression and chronic pain, were prevalent. I was also surprised and amazed that some 

women continued to seek healthful alternatives to the abuse even after 64 years of 

marriage.  

I presently work as a family nurse practitioner providing primary care at a 

domestic violence shelter one day a week where I see the acute effects of abuse. I am 

passionate about the work I do, not only to raise awareness about IPV but to hope, dream, 

and continuously wonder what more can be done about this serious but preventable 

public health issue.  

Belonging to a predominantly female profession, I realize that there is tremendous 

power in numbers and nurses are in a unique role to address those issues where injustices 

are most deeply experienced (Bekemeier & Butterfield, 2005). Nurses are called to be 

natural advocates for women suffering from the multi-faceted health issues of domestic 

violence. At the Fourth International Conference on Health Promotion in Jakarta in 1997 

among the list of health determinants were peace, social justice, empowerment of 

women, social relations, and human rights (Falk-Rafael, 2005). The phenomenon of IPV 

affects every single one of these aspects and I am delighted to be among the nurse 
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researchers who are actively engaged in deeper understanding of this phenomenon 

especially in the area of long term abuse in an aging population. 

DEFINITIONS 

This section will briefly describe some of the principal terms used throughout this 

study: 

 Intimate partner violence: A phenomenon that carries many labels including, domestic 

violence, battering, domestic abuse, intimate partner abuse, and interpersonal violence, 

more specifically IPV is defined as: physical or sexual violence, threats of physical or 

sexual violence, and psychological or emotional abuse by an intimate or former partner 

(CDC, 2012).  

Aging women: Women age 55 and older who have a history of IPV. 

Mexican-American: Women who are native or born in Mexico, sometimes referred to as 

Mexican-origin, and residing in the state of Texas who self-identify as Mexican-

American and share similar cultural values. 

Culture: Culture is not static but evolving (Rogoff, 2003) and includes social values, 

knowledge, and norms, the ways of a life group that are socially constructed and learned 

through observation (Munhall, 2012). Our culture determines “how we view ourselves 

and those around us and fundamentally determines who we are and where we see 

ourselves” (Bent-Goodley, 2007, p.20). 

The primary concepts for the sensitizing theoretical framework of this study, the 

Salutogenic Theory are defined below: 
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Salutogenesis: Unlike pathogenesis that searches the cause of disease, salutogenesis 

explores the factors that facilitate movement toward the well-being or “ease” end of the 

health continuum (Antonovsky, 1979).  

Generalized Resistance Resources: “…any characteristic of the person, the group, or 

the environment that can facilitate effective tension management” including physical, 

immunological, and psychosocial resources (Antonovsky, 1979, p. 99). Absence of GRRs 

can be possible stressors or generalized resistance deficits (Antonovsky, 1987). 

Sense of Coherence: The core concept of the Salutogenic Theory and that which allows 

a person to view their world as comprehensible, manageable, and meaningful, adopting 

coping strategies that promote health even in the midst of adversity. It is defined more 

specifically as: 

a global orientation that expresses the extent to which one has a pervasive, 

enduring though dynamic feeling of confidence that (1) the stimuli deriving from 

one’s internal and external environments in the course of living are structured, 

predictable, and explicable; (2) the resources are available to one to meet the 

demands posed by these stimuli; and (3) these demands are challenges, worthy of 

investment and engagement (Antonovsky, 1987, p. 19). 

Health: Antonovsky defines health on a continuum from ease to dis-ease, “a 

multifaceted state or condition of the human organism” (1979, p.65).  

ASSUMPTIONS 

The following includes a list of assumptions for this study: 
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1) Everyone has a life story and the story may be told differently at different times in 

one’s life (Vaillant, 2002). 

2) Adults continue to grow and develop and the potential for change is lifelong 

(Vaillant, 2002). 

3) Wisdom is grounded in real life experience (Remen, 1996). 

4) While people share many commonalities, each person is unique, unlike any other 

(Denzin, 2001).  

5) In order to understand the meaning of another’s experience, there is only 

interpretation (Denzin, 2001). 

The remaining assumptions are those upon which Antonovsky’s Salutogenic Theory was 

founded and expressed throughout his works (1979; 1987). 

6) The story of the person is important and can have great etiological significance. 

7) Some people do well in the face of adversity. “Salutogenesis” focuses on what 

keeps them healthy. 

8) We are all terminal cases and as long as there is a breath in us, in some sense 

healthy. 

9) The mystery of health is intriguing and multifaceted and fluctuates on an ease/dis-

ease continuum.  

LIMITATIONS 

Because researcher and participant are co-creators of knowledge within a 

naturalistic paradigm, value-free interpretive research is not possible as every researcher 

brings their own biases, experiences and preconceived ideas to the research process and 
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this could be viewed as a limitation (Denzin, 2001). Although Denzin incorporated 

bracketing within his methodology whereby the researcher states upfront his/her own 

biases, a researcher’s own lived experience will still affect the interpretations as there are 

as many differing interpretations as there are researchers using this methodology (2001). 

Another limitation in this study is that in capturing the lived experience of IPV in 

an aging population, the recollection of the experience may very well have changed over 

the years. In a cross-sectional study one is only obtaining the meaning expressed at one 

point in time. The stories also represent one particular sample of aging Mexican-

American women and may not be the experience of other women in another sample of 

aging Mexican-American women. Social desirability may also be a limitation as in 

recollecting about the IPV experience, participants may tend to share what they think the 

researcher wants to hear therefore the framing of the interview questions was of utmost 

importance. In qualitative research establishing a relationship of trust is essential in the 

collection of data and especially so when researching sensitive issues in vulnerable 

populations. In a study of this type, while time was of essence, measures were taken to 

meet on more than one occasion with each participant to nurture trust building and enrich 

the data collection process. 

SUMMARY 

In summary, the purpose of this study was to explore the lived experience of IPV 

in older Mexican-American women, age 55 and older, and discover how these women 

have integrated their experience into their lives today. Although prior research has found 

that IPV is prevalent within stories of aging Mexican-American women (Divin et al., 
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2013), to my knowledge, no studies have specifically explored the IPV experience in this 

age group of Mexican-American women from a salutogenic perspective. With an 

increasing aging and Hispanic population in the U.S., the study is both timely and 

essential. It is paramount that we examine the complex health issues affecting aging 

ethnic minorities faced with multiple adversities, including a history of IPV. Denzin’s 

interpretive interactionism provides a critical and useful methodology to explore the IPV 

experience in aging Mexican-American women, as it provides an avenue into the 

influential historical, sociopolitical, and cultural factors that have shaped their life 

experience. The personal stories of twelve aging Mexican-American women were 

collected and interpreted and the findings were then contextualized into the larger 

professional and sociopolitical climate. Findings from this study may be used to develop 

and implement future studies designed to improve healthcare for a vulnerable and rapidly 

growing aging ethnic minority, contribute to a more peaceful end of life trajectory, and 

decrease the intergenerational transmission of violence. 
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Chapter Two: Deconstruction of the Literature 

According to Denzin’s (2001) method of interpretive interactionism, the second 

phase of the interpretive process is deconstruction, a critical review or analysis of prior 

understanding of a phenomenon, with recognition of the voices or perspectives that may 

be hidden, silent, or missing (Denzin, 2001). Deconstruction allows the researcher to 

identify any biases or flaws within the literature as well as critique prior and existing 

conceptions. In this step it is also paramount to recognize one’s own perspectives and 

biases that may influence not only the review of the literature but the entire research 

process. If researchers are not successful in recognizing their own biases and conceptions, 

they will be “trapped” by these conceptions (Denzin, 2001, p. 144). This review will 

begin with a brief history of IPV and then focus on three domains of literature including 

(a) studies of IPV and Mexican-American women; (b) studies of IPV and aging women; 

and (c) Salutogenic Theory, successful aging, and IPV.  

HISTORICAL PERSPECTIVE 

Despite our most valiant efforts to decrease the incidence of IPV, the prevalence 

rate remains alarming and breaking the cycle of abuse is crucial to the health and well-

being of all involved. Intimate partner violence, as stated previously, includes physical, 

sexual, stalking, and emotional or psychological abuse. Physical violence, according to 

the CDC, involves hurting a partner or trying to hurt them by hitting, kicking or using 

another type of physical force (2014). It can also include throwing objects, biting, 

strangling, or threatening with a weapon or the actual use of a weapon (ACOG, 2012). 

Sexual violence is forcing a partner to engage in sexual activity without the partner’s 
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consent (CDC, 2014). Emotional or psychological abuse involves threatening a partner or 

threatening to harm a partner’s loved ones or possessions. Some examples include 

stalking, verbal abuse such as name calling, isolating a partner from family and friends, 

controlling financial resources, depriving a person from food, money and health care, and 

intimidation. This form of abuse erodes a woman’s sense of self-worth (CDC 2014; 

ACOG, 2012) and is often more painful than the physical abuse (Weeks & LeBlanc, 

2011). In a study by Zink, Fisher, Regan, and Pabst (2005), 45% of older women 

experienced emotional and psychological abuse since age 55, while only 1.52% reported 

physical violence. Emotional or psychological abuse is often more difficult to manage for 

older women than for younger women and is often repeated over and over again. “Scars 

from mental cruelty can be as deep and long-lasting as wounds from punches or slaps but 

are often not as obvious” (Bancroft, 2002, p.8). Regardless of the manifestation of abuse, 

research has shown that older women who endure IPV have significantly higher rates of 

chronic health problems such as pain and depression (Zink et al., 2005). Depression, one 

of the most prevalent adverse effects of IPV (Campbell et al., 2002), is the leading cause 

of disability worldwide (WHO, 2012). The numerous health effects of abuse become 

more severe, the longer the violence goes on (CDC, 2014).  

Among women affected by IPV there are differing perceptions and definitions for 

what is considered abusive behavior, often influenced by social and cultural contexts 

(Frias & Angel, 2005) and some behaviors included in the CDC’s definition of IPV may 

not be considered abuse for some women ( Grossman & Lundy, 2007). As co-creators of 
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knowledge, the women in this study provided insight into their own definition and 

perception of IPV and how it changed over time. 

Brief History of Intimate Partner Violence 

 

 In the 1200s, wife beating was a common occurrence in Europe and sanctioned by 

the church as a role of the husband in correcting his wife’s faults (NCADV). Ironically, 

in the 1600s convents may have been the first shelters for women fleeing from violence 

in the home. In the 1800s English common law referred to the “rule of thumb” law that 

sanctioned wife beating as long as the instrument used was no wider than a man’s thumb 

(Davis, 2008; Drauker, 2002). Prior to the 1870s and influenced by English common law, 

women in the US were seen as property of their fathers initially and then subsequently of 

their husbands (Drauker, 2002).  

In a Supreme Court ruling in North Carolina in 1864, a man was free from 

conviction “unless he inflicted a permanent injury, used excessive violence, or exhibited 

malignity or vindictiveness” (Drauker, p. 3, 2002). Although individual states in the US 

passed legislation in the late 1800s proclaiming it illegal to beat one’s wife, few arrests 

resulted (Drauker, 2002) and until the 1970s in the U.S. assaults committed against one’s 

wife were considered a misdemeanor, while similar offenses against a stranger were a 

felony (Davis, 2008). The laws themselves left much room for ambiguity; for instance, 

excessive violence is subjective and what may seem excessive to one person may not 

necessarily be excessive to another. 

 In the 1970s, grass roots feminist groups asserted that although great strides had 

been made in gender equality, violence against women had not gone away, and the 
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greatest threat of violence to adult women remained their intimate partner (White, Donat, 

& Bondurant, 2001). Although there is increased awareness of IPV, patriarchy continues 

to operate at structural and socio-cultural levels and affects power dynamics in many 

relationships. Shelters continue to have waiting lists, and unfortunately when some 

women garner the necessary courage to leave a violent situation, there may be no place to 

go. In society’s eyes, women continue to be held largely responsible for nurturing and 

sustaining the family unit regardless of race, ethnicity or class (White et al., 2001). The 

role of mothering and keeping the family intact at all costs is deeply ingrained and has a 

substantial effect on a woman’s decision making process in regards to IPV (Kelly, 2009). 

When relationships become violent on the other hand, women are sometimes blamed for 

staying with little understanding of the complexity of their world.  

In 1994 with the passing of the Violence against Women Act (VAWA) in the 

U.S., federal legal protection was afforded to women, including vulnerable groups of 

immigrant women (Fagan, 1995). The VAWA included protection for immigrant women 

in abusive relationships allowing them to self-petition for residency instead of depending 

on the abusive partner who often instilled within them the constant fear of deportation if 

abuse was reported. Up until that time, undocumented women who were married to U.S. 

citizens had to rely solely on their partner to petition for residency. If women are kept in 

isolation or there is a language barrier, however, they may not be aware of their legal 

rights. Although culture and law deter violence against women (Caretta, 2008) in the 

U.S., rates that once appeared to decline after 1994, held constant from 2000 to 2010 

(Powers & Kaukinen, 2012) illustrating that laws alone may not be the ultimate deterrent. 



 33 

The extent that the U.S. culture deters violence is questionable as well, given the 

prevalence of violence in the media and in many neighborhoods. It is essential to 

examine the intersectionality of the numerous factors that influence IPV including social, 

cultural, economic, legal, and political realities.  

Throughout the world, factors such as social status, gender roles, patriarchy, 

power dynamics and value systems that afford men proprietary rights over women, male 

domination, and the acceptance of violence as a form of resolving conflict all influence 

the IPV experience (Caretta, 2008). Although several countries have taken steps to 

address this phenomenon, IPV continues to affect women worldwide and the rates remain 

shocking (Caretta, 2008). 

Brief History of Intimate Partner Violence in Mexico 

 

Although the U.S. has made great strides in addressing IPV on a grassroots, 

federal, state, and local level, IPV continues to occur at alarming rates. As a nation of 

immigrants, it is vital to understand the sociocultural factors that may influence the IPV 

experience for individuals who identify themselves as belonging to certain subgroups. 

This study focused on the experience of aging Mexican-American women, five of whom 

were Mexican-origin; therefore, it was necessary to have some understanding of the 

historical context of IPV in their country of origin as well. It is also essential to remember 

that Mexican-origin women living in the U.S. come from unique experiences and many 

different regions of Mexico; hence the contextual factors may be different.  

Violence against women in Mexico has existed for centuries. However, in the 

criminal code of 1871, violence was outlawed and it was not considered a male’s 
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prerogative to abuse his partner (Frias, 2008). In both private and public arenas violence 

is not recognized as a natural behavior between spouses. Nevertheless, as in the U.S. and 

in many places throughout the world, patriarchy is ingrained and pervasive, and IPV may 

be “one of the most brutal and explicit expressions of patriarchal domination” (Dobash & 

Dobash, 1979, p. iv). Patriarchy permeates social institutions and may become 

normalized, affecting a person’s interpretations of what it means to be a man or woman. 

In a study cited in Frias (2008), La Encuesta Nacional sobre la Dinámica de las 

Relaciones en los Hogares (ENDIREH), a national survey conducted in 2003 on the 

dynamics of relationships in the home, researchers found that 8.5 percent of the Mexican 

women surveyed believed that physical force by their husbands was merited if they had 

not fulfilled their wifely duties. Eleven percent agreed that non-consensual sex with a 

partner was part of a wife’s obligation. This study also reported that 40% of the women 

surveyed had experienced some form of IPV. 

In 1996, the Federal District Legislative Assembly, as a response to the 

prevalence of IPV and pressure from grassroots feminist groups, passed the first 

administrative family violence legislation in Mexico and other states followed (Frias, 

2008). By 2006, all but three Mexican states had enacted family violence legislation. 

However, unlike the Violence Against Women Act in the U.S. that not only mandates but 

makes provisions for providing services to those leaving partner violence with federal 

funds, the administrative legislation in Mexico failed to do so, and only nine states have 

specific legislation making the state responsible for creating safe places or shelters for 

those fleeing family violence. Many states simply lack the resources to provide safety 
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(Frias, 2008). In 1996, Mexico opened its first shelter for women fleeing from IPV in the 

city of Aguascalientes, and in 2004, the Federal Women’s Institute, INMUJERES, 

reported that there were 32 shelters in Mexico (Frias, 2008). This is a stark contrast to the 

U.S., which opened its first shelter in 1973; by 1998, 2000 shelters were in operation 

(NCADV, 2000).  

Despite key reforms and legislation, the justice system in Mexico is not equally 

accessible by all and is sometimes perceived as “weak, ineffective and often corrupt 

inspiring distrust and even fear” (Beltran & Freeman, 2007, p. 2). A stark example of this 

is the numerous disappearances of young women in Ciudad Juarez, adjacent to the U.S. 

city of El Paso. Since 1993 over 400 young women in Ciudad Juarez, Mexico have 

disappeared. Some have been found in mass graves with evidence of being brutally 

assaulted and murdered. To date, most of these crimes have gone unaccounted for 

(Beltran & Freeman, 2007).  

There is still much discrepancy on state levels regarding how domestic violence 

cases are handled. In 2005, the police chief in Ciudad Juarez stated, “‘It’s not a police 

problem; it’s a social problem,’ ” which may contribute to the fact that police fail to 

respond promptly in cases of IPV (Beltran & Freeman, 2007, p. 7). Without doubt, it is 

both a problem of law enforcement agents entrusted with protecting their communities as 

well as a social problem. Discriminatory attitudes and prejudices on part of state officials 

confound this situation, often resulting in re-victimization of the women who report 

gender-based violence (Beltran & Freeman, 2007). Women are often harassed, dismissed, 

or blamed for inciting IPV, which puts their lives in greater danger. Judgmental attitudes 
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by part of officials often result in a woman returning to her abuser. Indeed, social 

problems in Mexico are complex and need to be addressed at all levels: the individual, 

the legal, and the societal (Frias, 2008).  

While 23 of the 32 Mexican states, including the Federal District (synonymous 

with Mexico City, the country’s capital), have legislation to prevent and punish IPV, 

some forms of IPV have yet to be classified as crimes (Beltran & Freeman, 2007). For 

instance, twenty states do not criminalize marital rape; and, IPV is not recognized as 

grounds for divorce in 11 states. In one noted case, psychological abuse was not 

recognized as a form of IPV or grounds for divorce by an appellant court, and the woman 

was blamed for not only the IPV, but also for exposing her children to the violence. The 

court testified, “ ‘domestic violence is a shared life-style” and “the partner who allows 

the other to commit acts of domestic violence is equally guilty and responsible’ ”(Beltran 

& Freeman,2007, p. 9). The principal aim of family violence legislation is first and 

foremost to protect the family as the primary social institution, and the second aim, 

sometimes in conflict with the first, is to protect women from violence and abuse (Frias, 

2008). Social institutions serve to reinforce gender roles and because of the desire to 

preserve the family unit, as one psychologist explained, “ ‘if we cannot convince the 

husband to not be violent, we have to subdue the woman…to their traditional roles’ ” 

(Frias, 2008, p. 256).  

 Findings from a qualitative study with 26 women in three regions of Mexico, 

Quintana Roo, Coahuila, and Mexico City (Agoff, Rajsbaum, & Herrera, 2006), 

illustrated the pervasiveness of patriarchy as well. One woman described going to the 
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courthouse to denounce an act of violence, and after having X-rays done of her obvious 

injuries, was told that she probably injured herself. She was sure the injuries had been 

inflicted by her partner. The systems set up to offer support in some instances only served 

to reinforce the dominant values and social norms of inequality and did not prove to be a 

source of support for the women interviewed. Instead, they contributed to the 

normalization of violence (Agoff, Rajsbaum, & Herrera, 2006).  

The structural systems that promote gender inequality and male domination in all 

spheres of private and public life have existed for centuries (Dobash & Dobash, 1979; 

Stacey, 1997) and are rooted in and perpetuated by patriarchal ideologies and structures 

(Frias, 2008). Structural gender equality is a multidimensional concept that examines 

gender in its relation to various dimensions including economic, educational, health, and 

political structures among others; that is, it measures the status of women compared to 

that of men. The concept of gender inequality, therefore, is the structurally rooted 

differences between men and women that perpetuate women subordination and patriarchy 

(Titterington, 2006). Structural gender equality is a concept that has been measured using 

a variety of scales in different places throughout the world. Frias (2008), as part of her 

mixed methods study, created a scale that was inspired by earlier works, including the 

Gender Equality Index (GEI), (Sugarman & Strauss, 1988), but adapted, to measure 

gender equality in Mexico, the Gender Equality Index in Mexican States (GEIMS). This 

scale reviewed economic, educational, political, and legal dimensions using 36 indicators, 

and measured equality on a scale of 0 to 100 with 100 indicating gender equality. Frias 

chose to represent the GEIMS scores as a ratio of percentages to increase uniformity and 



 38 

presented a thorough explanation of her reasoning. She explained that structural gender 

equality influenced how states in Mexico enacted and enforced legislation regarding 

violence against women and in fact, varied from state to state. Only 10 of Mexico’s 32 

states scored over 45 on the GEIMS. The Federal District, Mexico City, scored 72.4%, 

the highest, while the next highest was 48.4% in Oaxaca; overall, the equality score, an 

average of the four dimensions reviewed, was 44% and the findings illustrated that most 

of the Mexican states were quite homogenous in structural gender inequality. 

As a second part to her study, Frias (2008) used logistic multi-level modeling to 

examine the relationship between structural gender equality and individual risks of IPV. 

Frias found that violence was higher when women did not conform to traditional roles; 

however, the odds of women being affected by IPV varied depending on the level of 

gender equality of the state where they lived. The negative outcomes of accepting non-

traditional roles lessened as levels of structural equality increased. Likewise, although 

employed women reported higher rates of emotional violence, in states with greater 

structural equality, the odds of emotional violence were lower. Ironically, states with high 

and moderate levels of structural gender equality required that abuse be repetitive before 

declaring it a crime. Conversely, in states with lower gender equality, the abuse did not 

have to be repeated to be denounced. The study found that the highest parity between 

women and men was that of educational attainment at 64.8% and the lowest area was in 

the political arena, or percentage of women occupying elected government offices at all 

levels, at 26%. One of the major contributions of Frias’s study was the examination of 

IPV in a systemic manner, not only on an individual level, but also on a macro system 
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level that looked at the structural systems that also contribute to this problem. Frias 

(2008) concluded that the level of structural gender equality is “a filter through which 

individual-level correlates of partner violence need to be carefully analyzed” (p. 123), as 

she found that structural gender equality in a society mediates the individual variables 

influencing IPV.  

As early as 1979, an international Bill of Rights for women was adopted at the 

United Nations (UN) General Assembly guaranteeing equal rights to women in all 

spheres of life in an attempt to eliminate all forms of discrimination against women 

(Beltran & Freeman, 2007). This treaty was known as the Convention on the Elimination 

of all Forms of Discrimination (CEDAW); however, Mexico did not sign on until 1984, 

vowing to adopt legislation prohibiting gender discrimination (Frias, 2008). Almost 20 

years later, in 1995 at the Fourth International Conference for Women in Beijing, 

participants recognized that violence against women was an obstacle to achieving 

equality and demanded ongoing attention to this issue (Beltran & Freeman, 2007). The 

general feeling among civil society in Mexico is that international treaties and 

conventions do not seem to effectively influence public policies regarding women and 

violence, and are not honored consistently on a national level (Frias, 2008).  

With worldwide attention, mandates, policies and federal legislation, how one 

explains the ongoing prevalence of IPV not only in Mexico, but in the U.S. and 

throughout the world is difficult. In Spanish there is a well-known saying, “Del dicho al 

hecho, hay un estrecho,” “between the word and the deed there is a big gap,” or “easier 

said than done.” In other words, “the approval of administrative family violence 
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legislation does not necessarily translate into better protection of women’s rights,” (Frias, 

2008, p. 230) and often preserving the family unit and protecting a woman’s individual 

rights are in conflict. In spite of these discrepancies, there is increased awareness of IPV 

at all levels.  

Researchers such as Frias (2008) play a pivotal role in challenging patriarchal 

systems that maintain a subordinate position of women in families and societies. Given 

the large number of Mexican-origin women in the U.S., especially in states with close 

proximity to Mexico, it is important to keep in mind that lower rates of assimilation and 

acculturation may occur (Champion, 1996) and may influence women’s perception and 

response to IPV. It is also important to remember that in spite of the ongoing prevalence 

of IPV and male dominance in both Mexico and the U.S., there is also increased 

awareness and public outcry. The atrocity and violent disappearance of hundreds of 

women in Ciudad Juarez since the early 1990s did not go unnoticed on an international 

level and in 2004, 5000-8000 concerned global citizens marched from El Paso, Texas to 

Ciudad Juarez, Mexico in the largest-ever border solidarity march, in hope that justice 

would prevail (Staudt, 2012). 

STUDIES OF INTIMATE PARTNER VIOLENCE AND MEXICAN-AMERICAN WOMEN 

 Although our knowledge base of IPV continues to evolve in both the U.S. and 

Mexico, there is still an urgent need to increase understanding of the IPV experience in 

ethnic minorities who now call the U.S. their home. The intersectionality and complexity 

of cultural, institutional, and social factors all influence a woman’s perception of IPV 

(Vidales, 2010). Researchers have more recently explored some of the cross-cultural and 
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culturally specific factors affecting a woman’s disclosure as well as some of the barriers 

to help-seeking (Montalvo-Liendo, 2009; Rizo & Macy, 2011). To understand the IPV 

experience for Mexican-American women and especially in aging Mexican-American 

women, where studies are scarce, it is important to unravel the cultural, socioeconomic, 

and institutional factors that influence a woman’s perception of IPV. For many Hispanics, 

IPV often takes place within a context of poverty, isolation, lack of access to care, 

language barriers, and undocumented status (Grossman & Lundy, 2007). This section 

will review some of the most recent studies of IPV and Hispanic women, with a focus on 

the protective sociocultural factors for women experiencing IPV as well as some of the 

barriers to help-seeking and disclosure. Life experiences that affect decision making and 

IPV will also be explored as well as the adverse effects of IPV on mental health. In a 

study of abused and non-abused women living in a rural area of Southwest Texas, 

Champion found that both groups of women identified preservation of Mexican culture as 

important (1996). In studying the role of culture in IPV therefore, it is important to keep 

in mind that a particular cultural orientation does not predict IPV; however, a keen 

awareness of the strengths and barriers within a culture may be instrumental in 

addressing some of the challenges of IPV for a particular group of people (Bent-Goodley, 

2007). 

Recent Integrative Reviews 

 A recent integrated review identified cross cultural factors that may affect 

disclosure of IPV (Montalvo-Liendo, 2009). The purpose of the review was to greater 

understand factors that affected disclosure cross-culturally and especially in Mexican-
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American women given the growing numbers of this population in the U.S. Twenty nine 

studies were included in the review representing experiences from multiple cultural 

groups of women; and thirteen other studies addressed the IPV experience in specific 

cultural groups. All of the studies were conducted in the U.S. with the exception of two 

studies conducted in the U.K. 

 Montalvo-Liendo (2009) acknowledged that women in different cultures may 

have different ways of defining abuse. Cross-culturally, fear was identified as one of the 

most common factors for remaining silent with the exception of South Asian women, 

Mexican immigrants, and Vietnamese women. It was surprising that Mexican immigrants 

did not mention fear as a barrier and this is not consistent with other studies that have 

found fear to be a barrier to disclosure (Ingram, 2007; Vidales, 2010). All of the studies 

that included Hispanic women identified the safety and protection of their children as a 

major factor influencing disclosure with the exception of one study (Bauer, Rodriguez, 

Quiroga, & Flores-Ortiz, 2000). Other barriers to disclosure were shame, embarrassment, 

providers failing to ask or listen, and religious beliefs. One study by Murdaugh et al. 

(2004) revealed that 41% of the women could not speak English, which inhibited their 

disclosure. In another study included in this review, by McFarlane et al. (2004) 7.3% self 

reported abuse while 29.3% reported abuse when asked by a nurse. Another study 

(Kershner, Long, & Anderson, 1999) illustrated that strong spiritual belief could affect 

disclosure, as women may opt to rely on God rather than disclose abuse. On the other 

hand, the authors acknowledged that spirituality may be a positive influence and offer 

strength.  
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 Montalvo-Liendo’s (2009) review reinforced that disclosure is paramount in 

order to break the cycle of abuse, and when health care workers become more aware of 

the various cross-cultural factors that influence disclosure, their understanding of the 

complexity of IPV is increased. Furthermore if women do disclose abuse, support 

systems need to be in place to assure their safety and well-being. This aspect of 

disclosure was not discussed in the review and is important. Montalvo-Liendo’s work 

was well done; however, the aim of the study was to increase understanding of the factors 

affecting disclosure in Mexican-American women. However, in only one of the studies 

the majority of the sample was made up of Mexican-American women (Krishnan, Hilbert 

& VanLeeuwen, 2001), elucidating the necessity for further research in this subgroup of 

Hispanics. Several of the other studies may have included Mexican-American women, 

however, did not differentiate between country of origin and women were simply 

grouped as Hispanic or Latina. The need to increase understanding of the IPV experience 

in Hispanics is challenging given the heterogeneity among Hispanics as well as among 

Hispanic sub-groups. 

 In another systematic review of help-seeking and barriers to help-seeking in 

Hispanic IPV survivors, Rizo and Macy (2011) identified 27 studies (7 qualitative and 20 

quantitative) that identified help-seeking factors and barriers to disclosure for Hispanic 

women. Some of the barriers identified were similar to those cited in Montalvo-Liendo’s 

review (2009) and included limited English proficiency and fear of deportation by 

undocumented immigrants. A cultural tolerance of male domination was also a barrier. 
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The authors suggested that Hispanic survivors of IPV may have unique barriers because 

of culture and undocumented immigration status. 

` Both the qualitative and quantitative studies in Rizo and Macy’s (2011) review 

highlighted some of the barriers unique to Hispanic IPV survivors, and the lists of 

barriers were almost identical, including financial dependence, Catholic religious beliefs 

regarding the sanctity of marriage that strongly discourages divorce, embarrassment and 

shame, and fear of isolation-being alone geographically and emotionally. Threats of 

deportation instilled even greater fear in women who spoke only Spanish and the 

language barrier made it more difficult to obtain formal support or learn of existing 

services or laws. For many Hispanics, familismo, traditional gender roles, and the desire 

to keep the family intact were identified as cultural barriers to help-seeking. Some 

women were influenced by cultural values instilled in childhood that normalized violence 

and were a barrier to help-seeking; often, family and friends reinforced this attitude and 

did not lend support. One study in the review (Kelly, 2009) found that women did not 

seek help unless they or their children were in imminent danger, and some were not 

aware that they could seek help. Two barriers were identified in the qualitative studies 

that were not identified in the quantitative studies, distrust of police and lack of domestic 

violence reinforcement in their country of origin. 

 Although women in Rizo and Macy’s (2011) review demonstrated a wide array of 

help-seeking behaviors, inconsistent research methods, contradictory findings, and gaps 

in the data contributed to the lack of clarity regarding this aspect of IPV. Two 

characteristics common to Hispanic women’s help-seeking included seeking help 
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multiple times from a wide array of sources and incorporating self-protection strategies 

within the climate of abuse, such as fighting back or locking themselves behind closed 

doors. However, these self-protection strategies were not identified as help-seeking by 

the participants. There were conflicting findings regarding help-seeking, with some 

women seeking help from police, counselors, and clinics, while other studies found that 

few women used hospital emergency rooms or called the police. In one study, lawyers 

were identified as the least helpful resource. More U.S.-born Hispanics utilized formal 

sources and perhaps acculturation status had an influence; however, acculturation was not 

a variable in all of the quantitative studies and was not mentioned as a factor in the 

qualitative studies. One study that compared the help-seeking of Mexican, Mexican-

American, and Puerto Rican women (West, Kantor, & Jasinski, 1998), found that women 

born in Mexico were more likely to seek help from clergy members but overall utilized 

fewer help-seeking sources than the other two groups. Shelters, counselors, social 

workers, and medical facilities were perceived as the most helpful in many of the studies. 

  The inconsistency of findings and apparent contradictions in Rizo and Macy’s 

review made it difficult to generalize help-seeking behaviors. The authors attributed this 

discrepancy in findings to the varied research designs and instruments utilized in the 

studies. One of the limitations of the review was that only three of the studies included 

samples of Mexican women only (Acevedo, 2000; Brabeck & Guzman, 2008; Sorenson, 

1996), and while there may be similarities between Hispanic subgroups, the experience of 

IPV may be different depending on country of origin or other contextual factors. Samples 

in the quantitative studies included heterogeneous groups of Hispanics from 12 or more 
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different Spanish speaking countries illustrating the need for further research of Hispanic 

subgroups to better understand their particular experience of IPV. Sample size and type 

of studies varied greatly from 62 to12,039 participants in some studies, three of which 

were secondary data analyses. There was no mention of age ranges in the studies and 

since most of the women mentioned the safety of their children, it is doubtful that the 

voices of aging women were captured in this review. 

 Rizo and Macy’s (2011) review reiterated that studies underestimate the 

pervasiveness of IPV because emotional and psychological abuse are sometimes not 

included in the study definitions of abuse (Tjaden & Thoennes, 2000), IPV is often 

unreported (Mears, 2003), and vulnerable minority groups are often unrepresented 

(Browne, 1993). Research has shown that Hispanic women affected by IPV have more 

severe mental health consequences than other ethnic groups (Bonomi, Anderson, Cannon, 

Slesnick, & Rodriguez, 2009) and are more likely than non-Hispanic women to 

contemplate or attempt suicide (Krishnan et al., 2001). It is vital therefore, that health 

professionals better understand the IPV reality and patterns of help-seeking of Hispanic 

women. This review addresses the dearth of research in often unrepresented Hispanic 

women and makes an important contribution in this area.  

 Another overview, Klevens (2007) reviewed existing literature relating to IPV 

and Latinas (used interchangeably with Hispanic) and found more similarities than 

differences in their experience when compared with non-Hispanics. This overview was 

part of a systematic approach by the CDC that has been involved in program 

development to prevent IPV since 1994, including the collection of information on the 
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magnitude and severity of the IPV experience in Hispanic women. Understanding the 

unique experience of specific groups may help tailor appropriate interventions and 

strategies to decrease occurrence. For instance, higher rates of acculturation among 

Hispanics, was cited as a risk factor for IPV with the highest rates of IPV occurring in 

women with medium levels of acculturation. Those women who earned more than their 

spouses were also at greater risk, hence role strain might be a unique factor affecting IPV 

in Hispanic women, however may be true for other groups as well. Klevens (2007) cited 

two studies that found machismo, often associated with IPV and male domination, was 

actually not that typical and that Latinos were often more egalitarian when making 

decisions together (Baca-Zinn, 1982; Sugihara & Warner, 2002). Other researchers have 

found that although machismo may play a role in the perpetuation of IPV, it may not be 

as influential as it was in the past due to acculturation and improved economic stability 

(Champion, 1996). Although some Mexican-American men may hold to traditional 

patriarchal beliefs other factors such as unemployment and decreased self-esteem may 

compound the use of violence. 

 Published papers on effective interventions for Latinos and IPV are rare (Klevens, 

2007). One study cited in Klevens’ review in which 41% of the participants were Spanish 

speaking women, found that participants who received six consecutive phone sessions on 

safety as opposed to one meeting with the counselor at the district attorney’s office were 

noted to have improved safety behavior (McFarlane, et al., 2004). Another found social 

support and religiosity to be protective (Denham, et al., 2007). Inspired by the Brazilian 

pedagogist, Freire’s strategy of problem-posing techniques and participatory research, a 
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handful of studies have attempted to incorporate into the study design a deep respect for 

Latina culture and beliefs. This philosophy embraces the fact that participants in studies 

have their own wealth of knowledge and together solutions will be discovered. 

Participatory research combines, research, education, and social action to foster change 

and empowerment.  

 Some of the barriers discovered in Klevens’ (2007) overview were similar to 

those discovered by Rizo and Macy (2011); culture and immigration status were once 

again noted to be influential in a woman’s IPV experience. One interesting finding was 

that Hispanic women tend to return to their abusers more frequently than non-Hispanics 

(Torres, 1991). Two shelter studies found that Hispanic women were noted to stay in the 

abusive relationship longer before seeking help (Gondolf et al., 1988; Torres, 1991), and 

another found that Hispanic women went to shelters less often than non-Hispanic women 

(Ingram, 2007). One study from 1996 found that clergy and police were reluctant to 

intervene across the board; ethnic/racial groups were not a factor (Sorenson, 1996).  

Although at the core of the IPV experience there may be more similarities than 

differences across social groups, the findings in this section, focused on recent integrative 

reviews, illustrated the importance of taking into account the specific group’s situation 

within society. Low socioeconomic status and its resultant stressors, including alcohol 

abuse have been found to contribute to IPV (Klevens, 2007; Vidales, 2010). The 

experience of IPV for Hispanics in the U.S. may be colored by their immigration status, 

socioeconomic disadvantage, and acculturation and these factors have to be considered 

when developing strategies for prevention and safety. As have other researchers, Klevens 
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echoed the importance of studying subgroups within the Hispanic community as the IPV 

experience may be different for certain Spanish speaking subgroups.  

Recent Studies of Intimate Partner Violence and Mexican-American Women 

 The integrated reviews conducted by Montalvo-Liendo (2009), Rizo and Macy 

(2011), and Klevens (2007), included studies from the 1990s to 2009 and there was 

overlap in the findings. The following section includes some of the more recent studies 

on IPV and Hispanic women, including Mexican-American women, since 2007. Because 

of a desire to focus more intently on the subgroup of Mexican-American women, the 

most prevalent Hispanic subgroup, and the group that this study was centered on, the 

primary focus was on studies that included Mexican-American women in their samples. 

Although a handful of the studies included only Mexican-American women, the majority 

of the studies contained mixed samples of Hispanic/Latina women and these two terms 

will be used interchangeably based on the study reviewed. This section will review 

studies that addressed multiple aspects of the IPV experience for Mexican-American 

women. 

The qualitative studies reviewed in this section included Hispanic women from 

several different geographic regions in the U.S. including the U.S./Mexico border, the 

Pacific Northwest, the East Coast, and the Midwest, and most of the participants were 

Mexican-American or Mexican immigrants. Their ages ranged from 18-71 and most of 

the women were receiving care in local community based agencies such as shelters, 

support groups, and women’s advocacy centers. The quantitative studies, primarily 

correlational, included women from various geographical regions as well and represented 
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women from Mexico, Central and South America, and the Caribbean. The findings of this 

review will be divided into three sections gleaned from the analysis; (a) protective 

sociocultural factors, (2) barriers to disclosure including cultural and structural barriers, 

and (c) adverse mental health effects of IPV. Although the IPV experience may have 

some similarities across ethnic boundaries, some of the ways in which the experience 

may be unique for this population will be highlighted.  

 Protective sociocultural factors. Culture is the lens through which survivors of 

IPV organize their life experiences, perceive abuse, and seek solutions (O’Keefe, 1994). 

Not only does culture color the IPV experience but sociostructural factors, including 

poverty and immigration, may limit choices for some women and one cannot simply 

assume that all women have equal opportunities to create new and safe lives. While many 

studies focus on barriers to help-seeking including cultural influence and perceptions that 

may place Hispanic women at greater risk, there are also sociocultural factors that are 

protective and provide strength to Hispanic women experiencing IPV.  

Qualitative studies. Three recent qualitative studies of listening sessions and 

Latina women highlighted the importance of social support that women receive when 

participating in listening sessions and support groups (Belknap & VandeVusse, 2010; 

Morales-Campos, Casillas, & McCurdy, 2009; Nicolaidis et al., 2011). The purpose of 

the study by Morales-Campos et al. (2009), although not clearly stated, was to understand 

Hispanic women’s perceptions of participation in a support group for women who 

experienced gender based violence. The study recruited Hispanic women in a large Texas 

city who were participants in a professionally led support group for women who had 
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experienced IPV. The women had participated in the support group for varying lengths of 

time including 2 months to 8 years. The women’s ages ranged from 25-71 years (M= 41). 

Ninety percent of the participants self identified as Mexican/Mexican-American and 27% 

were undocumented immigrants. Thirty women were interviewed, and the authors 

explained that 39 women were screened for participation but failed to explain why 9 were 

excluded. Further explanation would have strengthened this study. Twenty-seven of the 

participants were interviewed in Spanish, and while the authors explained that the 

interviews were transcribed verbatim, there is no mention of the process utilized for 

increasing trustworthiness in cross-language research. The participant quotes in the study 

findings included a reference to the women’s age, immigration status, and marital status 

and strengthened the study, as all of these factors may have influenced their interpretation 

of their experience.  

Several study participants in the Morales-Campo et al. (2009) study spoke of 

feeling empowered by participating in the group and receiving support from others; 

however, this feeling may not be representative of women who experience IPV in 

isolation or of those new to a support group. It would have been helpful if the authors had 

included the length of time each woman had been in the group. The authors also 

mentioned that it would be helpful to find out why some women left the support groups, 

as this study only captured the experience of current support group participants. Despite 

these limitations, this study provided interesting insights about support group therapy for 

Hispanic immigrant women affected by IPV and affirmed the culturally appropriateness 

of this type of intervention. 
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 The study by Belknap & Vandevusse (2010) was a community based 

participatory research project that focused on deepening understanding of the influential 

contextual factors in the lives of immigrant Latina women. “Listening sessions” were 

conducted to inform program development and improve the community’s domestic 

violence outreach. The purpose of the study was somewhat confusing as it was not clear 

if the authors were speaking of program development in general for Hispanic women in 

the community or program development regarding IPV. Nurses led 7 listening sessions 

with various groups including those attending a food pantry, mothers’ groups, and two 

support groups specifically for abused women. A total of 63 women ranging in age from 

20-60 participated, with the majority of the women, n=51 (81%) being from Mexico. The 

interview questions included two questions about IPV: (a) Have you or anyone you know 

experienced IPV? and (b) Who would you or someone you know who had experienced 

IPV turn to? The rest of the questions were quite general and included asking women 

how they spent a typical day, their day to day needs, a personal achievement they were 

proud of, a personal goal or dream and what they would need to reach that dream.  

The authors recognized that participants who belonged to groups that were not 

specifically designed to address IPV were not as open to discussing the issue and were 

not aware of local resources for women who experienced IPV. Six themes were identified 

in the listening sessions; the first four were interrelated and spoke of the challenges of 

balancing family obligations, time for self, work outside the home, and non-family 

involvement. Two other themes were help-seeking and IPV. Help-seeking was not 

specifically related to IPV but any problem women faced in general. The IPV theme 
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stood alone and I wonder if it could have been included under help-seeking and addressed 

which community resources had been resourceful to women experiencing IPV. As a 

theme standing alone, it seemed to merit further elaboration. The results highlighted that 

in three of the listening sessions women spoke of family violence and 38% of the 63 

women reported that either they themselves or someone they knew was affected by IPV.  

This study illustrated that listening sessions can be a helpful nursing intervention 

to build social support and enhance knowledge of resources in the community for 

Hispanic women. However, the study seemed to lack focus, and if the goal was to 

improve the domestic violence services of the community, a more in-depth interview 

process with women directly affected by IPV may have provided richer data.  

The third qualitative study also used a community based participatory research 

approach to greater understand the perceptions about depression and the care received 

among Hispanic women with a lifetime history of IPV (Nicolaidis et al., 2011). The 

authors’ intent was to uncover information that could be used to design culturally 

appropriate depression care to Latina women. Thirty one Hispanic women with a lifetime 

history of IPV and moderate to severe depression participated in five focus groups. The 

authors cited that Hispanics are less likely than non-Hispanics to receive adequate 

treatment for depression (Bonomi et al., 2009a). Because depression is strongly 

associated with IPV in Latinas as well as in other ethnic groups, IPV may negatively 

impact a woman’s ability to seek mental health care (Nicolaidis, McFarland, & Curry, 

2009), further compounding depression care disparities for this population.  
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Potential participants were screened for a history of depression by scoring 15 or 

higher on the Patient Health Questionnaire (PHQ-9). They were assessed for IPV by two 

questions: one regarding any physical violence and the other regarding forced sex. 

Seventy eight women were screened and 48 or 62% were found to be depressed. Of these 

48 women, n = 45 or 94% had a history of physical and/or sexual IPV and the remaining 

three had a history of emotional abuse. These women were invited to attend a focus group 

and 31 consented. The women ranged in age from 19-48 and 83% were born in Mexico 

with an average of 16 years in the U.S. Focus groups were conducted in Spanish and 

participants were aware that their participation in the group signified that they had 

depression and a history of IPV and others in the group would be aware of this. The focus 

group data was transcribed in Spanish and translated to English and analyzed in both 

Spanish and English by both academic and community members. The translation process 

was well defined and a study strength. 

The themes in the Nicolaidis et al (2011) study proved insightful and illustrated 

the richness in the wisdom of the participants. The themes were grouped into common 

themes about depression and themes about depression care. The two themes around 

depression revealed a holistic view of IPV: violence and other life stressors affect health 

and well-being and “holding things inside” caused depression and physical illness. 

Participants expressed that finding their voice was paramount, and they easily identified a 

strong link between their symptoms of depression and their life stressors, including 

childhood abuse and IPV. The Hispanic women in the study seemed to easily grasp the 

connection of physical symptoms and somatization as being connected to their life 
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stressors and depressive symptoms, supporting other studies that have found that 

somatization may be more culturally accepted in the Latina culture than in the U.S, 

(Duran, 1995). The themes that focused on depression care reflected the participants own 

experiences with depression care received and shed light on important elements in 

depression care programs. These themes included: a desire to be heard, a desire for 

information, and need for attention to real-life concerns. Two subthemes under the larger 

theme, need for attention to real-life concerns included: negative attitudes toward 

antidepressants and negative experiences with healthcare that mostly focused on a lack 

of access. This study was well designed and implemented, and provided a wealth of 

information for healthcare providers working with Spanish speaking women with 

depression. Because many of the participants mentioned childhood abuse, it would have 

been interesting to include the prevalence of childhood abuse in the demographic data 

along with years of IPV, not simply IPV history. 

Taken together, these three qualitative studies revealed important information 

about the cultural appropriateness and usefulness of support groups or listening sessions 

for Hispanic women who have experienced IPV. For many Hispanics, familismo, the 

cultural value of being united and devoted to one’s nuclear family holds great importance 

(Morales-Campos et al., 2009) as it does for many cultures. For several women, however, 

the social support from family and friends may be lost with migration. Support groups 

can be instrumental in countering some of the loneliness and isolation that undocumented 

immigrant women may encounter when their immigration status compounds their fear of 

disclosure or they may be far removed from family providing a “fictive kin group with 



 56 

other group members” in a culturally amenable manner (Morales-Campos et al., 2009, 

p.62). Support groups may also provide a safe place for women with depression and an 

IPV history to speak of some of the experiences that have been kept inside, further 

promoting healing (Nicolaidis, et al., 2011). The women in these studies expressed that 

the support groups were not only instrumental personally in increasing self-esteem and 

providing personal support in an environment where they felt respected, but also in the 

identification of resources in the community. One obvious gap, however, is that only one 

of the studies (Morales-Campos, et al., 2008), n=30, included women over 65 and in that 

group the mean age was 41, strengthening the need for my study that focused on older 

women. 

 Quantitative studies. Recent quantitative studies have also increased our 

knowledge base regarding IPV and protective factors for Mexican-American women. In a 

study designed to identify specific variables instrumental in help-seeking for survivors of 

IPV, Brabeck and Guzman (2009) collected data from 75 Mexican-origin women who 

had experienced IPV within the last 6 months in Texas. The women ranged in age from 

18-67, M = 32; 68% (n= 51) were born in Mexico and 63% (n = 47 ) were 

undocumented. Forty nine percent (n = 37) of the women reported abuse in the family of 

origin although it is not clear from the study if the participants themselves had been 

victims of abuse as a child. The researchers examined two cultural values, machismo and 

familismo, and four social status variables: income, years of education, English language 

proficiency, and immigration status, found to influence a Mexican-American woman’s 

response to IPV. Machismo was measured by the Machismo subscale of the Multiphasic 
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Assessment of Cultural Constructs—Short-Form (MACC-SF) with higher scores 

indicating greater acceptance of machismo and the Brief Familism Scale measured 

familismo, likewise higher scores indicating greater endorsement of this cultural value. 

Brabeck and Guzman (2009) hypothesized that women who scored higher on the 

machismo subscale would seek formal and informal help for IPV less frequently. 

Contrary to predictions, the researchers found that machista attitudes did not predict 

formal or informal help-seeking for the women in this study. The results indicated a 

homogenous response in the machismo subscale that resulted in low power; hence, there 

was little probability of detecting a true effect. The authors posited that the majority of 

the participants had received support for their abuse and may have adopted more liberal 

gender roles, as 96% of the women in the study were not living with a partner. More 

clarity and further analysis of this variable is needed in future studies with woman who 

are still living with their abusive partner as well as with those who have left, including 

the time period since leaving the abuse.  

Familismo was strongly associated with both formal and informal help-seeking 

and is indeed strength of the Mexican-American culture. If women have been separated 

from family through migration, the authors suggested that community programs to 

strengthen this sense of family and provide education regarding family violence may also 

serve to decrease the intergenerational transmission of violence. Not surprising, women 

with higher levels of education sought help more frequently. Results illustrated that 

undocumented immigrant women were significantly less likely to utilize formal sources 

of help such as: police, shelter, and medical assistance.  
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 An interesting point in Brabeck and Guzman’s study (2009) was that much of the 

data obtained was from women who had sought help as they were often recruited through 

agencies. The experience of these women who had sought help for their abuse may be 

different from those living with abuse in isolation. More research is needed to compare 

sociocultural factors of Mexican-origin women who have left with those who remain to 

determine if there are distinguishing factors (Brabeck & Guzman, 2009). A positive 

contribution of this study was that the study focused on Mexican-American women 

specifically. Although the age of the participants ranged from 18-67, with a mean of 32, 

there was very little input from aging Mexican-American women over age 65. 

 Schultz, Roditti, & Gillete (2009) explored the relationship between resilience, 

social support, and psychological disturbance in a group of Mexican-American women 

who had experienced IPV. The women were living on the U.S./Mexico border. The 

authors acknowledged that Hispanic women living in border communities face multiple 

barriers that place them at even greater risk for IPV. This study included 77 women, 18-

59 years of age, recruited from a battered women’s shelter in the New Mexico/Texas 

border region. Seventy of the women identified as Mexican or Mexican-American. The 

concept of resilience, the capacity to withstand adversity and find meaning in life’s 

challenges, was measured with the Resilience Scale created by Wagnild and Young 

(1993). Psychological disturbance was assessed using the Profile of Mood States Brief 

Version (POMS-B) and social support was measured using the Social Map Network 

outlining three major types of social support: emotional, informational, and formal.  
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 Schulz et al. (2009) found that forty seven percent of the women in their study 

reported a history of childhood violence and had lower resilience scores than those who 

did not report childhood violence. Hispanic women who had lived in the U.S. for a longer 

time reported lower resilience scores and higher mood disturbances. In fact, the total 

mood disturbance score for the Hispanic women overall, was significantly higher than the 

average norm for this scale. Mood disturbance scores were significantly lower for those 

women living 10 years or less in the U.S. compared with those who had been in the U.S. 

for longer (22.9 ± 20.9 versus 36.7 ± 21.7, p = .009). This phenomenon known as the 

Hispanic Health Paradox has been found in numerous studies reflecting that increased 

acculturation may negatively impact one’s health (Caetno, Schafer, Clark, Cunradi, & 

Raspberry, 2000). There was a significant relationship between resilience scores and each 

subscale of the POMS except for the tension subscale; as mood disturbance scores 

increased, resilience decreased. Participants who had greater access to formal services 

reported higher resilience scores (p = .0004) and lower mood disturbance scores (p = 

.02).  

The authors recognized that the relationship between social support, resilience, 

and mood disturbances is complex; nonetheless, this study increased understanding of 

these relationships in Hispanic women and makes an important contribution. It is difficult 

to discern if support and services increased resilience or perhaps some women were 

already resilient and therefore more apt to seek out support. All of the women in the 

study had sought formal services; hence, more in depth exploration of the resilience of 

women still in abusive situations or who have not sought help through shelter services is 
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needed. The study found that participants sought help through formal services more so 

than informal such as family; however, it is important to keep in mind that many of these 

women may have moved away from family due to migration, especially since 59 of the 

women were foreign born. Further research is needed to determine what factors might be 

important to prevent the decline of resilience and depression in Hispanic women who are 

more acculturated. A final critique is that there was no mention in the study regarding the 

cultural appropriateness of the instruments used with the population being studied and 

this would have strengthened the findings.  

In summary, numerous protective sociocultural factors impact the IPV experience 

for Mexican-American women. The studies of protective sociocultural factors presented 

in this section highlight the importance of social support and the protective sociocultural 

factor of familismo that not only provides social support, but is advantageous in seeking 

informal support from others. This is especially important when women are isolated from 

their family of origin due to migration. Indeed, more research is needed to examine other 

protective factors including further exploration of resilience and spirituality across the 

life span in Mexican-American women survivors of IPV. Researchers have found that 

spiritual well-being and belonging to a faith community may help low-income Hispanic 

women cope with stress and promote health in adversity (Musgrave, Allen, & Allen, 

2002) and deserves further exploration.  

Barriers to disclosure and help-seeking. The intersectionality and complexity of 

cultural, structural, and institutional factors all influence a Hispanic woman’s perception 

of IPV, as do personal life experiences such as childhood abuse, and these may be 
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barriers to help-seeking (Vidales, 2010). Although Hispanic women experience some of 

the same barriers as women from other ethnic groups, some barriers are intricately 

connected to their sociocultural experiences (Rizo & Macy, 2011). This section will 

outline both the cultural and structural barriers that recent studies have identified in the 

IPV disclosure and help-seeking experience for Hispanic women. 

 Cultural barriers. Familismo places much importance on the nuclear and 

extended family and is characterized by loyalty, reciprocity, and solidarity (Yoshioka, 

Gilbert, El-Bassel, & Baig-Amin, 2003). Of all the Hispanic cultural values, it may hold 

the most importance, is often stronger in some families than others, and is affected by 

acculturation and generational status (Vidales, 2010). Although familismo has been 

shown to be protective, it can often contribute to women placing group or familial needs 

over individual needs, and the role of “mothering” often complicates the decision to stay 

or leave an abusive relationship (Kelly, 2009). Thus, the commitment to keeping the 

family together at all costs may play an important role in IPV decision making and may 

not be necessarily unique to the Hispanic culture (Divin, 2014). 

 Simpatica is a cultural script describing a personal quality of someone who is 

likeable, attractive, fun and easy going; a person who is simpatica, promotes smooth and 

pleasant relationships and attempts to diminish the conflict of abuse (Vidales, 2010). 

Researchers have found that this trait along with familismo may play a role in long term 

suffering in abusive relationships, as it often clouds women’s ability to act decisively for 

their own well-being (Vidales, 2010; Gondolf, 1998). Two other cultural scripts, 

machismo, the belief that men are to be strong, dominating, and in control and 
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marianismo, the belief that women are to be self-sacrificing, submissive and obedient, 

may contribute to violence and inequality within some Hispanic relationships (Vidales, 

2010). However, conflicting evidence, regarding machismo has been found in other 

recent studies, as illustrated in an earlier section (Klevens, 2007).  

 The term marianismo refers to a woman aspiring to emanate the Virgin Mary, 

“Our Lady of Guadalupe” as she is known to many Mexican-origin women, the ideal 

image of a woman who sacrifices all for her children. Hispanic girls may be socialized to 

become wives and mothers who endure suffering at all cost for the sake of their children 

(Kelly, 2009; Vidales, 2010). While marianismo has been noted to possibly increase a 

woman’s risk for IPV, it can also be a source of strength. For some Hispanic women, 

Mary is seen as the feminine face of God (Rodriguez, 1994). The biblical image of Mary, 

accepting of God’s will and enduring suffering, is also one of great strength. Mary is 

portrayed as a powerful woman who proclaimed justice and was a source of hope for the 

downtrodden and oppressed.  

Nonetheless, Kelly cited that machismo and marianismo do play a significant role 

in gender inequality in the Hispanic culture and may contribute to IPV (2009). For some 

Hispanic women and men, the following cultural scripts may have been learned 

throughout life: “la mujer sólo es valiosa si tiene un hombre al lado” (women are only 

valuable if they have a man at their side); or, “eres una mujer, y sufrir violencia es parte 

de ser mujer” (you are a woman, and experiencing violence is part of being a woman); or 

“es tu cruz,” (your cross to bear) (Frias,2008 p.263 ). Hence, perhaps as Frias elucidated, 
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“machismo has prevented men and women from being recognized as equal” (2008, p. 

214). 

It seems to me that regardless of culture, for IPV to occur, there has to be male 

domination and aggressiveness and while these traits may not be labeled machismo in 

other cultures, they can and do exist. Likewise, women’s submissiveness, self-sacrificing, 

and kindness are not values reflected only in Hispanic women but may in fact be more 

societal and gendered and patriarchal than cultural.  

 Structural and institutional barriers. The structural and institutional barriers to 

disclosure and help-seeking that may affect one’s perception and response to IPV are 

“interrelated and inseparable” (Vidales, 2010, p. 534).The multiple oppressions that many 

Hispanic women experience impact their ability to access and utilize existing resources 

(Murdaugh et al., 2004). Hispanics are twice as likely to be living in poverty compared to 

non-Hispanics (Belknap & Vandevusse, 2010). The lower socioeconomic status of many 

Hispanics in the U.S. along with the lowest level of educational attainment compared to 

other ethnic groups, all contribute to constrained choices (Obrien, 1993; Vidales, 2010) 

and increase Hispanic women’s vulnerability to abuse. Economic stability is key in the 

decision to stay in or leave an abusive relationship (Anderson & Aviles, 2006) and often 

there is no stability. Language barriers have been reported as one of the most frequent 

obstacles to help-seeking and reporting abuse. As if these factors were not sufficiently 

taxing, undocumented Hispanic immigrants face even greater challenges because of their 

immigration status, which magnifies their fears, worries, and ongoing suffering (Kelly, 

2009).  
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Numerous recent studies have addressed the complexity of some of these 

structural and institutional barriers. For example, in a qualitative study, Vidales (2010) 

explored the cultural, structural, and institutional factors that contribute to Hispanic 

immigrant women’s IPV experience. Semi-structured interviews were conducted with 86 

predominantly Mexican immigrant women, who were residents or former residents of a 

battered women’s shelter, and with their service providers. The participants were 

predominantly Catholic (81%); 86% were Mexican immigrants, with an average time in 

the U.S. of 12 years. Language barriers were the most frequent obstacle found to help-

seeking in cases of IPV and often increased women’s vulnerability. The study 

participants reported that police dispatched to answer domestic violence calls were often 

only English-speaking, and if the abuser spoke more English, his version was often the 

one accepted.  

Traditional gender roles were embraced by the majority of the respondents in the 

Vidales (2010) study, and findings indicated that the husbands’ families often supported 

the abusers’ victimization of their wives. Some women in this study however, had come 

to the realization that staying in the abusive situation was doing more harm than good. 

One woman explained that while she thought she was protecting her children by keeping 

the family intact, her children were asking her to leave. Religious convictions and 

Catholic beliefs surrounding marriage may have impeded help-seeking for some, as 

struggles were seen as a part of life that one must accept, and the belief that “God will 

solve their problems” prevailed (p 537). However, one woman in this study reported that 

when she did go to her priest she was reassured that no one had the right to hit her.  
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 Eighty percent of the women in the Vidales study described financial stress, and 

one woman explained that she did not have the education or the financial resources to 

support her children by herself. Shelter staff members shared similar reflections regarding 

the cultural, structural, and institutional barriers to help-seeking in IPV and expressed that 

the number one obstacle was language proficiency. 

 Vidales (2010) conducted an interesting and important study that portrayed the 

complexity and intersectionality of the various barriers to help-seeking for Hispanic 

immigrants. However, there was no mention of how the author controlled for bias in the 

data collection and analysis, given that she herself was a survivor of IPV; addressing this 

threat to validity would have increased trustworthiness of the findings. Translation 

procedures were also not addressed. The mean age when the participants first 

experienced IPV was 23; however, their age range was not reported. As such, relevance 

of these findings to older women is unknown.  

 A qualitative study using a grounded theory approach explored the factors that 

influence the disclosure of IPV in Mexican-American women (Montalvo-Liendo, 

Wardell, Engebretson, & Reininger (2009). Twenty six women of Mexican descent 

ranging in age from 19-44 and living in a border community in South Texas participated 

in the study. Nineteen of the participants were Mexican immigrants, and 12 disclosed that 

they were living in the U.S. illegally. The women were recruited from a non-profit 

agency offering services for domestic violence or sexual assault.  

Seventeen of the women disclosed a history of childhood abuse. Sociocultural 

roles to preserve the family unit, familismo, and the desire to protect their children 
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influenced women’s decision making regarding disclosure. While most women in the 

study reported not being asked about IPV by their health care provider, others admitted to 

lying about the abuse for various reasons, including a desire to protect their partner and 

fearfulness because of their immigration status and the possibility of losing their children 

if they reported the abuse. Six thematic categories were identified and revealed the 

complexity of the decision making process in the disclosure of IPV: kept behind closed 

doors, lying and denying, compelled decision, unburdening decision, validation, and 

retraction. Some of the women lived with their abusive partner’s threats that their 

children would be taken away if they reported the abuse; these women explained that 

they lacked understanding of their legal rights in the U.S. Three of the women in this 

study reported that their mothers were non-supportive and unable to provide the 

emotional support that they needed.  

The authors acknowledged that their study findings represented the experience of 

their participants only; however, the findings illustrated that some women of Mexican 

descent on the U.S./Mexico border may endure years of IPV before disclosure. Numerous 

factors that may affect disclosure were illuminated. This cross-language study was well 

done and incorporated several measures to enhance rigor. The results accentuated the 

complexity of the IPV experience for undocumented immigrant women from Mexico 

whose vulnerability is increased by their immigration status as well as their economic 

dependence. 

Julliard et al., (2008) also used a grounded-theory approach to explore the cultural 

factors that affect disclosure of IPV in Hispanic women. Study participants included 28 
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Hispanic women in New York City; 20 were born outside of the U.S. and were from 

Mexico, and Central and South America. Ten of the women were over 40 years of age; 

hence, this study sheds some light on the experience of disclosure of aging women. The 

authors posited that understanding barriers to IPV disclosure may play a role in 

improving health care outcomes. Six themes surfaced from the interview data: physician-

patient relationship, language, age and sex of physician, time constraints, issue related 

barriers, and culture and birthplace.  

Twenty six of the 28 women stressed that compassion, trust, and respect in the 

relationship with one’s provider increased confianza (confidence) and was paramount in 

disclosure. Twenty three of the women acknowledged a language barrier and discomfort 

with a translator. Many of the foreign born women voiced discomfort in disclosing to a 

male provider. Another often cited barrier was fear of retaliation by the abusive partner 

and an uncertainty that disclosure would do any good. Women born outside of the U.S. in 

this study were less likely to disclose IPV.  

One of the limitations of this study was that the one-on-one interviews were not 

recorded. Notes were taken by the interviewers, and while the interviewers were 

instructed to take extensive notes, subjectivity and listening skills could have biased the 

results. Findings included quotes from Mexican women; however, as I reviewed the data 

illustrated in a table in the study, there was no mention of Mexico as a country of origin. 

Further breakdown of the countries of origin of the participants, with the inclusion of 

Mexico, would have added clarity.  
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In an interpretive descriptive qualitative study, Kelly (2009) explored the decision 

making processes of battered immigrant women. Seventeen Latina women, ranging in 

age from 19-53, who had experienced IPV but were no longer living in an abusive 

situation, were recruited from a domestic violence service agency and legal agency in 

Northeastern U.S. Their abusive relationships had lasted from 6 months to 23 years. The 

women had lived in the U.S. for 2 months to 25 years and were from a variety of Latin 

American countries including Mexico, Central and South America and the Caribbean; 

however, only 2 were from Mexico. In this study, Kelly recognized the powerful 

influence of “mothering” and its effect on decision making and IPV for Hispanic women.  

 Kelly explained that when children are involved, the grueling decisions to stay in 

or leave an abusive relationship , grounded in fear and poverty, are even more 

complicated and often filled with contradictions, including staying for the safety of the 

children when threatened, and finally leaving for the benefit of their children. One 

woman in Kelly’s study reported that her greatest suffering was seeing the effect of abuse 

on her children. Two of the oldest women suffered long term abuse for over 20 years and 

left only after their children were grown. According to one of these women, both she and 

her children were “irreparably damaged” (p. 292). All of the women in this study 

eventually left their abusers and all expressed some guilt and regret for not doing so 

sooner.  

The “mothering” role, contemplating what was best for their children, was central 

to the women’s decision making process regarding IPV, including managing the abuse, 

staying or leaving, and disclosing to their health care providers. Some stayed for their 
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children as the threats that they or their children would be killed by their abuser or taken 

away by CPS increased their fear. Keeping the secret of IPV was viewed as a way to 

protect their children from outside authorities that may view the women as non-protective 

of their children if remaining in abuse. Others left for their children when they came to 

the realization that staying was doing their children more harm than good. Lack of 

knowledge of their rights in the U.S., the language barrier, undocumented status, and 

economic dependence, all increased their vulnerability and complicated their decision 

making. The resilience of the women and desire to “keep the peace” served as an impetus 

to constantly seek ways to manage their situations to provide the best life possible for 

their children. Kelly explained that while both women who are abused, and their health 

care providers have the common goal of ensuring their children’s health and well-being, 

the lens with which they approach situations of IPV may differ and in fact be seen as 

contradictory and may result in unintended consequences. More research is needed to 

examine the “mothering” role in the IPV decision making process including the 

reflections of aging women who experienced IPV while raising their children and 

beyond, as the oldest woman in this study was only 53. 

The barriers to disclosure and help-seeking for Mexican-American women are 

complex indeed, as this section illustrates the intersectionality amongst cultural, 

structural, and institutional barriers. Women’s personal life experiences rooted in a 

sociocultural context all influence the way in which they interpret, manage, and find 

meaning in their IPV experience. The findings challenge health care providers to 

understand the complexity of a woman’s life in her IPV experience.  
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Adverse mental health effects of intimate partner violence. The following 

section will address some of the more recent quantitative studies that have examined the 

relationship with IPV and mental health sequelae, including depression and post-

traumatic stress disorder (PTSD), in Hispanic women. For example, a comparative study 

by Bonomi et al. (2009a), examined the differences in prevalence of IPV over multiple 

time periods and health status in a random sample of 3,429 English-speaking Hispanic 

and non-Hispanic women who participated in a phone survey. The sample was recruited 

from a large U.S. healthcare system in the Pacific Northwest. Chi-square analyses were 

used to compare the demographic data of Latina versus non-Latina participants. This 

study found that Hispanic women were less educated and had lower income than non-

Hispanics and were more likely to have a history of physical or sexual abuse as a child 

than non-Hispanics, (47.8%, n = 66 versus 33.2%, n = 1087, p < 0.01). The overall rate of 

depression among Hispanic women with a lifetime IPV history was twice that of non-

abused Hispanic women. Adverse health outcomes associated with a history of IPV were 

found to be significantly worse for the Hispanic women in the study than non-Hispanic 

women in the area of mental health functioning, vitality, and emotional functioning. 

However, the IPV lifetime prevalence was comparable in both Hispanic (44.6%, n = 62), 

and non-Hispanic women (44%, n =1447) and was higher than other studies have 

indicated.  

There were some limitations to this study regarding the sample. Only 4% of the 

sample was Hispanic and these women were English-speaking only; therefore, they may 

not represent other Hispanic groups in other parts of the U.S. or subgroups of Hispanics. 
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The women in this study were also all insured, which is not a reality for many Hispanic 

women in the U.S. There was no breakdown of Latina subgroups within the study so the 

findings may not reflect those of Mexican-American women nor is it possible to 

distinguish if this study included Hispanic women of Mexican origin. Nonetheless, the 

study highlighted the IPV prevalence in both Hispanic and non-Hispanic women, adverse 

effects of IPV on mental health and well-being, and disproportionate effects of IPV on 

some groups of women over others.  

Kelly (2010) explored the relationship between post-traumatic stress disorder 

(PTSD), major depressive disorder (MDD), and quality of life (HRQOL) in Latina 

women who experienced IPV. A convenience sample of 33 Latina women, age range 19-

74 years, with a mean age of 39.7 years, was recruited from a domestic violence service 

agency in the northeastern part of the U.S. All of the women except for one were 

primarily Spanish speaking. One third (n = 11) of the women reported a history of 

childhood sexual abuse. More than half of the women (n = 18, 23) reported that their 

mental and physical health were poor or only fair. The most significant positive 

correlations were found between childhood sexual abuse and PTSD severity symptoms, 

(r= .432, p ≤ .05), MDD symptoms, (r = .402, p ≤ .05, or a combination of the two 

(r=.387, p ≤ .05). PTSD and MDD were also strongly correlated in a positive direction 

with HRQOL measures as individual diagnoses as well as co morbid PTSD and MDD. 

One of the strongest correlations was among MDD symptoms and bodily pain (r = .638, 

p ≤ .001). Several other HRQOL measures were significantly correlated with 

immigration status, childhood sexual assault, sexual assault, and IPV severity appraisal.  
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The author cautioned that the correlations have to be seen as exploratory due to 

the small sample size, but the findings are consistent with other studies of IPV and mental 

health outcomes. This study only included sexual abuse during childhood; perhaps adding 

variables such as witnessing violence as a child, or other physical or verbal abuse, could 

have offered further insight. Kelly acknowledged that factors such as resilience may 

mitigate the psychological effects of IPV and would be important to add to a future study. 

 A correlational study by Gonzalez-Guarda, Peragallo, Vasquez, Urrutia, and 

Mitrani (2009) explored the relationships between resource availability including 

socioeconomic, self-esteem, and environmental resources, and IPV and depression in 

Hispanic women. Eighty two Hispanic women, representing 12 different countries of 

origin, with the majority from Columbia, Venezuela, and Ecuador were recruited from a 

community-based organization in South Florida. Their ages ranged from18 to 60, with a 

mean age of 39.7 years. Only two of the participants were U.S. born. Differences among 

ethnic subgroups were not reported. 

IPV and depression were prevalent with over 30% (the exact number was not 

included) of the women reporting physical and/or sexual abuse (Gonzalez-Guarda et al., 

2009). The authors stated that “if psychological abuse is also classified as IPV,” a higher 

total of 51.3% (n = 41) of the participants experienced abuse (p. 231). Notably, 

psychological abuse was the most prevalent form of abuse reported. Forty two percent of 

the participants scored over the cut off point for depression. Participants who had 

experienced IPV had significantly higher depression scores than those who had not (b = 

5.88, SE=2.85, t(77) = 2.06, p = .042); exposure to childhood physical or sexual abuse 
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however was not a predictor of depression. Interestingly, participants in the study who 

had a higher income were found to be at slightly higher odds of reporting IPV and those 

with a higher self-esteem had slightly lower odds. The mean self-esteem score was quite 

high overall at 34.76 points (range 23-40). Participants with higher self-esteem were 14% 

less likely to experience IPV.  

Overall, the Gonzalez-Guarda et al. (2009) study findings shed much light on the 

prevalence of IPV and depression in Hispanic women and the authors expressed surprise 

that the prevalence of IPV was higher than other recent studies. Of note, the findings 

from this convenience sample may be subject to bias and not reflective of other Hispanic 

groups or subgroups, and therefore cannot be generalized. The study was advertised to 

explore substance abuse, IPV, and risky behaviors among Hispanic women which may 

have excluded women who did not participate in risky behaviors. Twelve Hispanic 

subgroups were represented; however, there is no indication of how many of the women 

were Mexican-American, almost half were Columbian, and according to the author, two 

or three were from Mexico (R. Gonzalez-Guarda, personal communication, February 21, 

2014).  

The upper age limit in the Gonzalez-Guarda et al. (2009) study was 60; therefore, 

the experiences of women older than 60 were not captured. Given that psychological 

abuse is classified as a form of abuse worldwide, the authors’ statement “if psychological 

abuse is also classified as IPV” (p. 231) was misleading. Although the authors explained 

that unless a woman suffered physical or sexual abuse along with the psychological abuse 

she was not placed into the exposed group to have a more specific definition of IPV, 
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consistent with similar studies, this distinction was surprising. In aging women, often the 

physical abuse has subsided and the only type of abuse is psychological abuse and 

according to some women is even harder to deal with (Zink, Fisher, Regan, & Pabst, 

2005). Women over age 60 were not represented in this study, and those who did 

participate were not categorized as exposed to IPV if they only experienced 

psychological abuse, which further affects study outcomes Although childhood abuse 

was included as a predictor variable, it would have been interesting to include childhood 

exposure to IPV as well, as witnessing IPV is also a risk factor for IPV (Rivera-Rivera et 

al., 2004).  

 Fedovskiy, Higgins, & Paranjape (2008) also explored the relationship between 

IPV, major depressive disorder (MDD), and post-traumatic stress disorder (PTSD) in 

immigrant Latinas attending a primary care clinic in the South that served primarily 

undocumented immigrants from Mexico. One hundred and five Spanish-speaking 

women, between the ages of 18 and 64, with a mean age of 38.5 years, were included. A 

third of the women reported a current or past history of IPV, nearly half reported feeling 

that they were controlled by their partner at some point in the relationship, and nearly half 

had symptoms consistent with MDD. Although there were no statistically significant 

findings when women with MDD and IPV were compared to women with MDD without 

an IPV history, women with an IPV history had 1.68 times the odds of MDD as women 

without an IPV history (p = .22). The overall odds for PTSD were three times as high in 

women with IPV histories as compared to those without and those who met PTSD criteria 

were 10 times more likely to suffer from MDD. The overall rate of depression for 
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participants with and without an IPV history in the study (Fedovskiy et. al., 2007) was 

(45.7%), over twice as high as that of lifetime prevalence of depression in the general 

population of U.S. women which is (17-21%). The reasons for this disparity are unclear; 

however, the majority of the participants were immigrants and the authors suggested that 

further study is needed to determine if acculturation or country of origin affects mental 

health status. 

While the Fedovskiy et al. (2008) study did not explore the relationship with 

childhood abuse and MDD, IPV, or PTSD, inclusion of this variable would have added 

insight. Nonetheless, this cross-sectional study revealed an astonishing prevalence of 

MDD and PTSD among immigrant Hispanic women with and without an IPV history and 

merits further exploration. Qualitative studies with Hispanic women might shed light on 

resources important to them in dealing with MDD and PTSD. This study also lacked the 

voice of aging women over age 65. 

In a comparative cross-national quantitative secondary data analysis, Frias and 

Angel (2012) employed two surveys to examine similarities and differences in IPV risk 

of poor urban Mexican women and Mexican-origin women living in three large urban 

areas of the U.S. The researchers included a subsample of 571 Mexican-origin women 

from a U.S. survey conducted in 1999; 71% who had been born in the U.S. They also 

selected a subsample from a Mexican survey conducted in 2003 that included 5,567 

women. The focus of the study was on IPV in the year preceding the data collection for 

both groups.  
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This study found that women in Mexico had far lower rates of IPV, 11% 

compared to 32.6% of the native born Mexican-origin women in the U.S. (Frias & Angel, 

2012). However, women in Mexico reported increased incidence of violence with a 

weapon. Women who spoke the dominant language of both countries were at increased 

risk for IPV. Among the Mexican women in the study, those who had attained a higher 

education level and were employed were more likely to report IPV however, in the U.S 

study, there was no association between educational attainment and employment and 

IPV. Mexican-origin women who had lived in the U.S. longest reported higher levels of 

IPV. Mexican women who reported physical abuse in childhood were two times more 

likely to experience IPV and native born Mexican-American women were 2.6 times more 

likely to experience IPV. These findings were significant (p < .00).  

The authors acknowledged some of the obvious limitations (Frias & Angel, 

2012). The surveys utilized to collect data varied in content as well as form of 

administration, with women in the U. S. completing the survey by computer, this may 

have facilitated more honest disclosure. The data were collected by female interviewers 

in Mexico in Spanish and this may have affected the accuracy of the results and 

disclosure for indigenous women for whom Spanish may be their second language. 

Although the study was just recently published, the surveys were conducted in 1999 in 

the U.S. and 2003 in Mexico, and may not be representative of more current trends. The 

authors observed that social and cultural factors that contribute to the perception, 

acceptance and reporting of abuse may have influenced the findings, and hence, the lower 

scores in Mexico. A large percentage of the Mexican-origin women in the study, 71% (n 
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= 405), had been born in the U.S. and their assimilation process might look quite 

different than Mexican-origin immigrant women who were at varying degrees of 

acculturation. Further, more protective domestic violence laws in the U.S. may also 

influence reporting. This study makes an important contribution to the science as it 

highlights the complexities of cross national research and the social and cultural 

challenges that impede accurate prevalence findings. The fact that 1 in 3 native born 

Mexican-American women in the U.S. report violence, a statistic similar for all women in 

the U.S. raises many questions beyond that of culture and acculturation alone and merits 

deeper understanding.  

Summary of Findings 

 Together, these studies of IPV and Mexican-American women indicate that IPV is 

prevalent in this group and the prevalence may be greater than that of other ethnic groups. 

The studies were conducted by experts in IPV research from many different disciplines 

including physicians, social workers, nurses, behavioral health experts, and public health 

advocates. For many women, abuse is life-long and cumulative, beginning in childhood 

and resulting in high rates of MDD and PTSD. Cultural, structural, and institutional 

barriers often impede disclosure and increase the complexity of the IPV experience for 

Hispanic women. Indeed, multiple oppressions may increase some Hispanic women’s 

vulnerability (Murdaugh et al., 2004). Social support, resilience, self-esteem, and 

spirituality may be protective resources that may mitigate the negative effects of IPV and 

these merit further exploration. Given the complexity of the IPV experience, it is not 
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always easy for some women to simply leave the abuse and decisions are complicated by 

socioeconomic, education, and immigration status and made over and over again. 

Language barriers were one of the most frequent obstacles in help-seeking, and 

the studies highlighted the importance of having a trusting relationship with one’s health 

care provider who understands not only the language but the intersectionality and 

complexity of IPV in Hispanic women. Not only does this review elucidate the 

importance of addressing IPV in Hispanic women but offers insight into primary 

prevention that may decrease the intergenerational transmission of IPV. While the studies 

included women of various ages, there were only a handful of older women represented, 

as only two of the studies reviewed included women over age 65. No studies were located 

that specifically focused on aging Mexican-American women who have experienced IPV; 

their experience needs to be explored in order to improve health care delivery for those 

aging with a history of IPV.  

STUDIES OF INTIMATE PARTNER VIOLENCE AND AGING WOMEN 

Most of the research on IPV has been conducted with women in their 

reproductive years; however, since the mid-1990s, researchers realized that for some 

women, abuse is life-long and merits further exploration. Weeks and LeBlanc (2011) 

hypothesized that “ageism exists within IPV research,” reinforcing the myth that IPV is 

only a problem of younger women (p. 284). Although there are many similarities in the 

IPV experience in younger and older women, in aging women the IPV experience is 

often confounded by the normal aging process and also myriad other adversities that can 
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jeopardize mental and physical health over the life course (Divin et al., 2013; Weeks & 

LeBlanc, 2011). 

 For many women in later life, social movements of the 1960s and 1970s may 

have not been as advantageous to them as they were for younger women (Phillips, 2000). 

Their upbringing may have enforced traditional gender roles such as submissiveness, 

marriage for better or worse, and keeping family matters private. Women whose role was 

to keep the family intact may have felt responsible for the IPV occurring. For these 

reasons, approximately 80% of older women remain in abusive relationships and most do 

not report the violence (Sawin & Parker, 2011). 

Some researchers view IPV as a form of “elder abuse” or elder mistreatment as 

two-thirds of the abusers are adult children or partners (ACOG, 2012). However, this 

characterization is confusing, as IPV is a different phenomenon that specifically pertains 

to the relationship between intimate partners throughout the life course and should be 

explored as such. Zink et al. (2005) explained that spouses are responsible for the abuse 

in 59% of the cases of elder abuse. Some suggest that the elder abuse research is gender-

blind and fails to take into account the unique power-control dynamics within intimate 

relationships throughout a person’s life (Straka & Montminy, 2006). The elder abuse 

paradigm focuses on frailty, dependency, and vulnerability, and includes various forms of 

abuse including financial exploitation, self-neglect, and abuse. While some women with 

an IPV history may manifest some of these characteristics, many are living independently 

in the community (Wilke & Vinton, 2005).  
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 Physical abuse declines with aging; however, psychological abuse may continue, 

and is often more painful and difficult to manage. For some women abuse is literally 

from “cradle to grave” (Hightower, Smith, & Hightower, 2006, p. 226). Social 

relationships have a significant effect on a person’s health, with these effects often 

surfacing in childhood and continuing throughout the life course, some advantageous to 

health and others not (Umberson & Montez, 2010). Policies and programs for younger 

women experiencing IPV may not be adequate to meet the unique needs of aging women 

who experience long term abuse (Weeks & LeBlanc, 2011). 

Recent Integrative Reviews 

Three recent reviews have validated IPV as a significant but often hidden public 

health problem that affects older women (Finfgeld-Connett, 2013; McGarry, et al., 2011; 

Weeks & LeBlanc, 2011). Weeks and LeBlanc used an ecological perspective to 

synthesize current understanding of IPV in older women, and their findings were 

categorized into four ecological systems; micro, meso, exo, and macrosystems. This 

framework was insightful, given the multifaceted nature of IPV. Thirty-two studies were 

included in their review and 21 of those were qualitative. The quantitative studies were 

primarily comparative studies between abused and non-abused women. These studies 

examined the impact of abuse on personal mental and physical health, providing valuable 

information on a microsystem level. The qualitative studies, however, provided detailed 

information at all levels of the ecological model. Interestingly, the majority of the studies 

included in this review originated from the social work discipline, others from physicians, 

and only one from nursing.  
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Weeks and LeBlanc (2011) illustrated that IPV in older women can be ongoing 

and long-term, can be a new occurrence in a long-term relationship, or can take place 

within a new intimate relationship. For some women, the physical abuse often changes to 

emotional abuse. Several of the studies in the review found that the abuse spanned 

multiple generations, with one study citing that the rate of childhood abuse was 68.5% 

among its participants (Wilke & Vinton, 2005). The IPV experience for the women in 

these studies generated multiple feelings including powerlessness, hopelessness, and self-

blame. The researchers explained that older women vacillated between feeling like a 

“heroine for having the strength to survive IPV and a fool for remaining in an abusive 

relationship” (Weeks & LeBlanc, 2011, p. 290). Some stayed to keep the family intact 

and others for financial reasons, as many older women’s retirement and health insurance 

and home were tied to their partner. Some survived by blocking out the violence, while 

others simply waited for their partner to die, and in the meantime, continued to make 

excuses for their abusive partner’s behavior (Mears, 2003).  

Weeks and LeBlanc (2011) found that when some women sought help from 

religious figures, they were encouraged to stay and work things out, whereas others found 

solace in religion as a source of coping, hope and support. In fact, some older women 

expressed that their faith in God was their principal source of strength in leaving an 

abusive relationship as well as instrumental to their healing process. More research is 

needed to see the connection of these various coping strategies with a woman’s health 

and well-being especially in situations when the abuse is ongoing. Blocking out the 
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violence may be a form of coping; however, it may also jeopardize mental health over the 

life course.  

The authors concluded that research in IPV in older women remains a neglected 

topic. While 32 articles were included in this review, some of the studies were from the 

same dataset. The age range of IPV research and older women includes considerable 

variability, with some studies including women ages 45-95, and the authors posited that 

subgroups within the studies would increase understanding within a specific age group as 

there is diversity between life stages. Strength of the review was that it included studies 

from various continents throughout the world, affirming the global prevalence of IPV in 

older women and an ecological approach was helpful in that it addressed this 

phenomenon from multiple levels. However, while some of the studies from the U.S. 

included Hispanic and non-Hispanic women, these studies shed little light on the 

experience of subgroups within the Hispanic population. Five of the U.S. studies are from 

the same dataset and the sample only included African-American and White women. The 

review illustrated that there is a paucity of research of IPV in older women and an even 

greater need to understand this experience in older ethnic minorities.  

The second integrative review was conducted by McGarry, Simpson, and 

Hinchliff-Smith (2011) in the United Kingdom, and included several of the articles in the 

previously discussed review. The review aimed to examine the impact of IPV in older 

women within the context of health, explore barriers to recognizing and reporting abuse, 

and identify gaps in knowledge of this phenomenon and the way it is addressed in policy 

and care provision. 
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 One study, that was also included in Weeks & LeBlanc’s review, highlighted that 

older women who may have experienced IPV at an earlier time in their lives may have 

ongoing emotional issues and often health care professionals as well as family members 

fail to make the connection (Wolkenstein & Sterman, 1998). Another finding in regards 

to the reluctance to disclose IPV resonated with the above review explaining that when 

couples have the same health care provider, it may be a barrier to disclosure due to a 

perception of loyalty. Generational factors regarding privacy in the home and in intimate 

relationships may also affect disclosure (Zink, Jacobson, Regan, & Pabst, 2004). The 

authors explained that to develop effective interventions and policies to address IPV in 

older women, older women themselves need to be involved and their voices heard. The 

voices of older ethnic minorities in this integrative review were largely invisible.  

While this review contributed to the paucity of research in aging and IPV, each 

particular aim could have been a review in itself, and some of the articles included did 

not pertain to older women, but addressed nurses’ attitudes and screening practices for 

IPV in general. The review would have been strengthened by clarity of purpose and 

depth; however, it further substantiated that IPV does affect the health of older women, 

and warrants further understanding.  

The most recent review, by a nurse researcher, Finfgeld-Connett (2013), included 

some of the same qualitative studies identified by Weeks & LeBlanc in 2011. The 

purpose of the review was to increase understanding of IPV among older women and to 

analyze strategies to enhance their well-being; more specifically, to understand how and 

why long term relationships of abuse were sustained and what those relationships were 
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like, and to identify ways nurses could support older women in these relationships. The 

review included studies of women ranging from ages 50-90. Six analytical categories 

emerged: abuse as a way of life, abuse in later life, effects of IPV in later life, barriers to 

change, making the best of it, and assistance from care providers. This review 

acknowledged the multigenerational dimension of IPV as well, as many of the women in 

the studies came from families where abuse was prevalent; some left home early to 

escape the violence only to find themselves in another abusive environment. Patriarchal 

mores and the societal ideal of an intact family appeared to perpetuate this cycle.  

Finfgeld-Connet (2013) found that as women age, abuse often shifts from 

physical to psychological and the long-term effects of cumulative abuse, exacerbate 

physical infirmities often associated with aging. Likewise, feelings of helplessness, 

hopelessness, anxiety, and depression may increase. For many older women the long 

term effects of IPV and the multiple co-morbidities of the aging process may be 

inseparable and they may see no way out. Some women choose to simply make the best 

out of a “less-than-ideal” situation and develop coping resources to sustain them (p. 16). 

Some couples found themselves stuck in a maladaptive relationship, due to personal and 

societal factors, that was likely to last until death or until the time that one or the other 

needed residential placement.  

With the exception of three different studies, this review included the same 

studies as the Weeks & LeBlanc review (2011), and while the study designs differed, 

there were many similarities in the findings. What the Finfgeld-Connett review lacks, and 

what is lacking in IPV research and older women, are the stories of women who did leave 
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after long term abuse, or a focus on women’s strengths, or the ways in which they 

sustained health. While this review included studies that addressed abuse from the 

perspective of couples (Band-Winterstein & Eisikovits, 2009), there was no mention of 

the need to understand this phenomenon from both the men and women who age together 

in violence.  

Individual Studies of Intimate Partner Violence and Aging Women 

One of the earliest narrative studies of older women and IPV was conducted by 

Grunfeld, Larsson, Mackay, and Hotch (1996). Grunfeld was an emergency room 

physician in Vancouver, Canada, where universal screening for abuse has been the 

standard of care since 1992, in the health center where the research was conducted 

(1996). Four women ranging in age from 63-73 were interviewed to learn more about the 

meaning that they gave to their experience of IPV. There were many commonalities in 

the four stories and the authors made a compelling argument, that in order to stop 

violence against women, it needs to be identified and health care professionals have an 

important role to play. Eleven themes were identified from the narratives; a marriage 

license is a “hitting license,” long-standing violence in marriage, violence in childhood, 

powerlessness, women treated as objects, survival, barriers to leaving the abuse, 

memories linked to children’s ages, community support, turning points, and integrating 

and processing experiences. Turning points did occur in these women’s lives that helped 

them understand and integrate their experience. Coming to the realization that they were 

living in abuse was a process. One woman shared that it was like living a nightmare that 

she did not want to believe was real. Throughout the narratives were indications of how 
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the long term coping with the abuse had compromised these women’s quality of life. All 

of the women expressed a desire to tell their story and a hope that in so doing, other 

women might be helped as well. This study showed that almost twenty years ago, health 

professionals were concerned about IPV in aging women however; in many health care 

arenas, IPV remains a hidden phenomenon.  

 Another study examined IPV among three age cohorts, 18-29 (n = 157), 30-44 (n 

= 187), and 45 and older (n = 54), using secondary analysis of data collected from 1995-

1996 from the National Violence Against Women Survey conducted in the U.S. (Wilke 

& Vinton, 2005). The purpose of the study was to examine the nature of violence and its 

impact on psychosocial behavior among three different age cohorts of women who 

reported IPV. Although the older group included a wide age range, 45-70, the majority or 

89% were 45 to 59. Chi-square analysis revealed that the rate of IPV in women 45 and 

older was significantly higher than the other two age groups (x2= 6.452, df=2, p = .04), 

with 41% of the oldest age group reporting IPV in their current relationships versus 36% 

in the 30-44 age group and 26% of the youngest cohort. Over 75% of the women in all 

cohorts described characteristics as severe violence and 72% denied calling the police. 

The duration of IPV in the oldest cohort was also highest at 14.5 years compared to 2.6 

years for the youngest cohort and 5.5 for the middle cohort. The oldest cohort also 

reported significantly higher rates of chronic health conditions including mental health 

disorders. They were also more likely to be using antidepressants and tranquilizers. This 

was the first data set large enough to conduct a comparative study across age cohorts 

strengthening the findings and illustrating some of the negative effects of long-term 
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abuse. Because the majority of the oldest cohort was relatively young, 45-59, the 

experience of women over age 59 may be similar however, one cannot make 

generalizations.  

 Another secondary data analysis used findings from the National Crime 

Victimization Survey, (NCVS), and also looked at three different cohorts; ages 12-24, 

24-54, and 55 or older over a 9 year period from 1993 to 2001 (Rennison & Rand, 2003). 

Similarities among cohorts included that the majority of the violence occurred in the 

home, no weapon was used in 85% of the cases, and the use of alcohol and drugs by the 

perpetrator were influential. The rate of IPV was lowest among the 55 year and older age 

group; however, a limitation of this study was that it only looked at rates of reported 

physical violence. Also, as other researchers have illustrated, the authors suggested that 

some offenders tend to revert to psychological abuse as they age for reasons that are not 

clearly understood. In contrast to the Wilke and Vinton (2005) study, 52% of older 

women surveyed reported the violence to the police. Notably, in the cases where a 

weapon was used in the oldest cohort, a firearm was the most common type of weapon 

used, unlike in younger cohorts, increasing risk of serious harm to this group.  

 Grossman and Lundy (2003) conducted a secondary data analysis using data 

collected by the Illinois Coalition against Domestic Violence from 1990 to 1995. The 

data were collected from women who participated in various domestic violence programs 

funded by the coalition. The researchers sought to determine if there were differences in 

the IPV experience among women 55 and older, based on ethnicity. A total of 2,702 

women comprised the sample for this analysis and belonged to three different ethnic 
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groups, Caucasian (n = 2221), African-American (n = 363), and Hispanic (n = 118). The 

researchers recognized that there were few studies that had included minority elders. 

More Hispanic women were found to be still married and living with the abusive spouse 

than Caucasian and African-American women. Hispanic women also reported higher 

rates of sexual abuse and slightly higher rates of physical abuse, while the rates of 

emotional abuse were similar among the three groups. The study highlighted the 

importance of researching the IPV experience among different ethnic minorities, 

especially older women of color. 

An Australian study sought empowerment for older women through the telling of 

interpersonal stories of violence in their lives (Mears, 2003). The author acknowledged 

that violence is a social problem affecting many older women. To provide a vehicle for 

women to share their experiences with IPV, eleven seminars were conducted, where 250 

women gathered in small groups. Twenty of these women volunteered to share their own 

personal experience of interpersonal violence in one-on-one interviews. The following 

themes emerged: telling others, telling and believing stories, the effects last forever, 

surviving, getting help, leaving the violence, and independence and empowerment. 

Although most of the violence was inflicted by their partners, some women felt the need 

to speak of abuse as a child or by another family member besides their partner. For some 

women, this was the first time that they had spoken of the violence in their lives and 

while some stated that “the effects last forever” (p 1483) there was no differentiation as 

to what type of violence they were referring to, abuse in childhood or IPV or both. Many 
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explained that they had never fully recovered from the long term abuse and were grateful 

for a supportive environment in which to disclose their abuse. 

 Women in the Mears (2003) study spoke of blocking out the violence as a form 

of survival. Others channeled energy into constructive activities such as going back to 

school. One woman described how she discovered freedom after her partner’s death and 

another woman, after getting divorced. The participants acknowledged the importance of 

the support of friends and family in their decisions regarding their abuse and the 

empowerment that came with speaking out about their situation. Although survival did 

not include leaving the perpetrator for many of the women in the study, the participants 

who had left their abusers enthusiastically spoke of their life post abuse with a positive 

light.  

A booklet was compiled with the participants’ reflections and disseminated as a 

resource to empower older women living in violence. The researchers concluded that 

simply surviving interpersonal violence was not enough for women who have 

experienced IPV. That is, good quality of life post-abuse is also important and was 

apparent in some of the women’s stories. Conversely, what was also apparent was the 

lasting effect that the violence left on women’s lives. This study gives hope; however, as 

empowerment is paramount especially when a person’s self-esteem has been stripped 

away, and women in the study spoke of feeling empowered and desirous to empower 

other women in similar situations of IPV. The author explained that this study was only 

representative of the English speaking, Australian women who came forth to participate 
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in the study and the findings, while insightful, may not be similar for other women or 

other cultural groups. 

In a Canadian study, Montminy (2005) explored the hidden problem of 

psychological abuse by an intimate partner in older women to provide suggestions for 

practice as well as to guide further research on psychological abuse. The sample for the 

study consisted of 15 women, aged 61-80; 3 of whom were over age 75. Six of the 

participants were still living with their husbands, six had separated two or more years 

before the study, two were widowed, and one was in the process of separating. All of the 

women reported long-term psychological abuse from early on; 7 women reported that the 

abuse began when they were dating and ranged from 13-53 years; 12 of the 15 women 

had also experienced physical violence in their relationships. Eleven of the 15 reported 

that violence had also occurred in the family of origin of the husband or the participant, 

with all eleven husbands coming from abusive homes and four of the participants.  

The study was guided by a social representations theoretical framework. This 

framework examined information, images, and attitudes, both personal and societal that 

women incorporated to form meanings around their abuse. In particular, the study 

focused on images of self that women had formed in regards to their psychological abuse. 

This study identified 14 forms of psychological abuse such as control, intimidation, 

degradation, and noted that while most forms of abuse are active, some forms are passive, 

such as indifference and shirking one’s responsibilities. The psychological abuse 

perpetuated various emotions within the women including fear, guilt, exhaustion, self-
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doubt, and loss of self-identity, and contributed to a sense of powerlessness with little 

ability to imagine life beyond the abuse.  

Control factors of the abusive partner appeared to be the commonality within all 

forms of psychological abuse reported in Montminy’s study (2005); and conflicts 

involving control further increased after retirement, when older children left home, and 

when the abusive partner’s health began to decline. Participants reported that their 

partners repeatedly used manipulation to make them feel responsible for the abuse. 

Women found strength to “ ‘tough it out’ ” in prayer, volunteering, support from friends, 

and staying active (p.15). As in the Australian study (Mears, 2003), Montminy’s study of 

aging Canadian, French speaking women, may not be similar to other ethnic groups; 

however, the phenomenon deserves further research.  

 A qualitative study was conducted in England to explore the experience and effect 

of IPV on the health and well-being of older women (McGarry, 2010). The sample for 

this study consisted of 16 women who ranged in age from 59-84 and had endured many 

years of IPV. Three themes were gleaned from participant interviews: Stripped of 

identity, giving permission-potential barriers to reporting, and information vacuum. One 

woman described the effect of IPV on her identity in this way: “…you are totally and 

utterly stripped of any identity so it is like building another self when you finally get out” 

(p.35). Others described the barriers to disclosure like this: “…nobody understands why 

you keep it quiet and make excuses, but you’re embarrassed and you love him” (p.36). 

Another woman spoke of the lack of support from family members who blamed them, 

“…you make your bed then lay there” (p.36). One participant described being so 
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embarrassed to speak with her provider that she passed him a note describing her 

situation and seeking help. It was difficult to discern from the findings which women 

were still living with their abusive partner, as some appeared to be living with abuse at 

the time of the study; for others, it seemed to have stopped. The reasons for this are not 

clear in the study, and it would have been interesting to note if the couples were still 

together, separated, or if the abusive partner had died. What is clear is that for most of the 

women in this study the IPV, lasted for decades and this “hidden” phenomenon affected 

not only their own health, but the well-being of their children as well.  

Several of the studies cited in the three integrative reviews of IPV and older 

women were conducted by Zink et al. (2004, 2005, 2006), and used a public health and 

primary care focus. In one study, Zink et al. (2005) examined the prevalence and 

incidence of IPV among women over 55 in a primary care clinic where 995 women were 

surveyed via telephone interview; the mean age was 69 years of age. The participant lists 

were stratified into three age groups: 55-64, 65-74, and over 75 years of age; however, no 

upper age range was noted. Psychological abuse was present in 45.2 % (n = 450) of the 

women since age 55. While the prevalence of physical abuse was only 1.52% (n = 15), 

the threats of physical violence was reported to be one of the most common types of 

psychological abuse with 2.63% (n = 26) of the women reporting this threat. The rates of 

chronic pain and depression in women affected by IPV since age 55 was significantly 

higher than those who were not (p<.05); and the authors stressed the importance of 

inquiring about IPV in all older women being treated for these conditions. Although this 

study was insightful, it only included Caucasian and African-American women in one 
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clinic, with access to health care, in the Midwest. The researchers noted that 19 % (n= 

341) of the eligible participants refused to participate; however, there was no mention of 

the possible reasons. The 38 page survey instrument appeared quite lengthy and perhaps a 

scaled down version would have increased participation in this important study.  

Another study by Zink et al. (2004) was a qualitative study that explored the 

experience of IPV disclosure to health care providers for 38 older women, with a mean 

age of 60 and age range from 58-90. Thirty nine percent of the participants were living in 

an abusive relationship at the time of the study. Twenty of the 38 women reported that 

they had disclosed their abuse to their health care provider, and received both helpful and 

non-helpful responses. Thirteen of the 20 reported a positive experience, validation of the 

abuse, and an opportunity to obtain support. However, 19 of the 20 women also reported 

negative responses, indicating that some women had both negative and positive responses 

to reporting IPV. A 90 year old woman who had been married for 60 years recounted that 

years ago she had seen a provider who advised her to leave the relationship. When she 

chose not to, she was told that she would just have to suffer through it. Another 

participant reported that she felt as though her provider minimized her abuse when she 

explained that she experienced verbal abuse. The women who did not disclose abuse had 

both personal and provider reasons. Some reported being too embarrassed, loyal to their 

partner, (who also saw the same provider), or did not recognize the behavior as abusive. 

Others reported that their provider was too busy or they were reluctant to bother him/her 

with their problems. The researchers concluded that while some older women may be 

reluctant to discuss private affairs, it is important that providers are attune to the potential 
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signals of IPV in older women, such as depression, and provide the opportunity for them 

to disclose. Thirty one (81.6%) of the 38 women interviewed reported depression.  

 The sample was primarily Caucasian with an annual income over $40,000 and 

the remainder was African-American; hence, the experience may be different for other 

ethnic or socioeconomic groups. Of note, the researchers mentioned that many of the 

interviews were interrupted by the abusive spouse and needed to be continued at a later 

time, further accentuating the importance of safety measures to keep the participants, 

involved in this type of sensitive research, from harm. There was little mention by the 

authors of the safety measures followed to protect the participants who were still living in 

abusive relationships during the study and this is an important component of research of 

this kind. 

In another study analyzing data from the same sample as the Zink et al. (2004) 

study, Zink et al (2006) examined coping strategies utilized by older women in long term 

abusive relationships of “love and violence.” Fifteen of the 38 women or 39% of the 

sample remained in the abusive relationship, and all of these women reported creative 

strategies to maintain an appearance of conjugal unity in spite of the violence. The coping 

strategies described by women included reappraising their situation, establishing new 

boundaries, and reaching out to the community for support (Zinc et al, 2006). Some of 

the women were successful in finding meaning in life and others learned to accept the 

fact that they were “hated” by their partner, yet found fulfillment in reaching out to 

others; some resolved to reluctantly accept their “punishment” (p. 640) and simply waited 

for their own death or their spouse’s death to bring freedom. Some women described 
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creative strategies such as establishing separate living spaces within and outside the 

home. This required energy and planning, but allowed them to continue the relationship. 

Finding meaning in life, positivity, and having spiritual support were instrumental for the 

women who were able to thrive in the midst of the violence. Over half of the women in 

this study were no longer living in abusive situations; however, 31 of the 38 reported 

depression, an ongoing effect of abuse even among its survivors. This study created a 

helpful model to understand coping strategies in long term abuse and is one of the few 

studies with older women that addressed strengths that these Caucasian and African-

American women used to survive and sometimes even thrive in spite of IPV.  

The purpose of another qualitative study (Tetterton & Farnsworth, 2011) was to 

increase service provider’s understanding of the reality of IPV in older women, review 

barriers encountered by this population, and provide insight into effective interventions. 

The researchers conducted a case study analysis of two Caucasian women in their 60s 

with life-long abuse. Through the analysis of one-on-one interviews and researcher notes, 

two themes were identified: older women and IPV and effective interventions and 

professional implications. Under the first theme of older women and IPV, four subthemes 

emerged: abuse is long term, attempts to cope, blame by adult children, and 

empowerment from within. The women normalized IPV; however, it eroded self-

confidence and instilled self-doubt with one woman describing herself as an “‘emotional 

cripple’ ” (p. 2936). Under the second theme, effective interventions and professional 

implications, three subthemes were identified: welcoming and engaging the client, 

encouraging and supporting the telling of one’s story, and assisting in the process of 



 96 

empowerment. This study exemplified that women use coping strategies throughout the 

life course to manage IPV. Strategies were both positive and negative including the use 

of drugs or alcohol. As one of the participants aged, she recognized the negative coping 

strategies and used new coping skills. The intergenerational impact of IPV was 

exemplified, as the women spoke of how their adult children blamed them for the abuse. 

One woman spoke of how she herself blamed her own mother for exposing her to 

violence as a young girl. Although empowerment comes from within and is a long and 

arduous process, the authors recognized the instrumental role that health care 

professionals play in acknowledging and encouraging women’s strengths to rebuild self-

confidence. Findings illustrated that a non-judgmental approach is essential. The two 

accounts in this study were rich in depth and detail; however, the study would have been 

strengthened by a larger sample size. 

Another qualitative study found that for many women, abuse is literally lifelong 

(Hightower et al., 2006, p. 225), and emphasized the intergenerational transmission of 

abuse. The purpose of the study, although not clearly stated, was to collect stories from 

older women to understand their experience of abuse as well as their ideas of what 

resources would be helpful to them in their experience. Sixty-four women aged 50-87 in 

British Columbia, who had been abused “at an older age” participated in this study. Forty 

percent of the women were in their 60s with the average age being 67. Some women 

reported that they had been in as many as three abusive partnerships. Several women had 

been living with an abusive partner for over 20 years and one woman reported living over 

50 years with IPV before she divorced: “‘I was married 50 years until I divorced him five 



 97 

years ago. I had never lived alone. He was a rigid controlling man. It is good being on my 

own. Sometimes I feel so guilty for being so happy now’ ” (p. 216).  

Some of the women spoke of ongoing financial abuse and exploitation by their 

adult children after their abusive husbands had died. It was difficult to discern how many 

women were affected in this way as no specific numbers were mentioned. The women 

continued to worry about the impact that their own IPV had made on their own children 

and their children’s intimate relationships as adults. The findings alluded to the strain that 

adult children may feel in helping their mother get out of the abusive situation while at 

the same time wanting her to stay in contact with the father and not wanting to feel 

responsible for the breakdown of the family unit. These findings illustrated the 

complexity when love and violence are intertwined. Women were afraid to leave the 

abuse as they feared alienation from their children, and some who did leave were in fact 

estranged from their adult children. Two of the stories, from women in their 80s who had 

left long term abusive relationships in the five years prior to the study, illustrated that 

while it may be challenging, for some women it is not impossible to start a new chapter in 

life. 

Some of the women in the Hightower et al. study (2006) were strengthened by 

their spirituality. Although the church can be supportive to women who experience IPV, 

several of the immigrant women, however, voiced that they received no help from their 

ministers. One Catholic woman stated that she was excommunicated when she left her 

abusive husband. Hence, depending on the context, a woman’s religious convictions 

could empower or be a barrier to help-seeking. This study shed deeper light into the 
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intergenerational transmission of abuse and called for strategies to not only address the 

health concerns of long term abuse in women but to work towards the long range goal of 

decreasing violence in general. The organization of the study including data collection 

and findings could have been strengthened as the process was difficult to follow and most 

of the findings were part of the discussion section. Although this study lacked 

organization, it added to the paucity of research in older women and IPV.  

The few studies that address IPV in an aging population are primarily studies 

conducted with older women. With an increasing geriatric population, more and more 

couples will be aging together in violence. The purpose of an interesting qualitative 

study, conducted in Israel by Band-Winterstein and Eisikovits (2009), was to explore 

how violence was experienced with age, and to see how violence and age interact and 

change throughout the life course as perceived by both men and women. The study 

examined both the perceptions of the older women survivors as well as the perpetrators. 

The researchers recruited 20 Jewish couples (n = 40) from social service agencies in 

Israel. The couples were from diverse ethnic groups and the age of the informants ranged 

from ages 60-84. Couples were interviewed separately as the authors wanted to examine 

both the perceptions of the older women survivors as well as their perpetrators. Cross 

case analysis revealed that the accounts of men and women were often quite diverse. 

The findings in Band-Winterstein and Eisikovits’ (2009) study were grouped in 

four clusters that revealed the origins of conflict and the evolution over the years: the 

arena of violence is alive and active, violence “in the air”--violent ecology, more of the 

same but different, and violence through illness to the very end. Among the changes in 
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the relationships, were changes in balance of power, escalation of abuse or form of abuse, 

restraining from abuse, and disconnect from position of perpetrator while maintaining an 

atmosphere of control. For many, the violence was continuous; for others, it was more 

episodic. In couples where there was role reversal and the wife was now the caregiver, in 

some instances, mutual abuse existed. For others, there was continuous escalation of 

abuse because of chronic illness and situations that contributed to emotional exhaustion. 

In some cases, new violent expressions with no history of previous violence ensued. 

 Of note, there was no “aging out of violence.” The study was well done and 

illustrated that men and women can have differing perceptions of IPV with women seeing 

it as cumulative and continuous even when the frequency had decreased or the violence 

had ceased. Conversely, the male partner tended to minimize or perceive the violence as 

“not meaningful enough to remember;” and focused on the present while not giving up 

his sense of power and control (p. 171). One participant described the continuous control 

and total victimization with this metaphor, “you erased me” and she described feeling 

like “an empty vessel” after years of repeated abuse (p. 172). A major strength of this 

study was the perspective of men and women aging in violence and the individual 

perspectives, albeit, quite different, shed light for future study with other ethnic groups. 

Summary of Findings 

This review of IPV and aging illustrates that IPV is an often hidden phenomenon 

in older women, and its effects on health and well-being are numerous and ongoing even 

when the abuse has ended. Many of the women in these studies experienced violence in 

their childhood homes as well, compounding the intergenerational transmission and 
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normalization of violence (Hightower, et al., 2006). Historically, social and cultural 

factors have led to many older women suffering in silence (McGarry, 2010). The rates of 

IPV in older women may be lower for numerous reasons, including underreporting, as 

social norms reinforce the fact that family matters are private. Some women fear that 

their economic or social status may be jeopardized if they report or leave a violent 

situation and often older women may actually have fewer options than younger women 

(Rennison & Rand, 2003). What these studies depict is that for many women, the abuse 

spans decades; and while the rates of physical abuse seem to decrease with aging, 

psychological abuse continues. For many women abuse is unfortunately lifelong 

(Hightower, et al., 2006).  

Although the impact of IPV may last a lifetime, recovery is possible and women 

in some of these studies found creative ways to cope with their IPV history. Spirituality 

was a significant strength to some women along with support groups, empowerment from 

telling one’s story and reappraisal of one’s situation. It is paramount, in an aging society 

that includes significant numbers of women who have experienced IPV, that the voices of 

older women be heard. The studies on IPV and aging were written by professionals from 

several different health care arenas including physicians, social workers, psychologists, 

and nurses from a variety of geographic regions throughout the world. As such, an 

interdisciplinary and global approach to IPV and IPV research is important. 

 Future studies, such as the present study, should continue to shed light on the 

experience of IPV in older women, especially in older ethnic minorities, capturing not 

only the adverse effects of health that are well documented in IPV research, but also the 
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resilience and strength that may have helped sustain health throughout the years of 

cumulative abuse. To date, apart from a secondary data analysis exploring IPV in 

Hispanic women aging with mobility impairments (Divin, et al., 2013), no known study 

has specifically targeted aging Hispanic women or aging Hispanic subgroups such as 

Mexican-American women. Some of the studies reviewed explored effective policies and 

strategies, from the perspective of older women with the lived experience of IPV, and this 

area deserves further research and implementation also. Finally, Band-Winterstein and 

Eisikovits’ (2009) creative approach in research with couples aging in violence demands 

further study. Research has shown the effect of IPV on aging women; but further 

exploration of the effect of long term abuse on the health of the perpetrator would be 

insightful as well, and may contribute to a more peaceful end of life trajectory for those 

approaching the end of their life, with a history of IPV.  

SALUTOGENIC THEORY, SUCCESSFUL AGING, AND INTIMATE PARTNER VIOLENCE 

The concept of “successful aging,” birthed in the 1980s and early 1990s, and 

rooted in a salutogenic approach, is a relatively new and refreshing departure from the 

loss-focused theories that had emerged earlier (Hochhalter, Smith & Ory, 2011). Such an 

approach provides invaluable insights on the promotion of health and well-being as 

people age (Billings & Hashem, 2010). Because of advances in modern medicine, control 

of communicable diseases, improved sanitation, and increased awareness of healthy diet 

and exercise, people are living longer than ever before with fewer functional limitations 

(Crimmins, 2004). However, how does one explain the fact that some people age 

“successfully” in spite of their limitations and with a history of multiple adversities, 
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including IPV? Researchers have recognized the advantages of looking at the aging 

process through a more positive and “salutogenic” lens. Antonovsky’s salutogenic theory 

(1979, 1987), with the core concept of sense of coherence (SOC), a person’s perception 

that life is comprehensible, manageable, and meaningful, compels us to search for factors 

that promote health over illness. This theory, the sensitizing framework for the present   

study, provides an insightful framework for examining the coping responses conducive to 

successful aging in the midst of adversity, including a history of IPV. 

Salutogenic Theory 

 Instead of focusing on pathogenesis, the etiology of disease, salutogenesis focuses 

on the origins of health, including factors that promote health in the midst of the 

omnipresent stressors of life. Aaron Antonovsky, 1923-1994, a medical sociologist and 

founder of the salutogenic theory, had no clear audience in mind when his theory was 

developed, but he was intrigued as to how some people maintained health in the midst of 

adversity. As such, Antonovsky asked, “Whence the strength?” (1987, p. 7). His prior 

research focused on multiple sclerosis, menopause, social class and morbidity and 

mortality, cardiovascular disease, and preventive dental health. When he conducted a 

study with menopausal women in Israel in the 1970s, he was intrigued to find that 29% of 

the women who had survived life in the concentration camps reported good health. His 

salutogenic theory was born out of his quest for the reason behind this perplexing finding. 

Hence, in a pilot study that birthed the concept of SOC, Antonovsky studied the life 

experience of people who had gone through severe, inescapable trauma yet were doing 

remarkably well in spite of that trauma. From this study, Antonovsky created a theory to 
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illustrate how people sustain health in the midst of life’s stressors. Salutogenic theory has 

been used to frame numerous qualitative and quantitative studies throughout the world to 

examine and explore how people successfully adapt in the midst of adversity.  

Major concepts of salutogenesis 

 

 The three primary concepts used in most salutogenic studies include SOC, health 

ease/dis-ease, and generalized resistance resources/deficits (GRR/GRD). The central 

concept of the salutogenic theory, SOC, was initially defined as 

a global orientation that expresses the extent to which one has a pervasive, 

enduring though dynamic feeling of confidence that one’s internal and external 

environments are predictable and that there is a high probability that things will 

work out as well as can be reasonably expected (Antonovsky, 1979, p. 123). 

 

SOC is a generalized way of seeing one’s world and one’s life in that world. SOC is not 

static, but shaped and modified from early on and throughout one’s life, and plays a 

significant role in the choices that a person makes throughout life (1979). According to 

Antonovsky, a person’s SOC plays an integral role in coping and tension management, as 

SOC enables a person to deal with stress before it is converted to harmful tension that 

affects health and empowers a person to accept the challenge of a situation (1987).  

SOC consists of the following three components: comprehensibility, 

manageability, and meaningfulness. Comprehensibility is defined by Antonovsky as “the 

extent to which one perceives the stimuli that confront one…as making cognitive sense, 

as information that is ordered, consistent, structured, and clear, rather than as noise—

chaotic, disordered, random, accidental, inexplicable” (1987, pp. 16-17). It is difficult for 

me to imagine how a woman living with IPV could ever begin to comprehend her 
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situation. However, although life may be filled with complexities, comprehensibility 

conveys that even if the stimuli that a person is confronted with are undesirable they will 

be able to somehow make sense of them (Antonovsky, 1987).  

Manageability is “the extent to which one perceives that resources are at one’s 

disposal which are adequate to meet the demands posed by the stimuli that bombard one” 

(1987, p. 17). If a person has a high sense of manageability she could be less victimized 

by traumatic events. The third component of SOC is meaningfulness,  

the extent to which one feels that life makes sense emotionally, that at least some 

of the problems and demands posed by living are worth investing energy in, are 

worthy of commitment and engagement, are challenges that are ‘welcome’ rather 

than burdens that one would much rather do without (Antonovsky, 1987, p. 18). 

 

Perhaps the meaningfulness component, which speaks to inner strength, may 

explain how some older women are able to sustain some semblance of health in spite of 

living with IPV for many years. Antonovsky posited that while all three components 

make up sense of coherence, they may be present at varying degrees. For example, 

Antonovsky explained that people such as Victor Frankl and other Auschwitz survivors 

may have not had a very high sense of comprehensibility or manageability, but through a 

high sense of meaningfulness, were able to foster a profound spirit that sustained them. 

While all three of the constructs are important in shaping one’s SOC, Antonovsky 

considered meaningfulness to be the most motivational (1987). Overall, a person with a 

strong SOC will accept the challenge at hand, while the person with a weak SOC may see 

chaos, and feel hopeless and burdened. Antonovsky also recognized that SOC was not the 
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only variable influencing health; however, it plays a crucial role in explaining one’s 

movement on the health ease/dis-ease continuum.  

The dependent variable of the salutogenic theory is the concept of breakdown or 

heath ease/dis-ease, a “multifaceted state or condition of the human organism” 

(Antonovsky, 1979, p. 65), “one’s location on the health ease/dis-ease continuum” (1987, 

p. 196); and, not a health-disease dichotomy. The ease/dis-ease continuum was visualized 

by Antonovsky as a horizontal line between total health and the absence of health and he 

explained that people were positioned at some place on the continuum; however, as 

people encounter stressful situations their position on the continuum can change 

(Lindström, 2010). If unable to manage tension well, dis-ease may increase. When there 

is successful management of tension, health is regained and movement toward the ease 

end of the continuum is facilitated. Antonovsky acknowledged that the goal is not perfect 

health, as this is not a possibility. He further asserted that one’s health status in itself was 

a generalized resistance resource and could also be seen as an independent variable and a 

significant generalized resistance resource. Stressors are omnipresent and, according to 

Antonovsky, should not be viewed as pathological, as they can sometimes be salutary, if 

successful tension management can be attained. By successful tension management, 

Antonovsky asserted that a person’s health status will be improved or reinforced. 

Increased understanding of the factors influencing where a person sees themselves on the 

health ease/dis-ease continuum is essential. He emphasized that understanding the story 

of a person, including the sociocultural factors that color their life experience, increases 
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understanding of where on the ease/dis-ease continuum they find themselves in spite of 

the adversity in their lives.  

Instead of focusing on a cure or an explanation for a specific disease, a pathogenic 

orientation, Antonovsky (1979; 1987) was more interested in a salutogenic orientation, 

the factors that generated health even in the midst of adversity. In this study, I explored 

the IPV experience of aging women to better understand factors that may have sustained 

health and well-being and promoted greater movement toward the ease end of the 

continuum in spite of the history of IPV. Antonovsky posited that SOC was at the core of 

salutogenesis as a person with a strong SOC is more likely to utilize available resources 

to manage tension before it is converted into stress, thus facilitating health. Antonovsky 

explained that “there are no guarantees in life, and reality may go on and on tearing away 

at one’s heart…” however, the person with a stronger SOC will do better with coping 

with the problem at hand, and even if intractable, they may be able to live with less pain 

(1987, p. 148). He did not mean in any way to dismiss the importance of the pathogenic 

orientation but challenged researchers to see the two orientations as complementary.  

Generalized Resistance Resources (GRRs) is the third concept in the salutogenic 

theory. GRRs include physical, biochemical, and psychosocial resources such as 

spirituality/religion, knowledge, cultural stability and coping strategies (Antonovsky, 

1979; 1987). A deficit in GRRs can result in stress; hence, Antonovsky unified the two 

concepts, generalized resistance resources-resistance deficits (GRR-RDs) in his second 

book (Antonovsky, 1987). Both resources and lack of resources are influential in shaping 

a person’s SOC. Generalized resistance resources create life experiences that are 
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consistent and balanced, which in turn, reinforce one’s SOC. GRRs contribute to 

increased resilience to the stressors that a person may encounter in everyday life. On the 

other hand, GRDs can weaken one’s SOC, affecting tension management and creating 

increased dis-ease. Life experiences are the primary determinant of a person’s SOC 

(Antonovsky, 1987), and are influential in successful coping and health, (Antonovsky, 

1993) as well as successful aging. Antonovsky used the metaphor, a “river a life,” and 

believed that a person’s SOC was influential in determining how a person swims in the 

river amid the whirlpools, pollution, and rapids encountered along the way. While 

Antonovsky recognized that there were variations within subgroups of people due to 

genetics, constitutional make up, or even luck, he asserted that sociodemographic 

variables such as being male or female, or upper or lower class, all play an important role 

in life experiences that nurture a stronger or weaker SOC (1987).  

How salutogenesis differs from other similar concepts. How one differentiates 

between the concept of SOC and many other similar concepts such as resilience, 

hardiness, purpose in life and self-transcendence is often difficult. Perhaps this is one of 

the most challenging questions asked of researchers using the salutogenic theory. 

Antonovsky himself explained that he was tempted to see “echoes” of his ideas 

“everywhere” (1987, p. 34). Several theoretical models have been instrumental in 

explaining the fact that some people do well in the midst of adversity, while others 

encounter despair. One interesting distinction is the origin of these theories. The SOC 

construct and associated scale were birthed from a salutogenic perspective, as compared 

to the other scales used to measure resilience that originated from a pathogenic 
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perspective, concerned with the origin of disease (Almedom, 2007). The salutogenic 

theory provides a holistic framework that, while inclusive of aspects of some of the other 

models, does not attempt to explain or understand why people may or may not become 

ill, but searches the life story of a person to understand the cultural, social, psychosocial, 

genetic and biological influences on health or movement towards the ease end or healthy 

pole of the continuum. The following section will briefly compare and contrast some of 

these important similarities and differences between SOC and resilience and other similar 

concepts.  

In his second book, Unraveling the Mystery of Health, Antonovsky (1987) 

compared his theory to five other theorists, Kobasa, Boyce, Moos, Werner, and Reiss, all 

of whom posited theories of stress and coping that contained some commonalities with 

the three components of SOC. Antonovsky also explained that aspects of other theories, 

such as Bandura’s self efficacy, also shared some kinship with his salutogenic theory, 

especially in the area of successful coping. Antonovsky explained that the component of 

the SOC that differed from these theorists was that of manageability and he believed that 

there were many “cultural roads to a sense of manageability” (1987, p.52). He posited 

that the other models represented a primarily Western perception of having some sense of 

control, most evidenced in Kobassa’s use of Rotter’s locus of control scale that identifies 

only two alternatives: “I control matters or someone or something ‘out there’ does” 

(Antonovsky, 1987, p.52). Antonovsky made a distinction between “I am in control” and 

“things are under control,” illustrating that in some cultures a sense of coherence might 
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be enhanced by believing that control was found in a deity or powerful others (1979, 

p.155).  

Regarding the meaningfulness component of the SOC, Antonovsky (1987) 

suggested that, “paradoxically, whatever words are used…we are all talking about 

exactly the same thing” (p. 49) (see Appendix A). This was apparent in a Swedish study 

that explored the relationship between resilience, SOC, purpose in life, and self-

transcendence among 125 participants 85 and older (Nygren, et al., 2005). The findings 

illustrated significant correlations between all of the scales; the authors deduced that all 

of the scales measured some aspect of “inner strength,” and that strength was present in 

their participants.  

 Other researchers have also discovered similarities between the concept of SOC 

and other “salutogenic” concepts. Lundman et al. (2010) recently conducted a theoretical 

analysis of “salutogenic” concepts and found that resilience, SOC, hardiness, purpose in 

life, and self-transcendence all shared commonalities and manifested “inner strength” 

important to recovery from adversities. Hardiness, a basis for resilience, consists of three 

personality characteristics that strengthen resistance to life’s adversities: commitment, 

control, and challenge (Lundman et al., 2010), similar to the three components of SOC, 

comprehensibility, manageability, and meaningfulness. 

The concept of purpose in life was developed from Frankl’s work with 

concentration camp survivors and has much in common with the meaningfulness 

component of SOC. Frankl posited that finding meaning in life was related to our 

creation or birth and what we are given, what the world teaches us through our 
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experiences and encounters, and, how we handle the fate that we cannot change (Frankl, 

1985). Self-transcendence, similar to Frankl’s purpose in life, was first described in the 

medieval times as ones’ ability to self-transcend towards God (Lundman et al., 2010). 

Manifestations of self-transcendence that promote healing include looking inward for 

new meaning, reaching out towards others, and accepting unchangeable life 

circumstances (Coward & Reed, 1996). Connectedness, flexibility, firmness and 

creativity are present to some extent in all of these concepts and are influential in 

fostering inner strength. Lundman et al. (2010) concluded that “inner strength” meant 

being firmly planted or rooted and connected to family, friends, nature, as well as to a 

spiritual dimension which fostered transcendence. People who are creative and flexible, 

believe in their own ability to make choices and influence life’s trajectory in dealing with 

the adversities that life presents (Lundman, et al., 2010).  

 Perhaps the salutogenic asset most like sense of coherence is that of resilience, 

and it is not surprising that some researchers use the terms synonymously (see Appendix 

B). It can be difficult to tease out the differences between a strong SOC and resilience as 

there are varying interpretations and similarities in these concepts. For instance, in a 

recent article that promoted a salutogenic approach to health care, the authors credited 

Antonovsky for coining the concepts of resilience and sense of coherence as illustrated in 

this phrase: “such person-centered medicine aims to strengthen Antonovsky’s concepts of 

resilience and sense of coherence with each therapeutic intervention so that overcoming 

illness becomes the foundation for better future health” (Alivia, Guadagni, & di Sarsina, 

2011, p.381). The authors further explained that chronic stress can strengthen or weaken 
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a person depending on the strength of a person’s SOC and resilience. Rosenbaum (1990) 

posited that Antonovsky’s theory is most closely related to the concepts of resilience and 

resourcefulness.  

Although Antonovsky acknowledged the similarities between SOC and resilience, 

and was influenced by the work of Werner and Smith and other theorists who studied 

resilience, vulnerability and invincibility, he did not use the word resilience as he spoke 

of his theory. Resilience theorists, like Antonovsky, were intrigued by the roots of 

resilience and strength; however, their approach to salutogenesis was slightly different. 

These differences are outlined succinctly by Eriksson & Lindstrom (2011), two 

Scandinavian researchers who have published numerous articles on salutogenesis and 

work closely with the Center of Salutogenesis in Sweden. To stay true to the theoretical 

process, it is important to recognize and understand the similarities and differences 

between the salutogenic concepts of SOC and resilience. The concepts are similar in 

many ways. Jackson, Firtko, & Edenborough, (2007) found that the characteristics of 

people with a high SOC were almost identical to those with a high degree of resilience; 

further explaining how the terms are often used synonymously (Almedom, 2007). 

Resilience, like SOC is shaped by life experiences from childhood through adulthood 

(Almedom, 2005). Both resilience theories and salutogenic theory speak of response to 

adversities, but Eriksson & Lindstrom (2011) posit that salutogenesis stems from coping 

and stress research, while resilience refers to risk factors and adversities. Neither 

resilience nor SOC are seen as personality traits, but rather, dispositional orientations and 

adaptive processes. Unlike ego-resiliency which is a personality trait, resilience 
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encompasses a positive adaptation to significant adversity (Luthar & Cicchetti, 2000). 

SOC is also not a personality trait but a dispositional orientation that impacts the way in 

which a person accepts the challenge of an adverse situation (Antonovsky, 1987). Both 

resilience and SOC include emphasis on resources at one’s disposal; Antonovsky 

describes these as generalized resistance resources while resilience experts refer to 

protective factors (Eriksson & Lindstrom, 2011). Both concepts are instrumental in 

maintaining health as seen on a continuum. In sum, both SOC and resilience can be 

applied to individuals, communities, or societies. The primary difference in the concepts 

is in the adjustment process; resilience refers to the protective factors that decrease the 

risk of disease when a person is exposed to adversity, whereas SOC is a coping resource 

that impacts stress management and promotes health (personal communication, Eriksson, 

M. November 19, 2013). 

 Another difference between SOC and resilience is that unlike SOC, there are a 

variety of frameworks to conceptualize resilience as well as numerous scales to measure 

the concept based on the dimension explored. For instance, Campbell, Sharps, and 

Parsons (2009) outlined a conceptual model of resiliency for adults who have 

experienced IPV, although they explained that this framework has not been fully utilized 

in IPV research. Interestingly, several of the protective factors/risks enumerated in the 

Campbell et al.’s model, are similar to generalized resistance resources-deficits in the 

Salutogenic Model, including religion, SES, and ethnicity. The resiliency factors in 

Campbell et al.’s model are also similar to the three components of SOC, 
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comprehensibility, manageability, and meaningfulness, and include courage and 

determination, problem solving skills, and sense of purpose and hope. 

  Although there are some differences between the various salutogenic theories, 

several of these theoretical models, like salutogenic theory attempt to predict health 

outcomes (Antonovsky, 1987) and successful coping in the midst of adversity. There are 

actually many similarities and all imply some process of inner growth and strength, the 

origin of the model is perhaps the biggest difference. Hence, it is not surprising that 

studies have shown theoretical and empirical overlaps between sense of coherence, 

hardiness, resilience, purpose in life, and self-transcendence (Lundman, et al., 2010). 

Interestingly some of these theories were developed to enhance understanding of well-

being in later adulthood. Antonovsky’s salutogenic theory, however, with a strong 

evidence base, continues to be the most explored and tested framework in stress and 

coping. The salutogenic theory has been used in more than 50 countries in both 

qualitative and quantitative studies, supporting a strong and coherent theoretical base. 

Researchers have used salutogenic theory to explore and understand health in the midst 

of adversity in both young and old, further affirming that Antonovsky’s salutogenic 

theory is indeed an appropriate and well-suited sensitizing theoretical framework for this   

study.                                                                                                                                                  

The influence of Erikson’s work on salutogenic theory. Antonovsky was also 

influenced by Eric Erikson’s work on the psychosocial stages of life and his analysis of 

psychosocial stressors throughout the life span. Erikson, one of the most renowned adult 

developmental psychosocial theorists, described eight psychosocial stages of 
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development throughout life. Each stage poses new demands, roles, challenges or 

stressors (Erikson, 1982, Antonovsky, 1979). Erikson recognized that there is an inherent 

desire in adulthood to pass on wisdom to future generations and this increases with age 

(Erikson, Erikson, & Kivnick, 1986). In Erikson’s last stage of adult development, 

integrity versus despair, he defined integrity as: “a sense of coherence and wholeness…” 

generating wisdom, or the strength that fosters integrity, even in the midst of decline 

(Erikson, 1982, p. 65). How a person integrates one’s life story and embraces wisdom can 

contribute to a peaceful end of life trajectory instead of one of despair. Each stage of 

Erikson’s development is built upon a previous stage, and within each stage is an 

adaptive strength beginning with hope. The way in which people approach the final stage 

of integrity versus despair, has much to do with how they have balanced earlier 

psychosocial distress as well as their reevaluation of their own resilience and strengths 

that they have developed throughout the life course (Erikson et al., 1986). 

 As Erikson aged, he began to rethink the last stage of adult development. He 

revisited his stages of development and realized that if the initial life stage trust versus 

mistrust generates hope, could integrity, the last stage of development that generates 

wisdom, also contribute to faith that generates a “matured hope,” and completion of the 

life cycle. Hopefulness, “the most childlike of human qualities” without which life could 

not “begin or meaningfully end” (Erikson, 1982, p. 62) would then hold equal 

significance for the final stage of life as for the first developmental stage of life. In 

thriving cultures, hopefulness is witnessed in the vitality of the encounters between the 

young and old, the circle of life, a “meaningful interplay between beginning and end” (p. 
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63). Perhaps faith and “matured hope” allow one to transcend or find meaningfulness in 

life in spite of adversity or increasing frailty as a person ages. A few studies have shown 

that as some people age their SOC increases and possibly could be instrumental in 

fostering faith and matured hope at the end of the life cycle.  

For centuries explorers have searched tirelessly for the “fountain of youth,” the 

secret to a longer life. Today there is increased awareness that the primary goal in life is 

not necessarily a mere extension of years of life but prolongation of quality of life or 

“health” in the holistic sense of the word; including health of body, mind, and spirit 

(Olshansky, Hayflick, & Carnes, 2004). Life span developmental theorists such as 

Erikson, have suggested that growth and development occur throughout the life cycle 

(1982) and there is increasing evidence of “untapped reserves” within the elderly (Baltes 

& Baltes, p.4, 1990). Biological, psychological, socio-cultural, and life-cycle forces, 

much like the generalized resistance resources described by Antonovsky (1979; 1987), all 

contribute to the uniqueness of the aging process for each individual (Cavanaugh, 1999). 

How aging women who have lived through multiple adversities including IPV, integrate 

their own experience as they age, needs further study, including the identification of 

untapped reserves that may contribute to quality of life.  

Successful aging involves maintaining health and cognitive functioning as well as 

having social support and active engagement in life (Rowe & Kahn, 1997) and although 

social networks may wane, the quality of one’s social networks are most influential 

(Berg, Smith, Hency, & Pearce, 2007). Some studies have suggested that as social 

support systems decrease, religion/spirituality may take on a stronger influence on health 
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and well-being (Park, 2007) and offer unique ways in which to cope with life’s 

challenges. However for some religion/spirituality may also create distress (Faigan & 

Pargament, 2011) as illustrated in some of the stories of women who have experienced 

IPV. Optimistic self-perceptions of health and having meaning and purpose in life have 

also been shown to be protective (Mossey, 1995).  

The roots of successful aging, like SOC, develop early in life and are shaped by 

childhood personality and temperament and life experiences. Nevertheless there is 

plasticity throughout the life course that can affect trajectories (Berg et al., 2007). 

Antonovsky’s salutogenic theory (1979; 1987), therefore, incorporates many of the 

components for successful aging in the concept of SOC and may explain how some 

people achieve subjective health and well-being in the midst of adversity throughout the 

life course. The salutogenic theory has captured the interest of interdisciplinary 

healthcare professionals worldwide. Studies throughout the world have shown a strong 

link between SOC and physical and mental health throughout the life course (Lindström 

& Eriksson, 2005; 2010). The theory has been instrumental in increased understanding of 

the factors that push some people closer to the health end of the ease/dis-ease continuum 

even in the midst of adversity.  

 Studies of Aging and Salutogenic Theory 

 There is a growing body of literature using a salutogenic approach to study 

successful aging, especially in the area of mental health and aging, and health promotion 

(Lindstrom & Eriksson, 2010). Studying aging with a salutogenic lens is consistent with 

the familiar WHO slogan of “adding life to years” not simply adding years to life 
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(Lindstrom & Eriksson, 2010).Various studies have shown that the SOC is an important 

link between certain personal attributes and positive mental health and people with a 

strong SOC live longer, have improved quality of life, and seem to handle stress and 

negative life events better than those with a weaker SOC. Other studies have illustrated 

how a salutogenic framework is a healthy model for aging, and lastly, a handful of 

studies have shown that incorporating salutogenic principles in health care interventions 

may improve mental health in an aging population (Billings & Hashem, 2010). 

Successful aging is a dynamic and salutogenic process of growth over the life course. 

Past experiences provide tools to cope with present circumstances and may explain part 

of the reason why SOC appears to increase throughout life. The abstractness of the 

salutogenic theory contributes to the creativity with which it can be utilized in both 

quantitative and qualitative research approaches to understanding successful aging and 

adversity. This section will outline some of these studies. 

 Not surprising, the salutogenic theory has been used by researchers worldwide 

who have found SOC to have a main, moderating, or mediating effect on perceived heath 

and quality of life (Lindstrom & Eriksson, 2010). For example, in a study investigating 

mood and immune effects on older adults anticipating a voluntary housing relocation, 

SOC moderated the anticipatory effects of moving on natural killer cell activity. 

Participants with a lower SOC seemed to have poorer immune functioning in anticipation 

of the move. SOC played a significant role in moderating the negative impact of stressful 

life events in this group of older adults (Lutgendorf, Vitaliano, Tripp-Reimer, Harvey, & 

Lubaroff, 1999). 
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The purpose of a salutogenic study in Canada was to compare both the negative 

and positive post-traumatic characteristics of survivors of the Holocaust with Jewish 

adults of similar characteristics but who had not lived under Nazi domination (Cassell & 

Suedfeld, 2006). The survivor group, n= 45, consisted of women and men who had been 

in concentration camps or Jewish ghettos known to the authorities as well as those who 

were hiding from the Nazi authorities, some under a false identity. The comparison 

group, n = 21, consisted of women and men who had not lived in continental Europe 

during the Nazi domination. The authors examined scores on salutogenic and pathogenic 

post-traumatic variables between the two groups. Between group analysis showed that the 

survivors had higher overall SOC scores than the comparison group M = 5.16 (SD = 

0.76) versus M = 5.01 (SD = 0.94) F (1, 33) = 4.25, p < 0.05. This group also scored 

higher on self-esteem however the result was not statistically significant. Although the 

survivor group scored higher on the traumatic symptom checklist (TSC), the authors 

concluded that overall the TSC scores were low. The survivor group scores on 

depression, anxiety, and sleep disturbance were significantly higher than those in the 

comparison group however interestingly, for both groups, having been divorced was 

correlated with higher TSC scores M = 1.88 (0.47) versus 1.60 (0.33) t = 2.54 p < 0.05. 

The survivor group was found to be less religiously observant than the comparative group 

t(63) = 1.99, p < 0.5, and expressed greater benefit in telling one’s story M = 3.93 (1.47) 

versus 2.61 (1.19) t(60) = 3.78, p = 0.001. Within group analysis showed a significant 

negative correlation between higher scores on SOC and TSC, r = -0.52 p < 0.01 and 
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women in the survivor group scored significantly higher than the men on the depression 

subscale, t(38) = 2.75, p < 0.01.  

In spite of the horror of the Holocaust, the Cassell and Suedfeld (2006) study 

suggested that survivors had integrated their experience and appeared well adjusted. It 

was difficult to determine if the survivor’s higher SOC scores were related to their 

traumatic experience or was it their disposition and coherence that enabled them to 

survive, an area for further research. The authors suggested that their personal strength 

and continued growth may have been a result of the extreme trauma. 

Several studies have illustrated a mediating effect of SOC between GRRs and 

health ease/dis-ease in older adults. Wiesmann & Hannich (2008) found that SOC clearly 

mediated the relationship between generalized resistance resources such as self-esteem 

and self-efficacy, with well-being in a group of 170 active older adults, 37 of whom were 

men. Self-efficacy, self-esteem, and education were the most important predictors of 

well-being. SOC accounted for an additional 6% of the variance in well-being when the 

other resources were controlled for indicating a mediating effect. Another study 

conducted by Wiesmann, Niehörster, & Hannich (2009) also explored the mediating 

effect of SOC on health. The sample for the study was 389 elders and consisted of 73.4% 

women and 22.2% nursing home residents. The mean age of the sample was 74 (SD = 

7.58 years). The researchers found that SOC mediated the relationship between the 

psychosocial GRRs of optimism, self-esteem, and self-efficacy as well as social support, 

with psychological health but not physical health. Wiesmann et al. (2009) asserted that 

SOC fostered psychological integrity, which resulted in subjective well-being in aging. 
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The authors suggested that SOC could be used as a screening intervention in older adults 

to detect those with lower scores who may be at increased risk for psychological distress. 

As such, they may benefit by programs to strengthen SOC. 

A recent study in Norway was conducted by Langeland, et al. (2006) to examine 

whether incorporating salutogenic principles into mental health treatment plans could 

improve coping in adults. The sample included 106 participants who were divided into a 

control group, n = 47, which received usual treatment and a new coping enhancing 

treatment group that utilized salutogenic principles, n = 59. Seventy percent of the study 

sample were women with a mean age of 51 years (SD = 14, range 20-80). The 

experimental treatment consisted of talk therapy sessions with trained counselors as well 

as a written reflective assignment. SOC and a symptom checklist were measured before 

and after 19 weeks of treatment, as well as 6 months post treatment. Coping, measured as 

SOC, did improve in the experimental group as compared to the control group, p = 

(0.03), 1 week after intervention and participants seemed better equipped to control their 

mental health symptoms, even 6 months post treatment although at that time the 

difference was smaller and no longer significant p = (0.48). The results suggested some 

promising possibilities for health promotion or salutogenesis in adults with mental illness. 

This study illustrated that the salutogenic theory can be creatively utilized to improve 

health outcomes and deserved further investigation. However, the study could have been 

strengthened if the authors would have analyzed by age.  

 Another large correlational descriptive Canadian study examined the relationships 

between stress, social support, and recent traumatic life events on SOC (Wolff & Ratner, 
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1999). Data from 14, 626 Canadians, 21% over 60 years of age were analyzed and results 

indicated that stress and recent traumatic life events were negatively correlated with 

SOC, r = -0.53, p < .01, r = -0.33, p < .01, and perceived social support was positively 

correlated with SOC, r = 0.21, p < .01. In regression analysis, chronic stress was the most 

significant predictor of SOC explaining 13% of the total variance, β = 0.41, p < 

.001.Traumatic events during childhood were found to be stronger predictors of SOC 

than traumatic events during adulthood although childhood events explained only 1% of 

the total variance. Although Antonovsky initially thought that SOC was relatively stable 

by age 30, this study indicated that chronic stressors in adulthood may weaken one’s 

SOC. 

  The salutogenic theory has been used in a wide array of studies in older 

populations with chronic illness, including COPD, cardiovascular disease, and depression 

(Delgado, 2007; Norekval et al., 2009; Mellqvist, et al., 2011). Delgado found that a 

strong SOC was highly correlated with perceived quality of life, and participants who 

scored high on SOC also had high scores on the spirituality scale suggesting that SOC 

and spirituality may be important buffers to stress in chronic illness.  

Mellqvist, et al. (2011) studied SOC in elderly Swedish patients hospitalized after 

a suicide attempt to identify factors associated with a decreased SOC. Eighty elderly 

participants were included in the study, 38 men and 42 women with an age range of 70-

91. Researchers found that the mean SOC score was lower in this population than in other 

studies exploring SOC and chronic illness. Univariate logistic regression revealed that the 

odds of having a SOC score in the lowest quartile were 15 times as high as those not 
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having a diagnosis of major depression, OR 15.2, 95% CI (2.13 – 669), p = 0.013. Having 

moved in the past five years OR = 5.32, CI (1.22 – 27.2), p = 0.023, and lack of contact 

with adult children OR = 4.38, CI (1.11 – 19.2), p = 0.032 and grandchildren OR = 6.41, 

CI (1.43 – 37.3), p = 0.011 also increased the odds of having a low SOC. The authors 

suggested that older adults with low SOC scores may have a more difficult time adapting 

to stress and life changes (Mellqvist, et al., 2011). The results also highlighted the 

important place that grandchildren held in the lives of these study participants.  

Another study examined the relationship between the concept of worry and SOC 

(Neikrug, 2003). The study included 361 adults with a mean age of 38. The middle aged 

adults had the highest scores on the Worry Scale as did women; and women worried 

more about finances and health than the men in the study. For the most part the older 

adults were the least overwhelmed with worry and coped adequately with life. The 

highest SOC scores were found among the 64-75 age group. No correlation was found 

between the overall SOC score and worry however there was a negative correlation found 

between the subscale of manageability, a component of the SOC, and worry r=-0.26. No 

differences were found between SOC scores in men and women or based on marital 

status however those with less formal education scored lower on SOC. This study 

illustrated that SOC can increase with age and may contribute to an increased sense of 

peace and well-being. 

The salutogenic theory has been used in several studies with older patients; 

however, most of these studies used SOC as a quantitative variable (Soderhamm, Dale, & 

Soderhamm, 2011). Nonetheless, Antonovsky believed “that we can only learn and 
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advance by use of different methodologies” (1987, p. 63). As such, salutogenesis has 

framed numerous qualitative studies as well, and has been valuable in both deductive and 

inductive analyses. For example, a recent Swedish study explored the three aspects of 

SOC, comprehensibility, manageability, and meaningfulness to increase understanding of 

how informal caregivers comprehended and managed their role as caregiver of a loved 

one with cancer, receiving palliative home care (Milberg & Strang, 2004). The 

participants’ ages ranged from 48-79, 10 were women, and all were caring for family 

members who had terminal cancer. The findings captured the strengths of the informal 

caregivers, including, maintaining a positive state of mind and having a sense of power, 

competence, support and accessibility that helped them manage the situation. Open 

information from the hospice staff, the patient, and friends was essential and fostered 

comprehensibility and a congruent inner reality.  

Phenomenological researchers have also found creative ways to utilize 

Antonovsky’s framework (Soderhamn, Dale, & Soderhamn, 2011; Malterud & 

Hollnagel, 2004). Soderhamn, et al. (2011) used a phenomenological descriptive 

approach to explore health and self-care among rural home-dwelling adults over 65 in 

southern Norway. Purposive sampling identified eleven older adults with a mean age of 

73.5 who were found to have a strong SOC in a survey conducted prior to the study. 

Findings revealed several factors influential to health and self-care including: “having 

contacts with the health care system, being physically and mentally active, being 

engaged, having contact with family and others, being satisfied and positive and looking 

forward” (p. 154-155). Being able to dream, plan for a journey, and remain hopeful were 
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also important to health. This study illustrated an innovative approach to a qualitative 

exploration of important health determinants in aging participants, found to have had a 

strong SOC, in an earlier quantitative study.  

Salutogenic theory has also been used in mixed methods studies in older 

populations, which elucidates the numerous and creative ways this theory can be utilized 

to understand health in adversity. For example, Karolich & Ford (2010) conducted a 

study to explore how meaning of end stage renal disease (ESRD) related to 

comprehension and management of the disease for older adults with ESRD in central 

Kentucky. The study included 100 patients on dialysis for a period ranging from 6 

months to 13 years (mean = 2.99 years, SD = 2.27), with an age range from 50-91. A 

purposive sample was chosen for the qualitative part of the study and included 5 of the 

participants with the highest SOC score and 5 with the lowest score to explore the 

meaning these adults gave to their day to day dialysis experience. Besides significant 

differences between the two groups on SOC scores, there were no other significant 

differences between the two groups. The results indicated that those participants with a 

stronger SOC were more adherent to treatment plan than those with a lower SOC. 

Qualitative data revealed that participants with higher SOCs were more active 

participants in their disease process and some even saw the disease as a blessing. One 

participant with a high SOC score described going to dialysis as going to a job that she 

benefitted from in contrast a participant with a low SOC score, who described dialysis as 

a “crummy job” that she had to drag himself to and hated (p. 31). This creative example 

of how the salutogenic theory can be used in one particular chronic disease in aging may 
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serve as a helpful tool in looking at health outcomes as well as to understand perceptions 

of patients with other chronic diseases. Studies of this kind also highlight need for 

intervention and increased support for older patients with low SOC. Although descriptive 

data was given of the 100 participants in the quantitative part of this study, there was no 

description of the participants in the qualitative study and this would have enriched the 

findings.  

 These are just a few examples of the vast array of studies that have utilized 

Antonovsky’s salutogenic theory. The studies highlight the usefulness and 

appropriateness of this theory in the study of health in aging populations, including those 

aging with adversity. 

Studies of IPV and Salutogenesis 

To date, few studies have used the salutogenic theory to explore the IPV 

experience. A Swedish mixed methods study, Scheffer Lindgren, and Renck (2008) 

examined psychological distress in women who had left an abusive relationship. The 

study also explored SOC as a coping resource in these same women. Data were collected 

from 14 women in Sweden with a mean age of 38. Their ages ranged from 25 to 50 and 8 

of the 14 were university educated. The researchers found the SOC scores to be 

surprisingly high in 10 of the women. The SOC scores ranged from 21-82 with a mean of 

55.57 (total SOC scale range was 13-91). Not surprising, 12 of the 14 women reported 

psychological disturbance even among those who scored high on SOC. However, the 

women with higher SOC scores reported less psychological disturbances. The study 

found that women with high levels of SOC had low levels on the Symptom Check List 
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(SCL-90-R) whereas the women with the lowest SOC levels had high SCL-90-R scores. 

Three of the four women with low SOC scores had experienced earlier trauma in their 

lives. The researchers suggested that the high SOC scores may have been influential in 

some of the women’s decision to leave an abusive relationship. The qualitative 

component of this study added depth to these findings and illustrated that in spite of the 

common themes of fear/uncertainty and shame/guilt among the stories of these women, 

inner strength and a high self-esteem was also manifested. One woman described her 

experience in these words: “the daily terror is so deep seated, not being safe in your own 

home” (p.220). Yet another recalled, “Had I not had this strong inner self, then it would, 

it would have all gone to hell” (p. 224).  

This study included relatively younger women from Sweden and therefore the 

findings may not be the same for older women or women in a different country. 

However, the study highlighted the advantages of using a mixed methods, salutogenic 

approach to broaden understanding of a sensitive phenomenon such as IPV. 

 In another Swedish study, researchers explored the relationship between 

exposure to domestic harassment, violence, sexual abuse, or a combination of, and three 

health indicators; SOC, self-perceived health, and absence due to sickness (Hensing and 

Alexanderson, 2000). The sample included 1075 Swedish women aged 18-64 who were 

divided into three groups; those who had never experienced abuse, n = 535 those who had 

experienced domestic harassment only, n = 326, and those who had experienced violence 

or sexual abuse or both, n = 124. The findings illustrated that women who had 

experienced domestic harassment, violence, sexual abuse or a combination of violence or 
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sexual abuse had lower SOC and quality of life scores than those without an abuse 

history. The lowest SOC scores were found among women who had been exposed to 

violence, sexual abuse or both. The study lacked clear definitions of the concepts being 

measured and the reader is left wondering how the researchers defined domestic 

harassment. It was not clear if they were alluding to psychological abuse, but that was my 

assumption. The predominant understanding of IPV is that violence can be psychological, 

physical, and sexual; however, when the authors spoke of violence, it appeared that they 

were alluding to physical violence only. This study illustrated the importance of clear 

definitions in regards to IPV research. Although the researchers found lower SOC scores 

among the women exposed to IPV, there was no indication if the women were still in 

abusive relationships or the duration of the abuse. Increased clarity would have 

strengthened this study. Furthermore, the relevance of the findings to US women or 

Hispanic women or to women older than 65 is unknown. 

Research has shown that women experiencing IPV demonstrate incredible 

strength yet few studies conduct research specifically from a resource framework 

(Campbell et al., 2009) and this may explain why there are only a handful of studies that 

have used the salutogenic theory in exploring IPV. Two recent qualitative studies used 

salutogenic theory as a sensitizing framework in IPV research with aging women (Divin 

et al., 2013; Lazenbatt, Devaney, & Gildea, 2010). Both of these studies strived to 

capture the strengths within aging women who had experienced IPV, and the results 

echoed recent salutogenic reflection that “life is more than survival” (Eriksson & 

Lindstrom, 2011). 
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A secondary data analysis, guided by a feminist adaptation of Antonovsky’s 

salutogenic theory, explored the ways in which aging Mexican-American women, with 

multiple adversities, including IPV, demonstrated strength in overcoming their 

adversities (Divin et al., 2013). The data was collected for an ethnographic investigation 

in the state of Texas that used a life course approach to understand health disparities in 

Hispanic and Non-Hispanic women aging with mobility impairments, n = 122. Thirteen 

women in the parent study were interviewed in Spanish. The women were Mexican-

American and their ages ranged from 55-75. Seven of the thirteen had a lived experience 

of IPV and 5 of the seven had also experienced abuse as a child; their interviews served 

as the sample for the secondary data analysis. Their rich accounts illustrated that some 

women were able to integrate their IPV experience and find peace while others described 

simply waiting until death to finally be at peace with their life experiences. For all the 

women, the IPV experience left an impressive watermark on the pages of their lives, and 

many recognized the strengths they utilized to survive, even when their heart could no 

longer take it. They found strength in their faith, family, friends, and nature, including 

their pets. This is likely the first study that focused on the IPV experience in aging 

Mexican-American women. Given that the study was a secondary data analysis, the 

authors’ ability to delve deeper into the IPV experience of these women was not possible. 

This qualitative study illustrated that one cannot understand a woman’s IPV experience 

without an understanding of the multifaceted complexity and intersectionality that color a 

person’s experience as they age. These include but are not limited to poverty, limited 

access to care, language barriers, multiple co morbidities, all of which may jeopardize 
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women’s health and well-being. Future studies should explore more specifically the long 

term IPV experience in aging ethnic minorities with a focus on sociocultural factors, 

resources and strengths that sustained health through and beyond the IPV experience as 

these factors may be different among different ethnic groups. 

One of the most recent studies was a qualitative study, guided by Antonovsky’s 

Salutogenic Theory in Northern Ireland (Lazenbatt, Devaney, & Gildea, 2010). The 

purpose of the study was to greater understand the IPV experience of older women in 

Northern Ireland, in particular how they coped with long term abuse. The researchers 

sought to give voice to 18 older women living with IPV or with a history of IPV. A 

purposive sample (n = 18) of women, who were currently in an abusive relationship or 

had lived in an abusive relationship since age 50, were recruited for this study. The age 

range of the women in this study was 53-70 years and the mean age was 61 years of age. 

The women had endured long term abuse over a range of 22-48 years, with a mean of 39 

years. Eleven of the women were still with their abuser, 6 were divorced or separated and 

1 was widowed. Three of the women had witnessed IPV as a child and seven of the 

women had experienced physical abuse as a child. None of the women in this study 

reported physical violence at the time of the study but 12 had a history of physical abuse. 

All of the women reported psychological or emotional abuse by their intimate partners 

and this was ongoing.  

Fourteen of the 18 women reported poor health and no participant reported good 

or excellent health. Mental health was affected at alarmingly high rates with 17 of the 

eighteen women reporting depression and hopelessness and 16 of the 18, anxiety and 
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inner restlessness. Some women reported talking with family and friends to cope; 

however, many adopted negative coping strategies such as smoking, alcohol, or taking 

prescription anxiolytics such as Valium. Many spoke of continued self-blame that 

became more intense as the years went on. Their feelings of guilt seemed to overshadow 

their strength. A common mode of survival was to try to simply block out the violence 

through the above mentioned means. The women expressed that the psychological abuse 

and ongoing degradation was the most difficult to handle and happened repeatedly. This 

form of abuse was described by the authors as an “invisible” form of violence. One 

woman described the abuse in this manner, “My soul has died time and time again” and 

another “life is like being in a locked prison of emotions and fears” (p. 59, p. 57). 

Although they sought assistance in the health care arena, the health care professionals 

focused simply on the symptoms without a deeper look at the underlying causes and 

unresolved issues, some extending back to childhood. It is important to note that while 7 

of the women were no longer in abusive relationships, their self-reported health remained 

affected. 

The authors’ findings were situated into the three components of sense of 

coherence (SOC), comprehensibility, manageability, and meaningfulness. The authors 

illustrated that a person’s SOC is weakened by IPV and that identifying salutogenic 

coping strategies could have a profound effect on a woman’s psychological adjustment 

and well-being. The following themes related to the comprehensibility component of 

IPV: detrimental effects on wellbeing and mental health, loneliness and isolation, and 

concern for the abuser. Under the manageability component of SOC the researchers 
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situated the themes: prolonged and lifelong effect of abuse and trauma, coping strategies 

and resources; both negative and positive, health professional support, support needs 

and barriers to help seeking. Finally, under the meaningfulness component the following 

themes were identified: living with shame, guilt, self-blame, and secrecy, living with fear 

and intimidation, feelings of loss, hopelessness, and powerlessness. 

 Although this study was guided by a salutogenic framework, few “salutogenic” 

factors, that is, factors that moved women closer to the ease end of the ease/dis-ease 

health continuum, were identified, even among the women who were no longer in 

abusive situations. Perhaps “salutogenesis” was manifested simply by the fact that these 

women were still alive after enduring long term abuse or possibly not fully captured in 

this study. On the other hand, perhaps the lived experience of cumulative IPV had 

weakened the participants’ SOC to the point that they had difficulty adopting healthy 

coping skills.  

The study clearly illustrated that abuse is present in some older women and the 

effects of cumulative abuse can be devastating and a threat to a woman’s well-being. 

Psychological abuse appeared to have the most devastating effects on both physical and 

mental health. The researchers suggested that depression throughout the life course may 

increase a woman’s chance of experiencing IPV as well as make it much more difficult to 

end an abusive relationship. The authors called for strategies to foster “salutogenic” 

coping and enhance SOC in women survivors of IPV through behavioral health programs 

such as cognitive behavioral therapy as well as increased awareness among health 

professionals.  
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Summary of Salutogenic Studies 

 

Antonovsky’s focus on salutogenesis embraces the entire life story of a person 

and provides an invaluable framework to understand health and well-being even in the 

midst of adversity. Although the salutogenic theory overlaps with other theoretical 

perspectives such as resilience and hardiness (Eriksson & Lindstrom, 2011), the fact that 

this theory originated from a salutogenic perspective makes it unique from other 

perspectives. The theory has been used extensively cross-culturally in both quantitative 

and qualitative studies throughout the life course, as such, it has had a profound influence 

on our interpretation of the “mystery of health” (Almedom, 2005). Initially, Antonovsky 

believed that by midlife, SOC was fairly stable; however, more recent studies have 

shown that for some people SOC tends to increase with age and throughout the life 

course (Lindström, 2010). Of note, some of the highest levels of SOC have been found 

among the oldest populations (Lindström & Eriksson, 2010). One cannot deny that life is 

filled with adversity. Instead of focusing on the various stressors in life and the resultant 

dis-ease, the salutogenic theory offers a unique lens for capturing the human spirit that 

often rises above such adversity.  

CHAPTER SUMMARY 

In deconstruction of the literature, the second phase of the interpretive process, 

the researcher searches for evidence surrounding the phenomenon she will study to 

identify the gaps, inconsistencies, and missing voices, and that has been the primary 

purpose of this chapter. Although there is increased interest since the 1990s to understand 

the IPV experience in aging women, aging women have largely been neglected in the 



 133 

IPV literature (Lazenbatt, Delaney, & Gildea, 2010), especially aging women from ethnic 

minorities. However, recent studies from places throughout the world have raised 

awareness of the health implications of long term IPV and the importance of further 

exploration of IPV in aging women. The women who have participated in these studies 

have voiced power in telling one’s story and the desire to empower other women in 

similar situations. The studies from Australia, Europe, Canada, and the U.S. have 

supported the fact that IPV is universal and furthermore, there is no aging out of violence 

for some women. .  

Patriarchal mores and the social pressure to preserve the family unit are universal 

as well. The response to IPV, however, and the ways in which violence is identified and 

defined may be different based on sociocultural factors (Frias & Angel, 2012) as culture 

is the lens though which the IPV experience is interpreted, as evidenced in this review. 

Sociostructural factors such as immigration, education, and poverty may also color the 

IPV experience and constrain choices for some aging women. However, as this review 

has also elucidated, successful aging in the midst of adversity is possible. In spite of 

increasing interest in aging and IPV, there remains a critical gap in the literature. The 

need to include the voice of aging women in IPV research and especially the voice of 

aging women from ethnic minority groups, who may be even more vulnerable, demands 

the attention of the healthcare community. This study was a response to this need and 

from a salutogenic framework, sheds light on the strengths that aging Mexican-American 

women have used to comprehend, manage, and find meaning in their life experience of 

IPV. 



 134 

Chapter Three: Methodology 

The purpose of this study was to increase understanding of the lived experience of 

IPV through the lens of aging Mexican-American women and to explore the strengths 

manifested throughout and beyond their IPV experience. This chapter will outline in 

detail the interpretive process, Denzin’s interpretive interactionism that guided this study 

(Denzin, 2001). Also highlighted will be the risks and benefits of sensitive research of 

this kind, and measures taken to protect the participants. The study sample, data 

collection and data analysis process, as well as study rigor and trustworthiness will also 

be described. The findings of a pilot interpretive study conducted with three aging 

women who had experienced IPV will also be reviewed, as this pilot laid much of the 

ground work for the this dissertation and illustrated the usefulness of the methodology of 

interpretive interactionism within IPV research.  

THE METHODOLOGY OF INTERPRETIVE INTERACTIONISM 

Roots of Interpretive Interactionism 

  The interpretative perspective, situated in social science and a naturalistic 

worldview, is described as post-positivist and critical (Lincoln & Guba, 2000) and 

opposes the assumptions of objectivity, causality, and value-free inquiry that have been 

predominate forces in science historically (Tower, Rowe, & Wallis, 2012). This 

theoretical perspective, interpretive interactionism, strives to understand the meaning and 

significance that participants give to their human interactions with the purpose of 

increasing knowledge through the interpretation of those meanings. It does not attempt to 

explain or predict (Denzin, 1989, 2001). “Interpretive interactionists want to interpret, 
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perform, and change the world” as they study the problematic lived experiences of others 

(Denzin, 2001, p. 26). Hence, Denzin describes interpretive interactionism as “the point 

of view that confers meaning on problematic symbolic interaction” (p. 32). Researchers, 

caught in the hermeneutical circle of interpretation, are very much a part of what is being 

observed and bring their own preconceptions to the problems they seek to understand. 

Hence, “value-free interpretive research is impossible” (Denzin, 2001, p. 43.) For this 

reason, it is essential that researchers clearly state their biases at the beginning of a study; 

otherwise, there is risk that interpretations may be misunderstood or clouded (Denzin, 

2001).  

The critical, existential, and interpretive approach embraced by Denzin evolved 

from the work of several different scholars in multiple disciplines and includes 

“interpretive anthropology or sociology, hermeneutics, cultural studies, phenomenology, 

symbolic interactionism, ethno methodology, the case study method, and Chicago school 

sociology” (2001, p. 33). Denzin recognized that there were multiple interpretive 

perspectives, and his methodology was an attempt to wed traditional symbolic 

interactionism with the phenomenological approach of Heidegger and the hermeneutical 

tradition (2001). Symbolic interactionists believe that people act toward things (symbols), 

including one another, based on the meanings that they have attached to them. These 

meanings are attained by way of interacting with others and their environment, and are 

formed, transformed, and modified through an interpretive process (Blumer, 1969). There 

is freedom of choice in a person’s actions; however, it is important to recognize that 

societal and cultural norms may constrain a person’s choice (Benzies & Allen, 2001). For 
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phenomenologists such as Heidegger, knowledge is grounded in the lived experience and 

the meanings that people give to their experience (Omery & Mack, 1995). Merleau-Ponty 

later posited that meaning is not given to an experience rather received from that 

experience (1964). Interpretations of experience, according to Heideggerian 

phenomenologists, are expressed through language, rooted in the culture in which a 

person is born, and manifested in day-to-day rituals and activities (Plager, 1994). 

Hermeneutics has been described as the process of interpreting interpretations of the lived 

experience to uncover hidden meanings and make the foreign familiar (Reeder, 1995), 

recognizing that value-free research is impossible. The researcher has an ongoing circular 

dialogue with oneself, known as the hermeneutic circle, as well as with experts in the 

field. This entails moving back and forth from text to interpretation over and again to stay 

as true to the meaning as is plausible, while recognizing that “knowing is possible only 

through reflective thinking by beings on Being and the ways of being in the world” 

(Omery & Mack, 1995, p. 150). The researcher acknowledges that “the being in which 

we are already standing is illuminated” (p.148). 

As his work evolved, Denzin drew upon the writings of Mills, Sartre, Merleau-

Ponty, and feminist social theory to challenge existing social structures with his 

methodology (2001). Denzin’s work was perhaps most closely a continuation of the 

teachings of C. Wright Mills, whose work was also historical, biographical, and 

interactional, and who challenged scholars to explore how individual issues were 

connected to public issues as well as public responses to those issues (1959). Mills 

believed that human beings “live in a secondhand world” and that it was not interactions 
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or social acts alone that influenced one’s reality but that reality was mediated by 

symbolic representations, narratives, and televisual structures that stood in between 

(Denzin, 2001, p. x). Hence, Mills suggested that we can only study the way in which 

people represent their experience (Denzin, 2001, p. x) and that experience may be 

expressed differently at different moments.  

Exploring Epiphanies 

 The hallmark of Denzin’s method of interpretive interactionism that sets his 

interpretive approach apart from others is his focus on understanding and interpreting the 

lived experience by exploring the epiphanies within a person’s life or major life moments 

which are events “that radically alter and shape the meanings that persons give to 

themselves and their life projects” (2001, p. 34).  

Denzin describes four types of “epiphanies:” (a) the major epiphany, which 

“shatters a person’s life and makes it never the same again” (Denzin, 1989, p. 17), (b) the 

cumulative, which are a series of events that reoccur in a person’s life, (c) the minor or 

illuminative, where underlying tensions in a relationship are revealed and, (d) the relived 

epiphany, where the person re-experiences a major turning point in their lives. These 

moments are often transformational and foster change. For example, a woman with a 

history of IPV may have a major epiphany when she realizes for the first time that she is 

being abused or assaulted. In a cumulative epiphany, the repeated violence may finally 

prompt a decision to leave, whereas the illuminative epiphanies may be moments when a 

woman recognizes her own strength and creativity in the midst of the underlying 

tensions. Finally, a relived epiphany may be the transformational moments when a 



 138 

woman relives a major turning point (Cho, 1987) or recognizes a pattern of behavior 

from a past relationship or past abuse that prevents further abuse. 

A Catalyst for Social Change 

 Denzin explained that there is a hunger and “a pressing demand” to show that 

critical qualitative research can be a catalyst for social change (2001, p x), especially 

when private hidden problems such as IPV are connected to greater societal issues and 

responses to those issues. Interpretive interactionism addresses the interrelationship 

between private lives and public responses to those personal problems (Denzin, 2001) 

and Denzin elaborates on how interpretive interactionism can be useful to qualitative 

researchers who want to understand this interrelationship. He specifically mentions wife 

battering or alcoholism as exemplars of private problems meriting social responses. 

Denzin emphasized that to evaluate social responses to personal problems first and 

foremost, you have to understand the perspectives and experiences of the people most 

directly affected.  

 The methodology of interpretive interactionism has been criticized by some for 

not being critical enough (Sundin & Fahy, 2008); however, in Denzin’s second edition of 

Interpretive Interactionism, he explicitly explains how “critical interpretive qualitative 

research can change the world in positive ways” (2001, p.155). Denzin explains that a 

“critical interpretive method” (2001, p. 41), rooted in Sartre’s (1963) progressive-

regressive method of analysis strives to understand a particular group within a specific 

historical, biographical, and cultural context. This method starts with the biography of a 

person and moves forward and backward in time to greater understand a person’s 
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experiences and actions taken and then compares commonalities and similarities within 

participants’ stories. Interpretive interactionism strives to understand how power and 

ideology shape the cultural text and meanings that people give to their experiences, and 

Denzin outlines this process in the second edition of his handbook on interpretive 

interactionism (2001). He explained that there is growing appeal for critical cultural 

studies, the “seventh moment” of inquiry. The criteria for evaluating qualitative work of 

this kind are rooted in the ethic that embraces the dignity and the sacredness of all 

persons, honesty, and non-violence (Denzin, 2001). Interpretive research therefore, lays 

the foundation for social betterment as the goal of the interpreter is to make visible that 

which has been hidden (Merleau-Ponty, 1968). Intimate partner violence has been 

described a hidden phenomenon in aging women; hence, it is a well-suited and 

appropriate methodology for a study of this kind.  

Six Steps of the Interpretive Process 

There are six steps outlined in Denzin’s interpretive process (1989; 2001). The 

first step is framing the research questions. Denzin explains the importance of thinking 

reflectively, historically, critically, and biographically in framing research questions. The 

questions lead the researcher to seek out participants who have experienced the lived 

experience that she is attempting to understand and it is important that the question asks 

“how” instead of “why” (2001, p 71). Questions are asked about private problems that are 

also public issues that affect multiple lives, institutions, and social groups (Denzin, 1989). 

In this study participants were asked about their lived experience of intimate partner 

violence and how they sustained health through and beyond the experience. 
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The next step is deconstruction, a critical review of prior understanding of a 

phenomenon, recognizing the voices or perspectives that may be missing. Chapter two 

specifically focused on this critical step in the interpretive process. In this process, the 

researcher seeks to analyze and deconstruct prior preconceptions (Denzin, 2001). For 

example, areas of focus include how IPV is defined, how IPV is identified by healthcare 

providers, whether health care providers are attuned to the long term health implications 

of cumulative IPV in an aging population, and aging women’s experiences in discussing 

IPV with health care providers (Tower, Rowe, & Wallis, 2012).  Another area of inquiry 

could be to examine whether the primary focus of IPV research is on the results of 

victimization versus a focus on the strengths that women manifest to sustain health 

throughout and beyond their IPV experience.  

Deconstruction focuses on what has been studied about a phenomenon in the past 

while capture, the third step of the interpretive process focuses on what the researcher is 

going to do to foster understanding in the present (Denzin, 2001). The primary focus of 

interpretive research is to capture the lived experiences that have shaped the meanings 

that people give to themselves and their experiences, embracing the importance of going 

to the “source” or the expert to understand the “unique fabric” of a person’s life 

(Munhall, 2012; Leight, 2008). In this step obtaining multiple representations of an 

experience is important (Denzin, 2001) and in this study was attained via purposive 

sampling of aging Mexican-American women with a history of IPV. The focus was on 

capturing the crises and epiphanies throughout and beyond their IPV experiences. 
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Obtaining multiple stories allows the researcher to compare and contrast experiences and 

then convey the experiences to others for greater understanding of the phenomenon. 

The last three steps of interpretive interactionism are bracketing, construction and 

contextualization; these steps guide the data analysis and shape the findings. In 

bracketing, the researcher “holds the phenomenon up for serious inspection, taking it out 

of the world where it occurs” (Denzin, 2001, p. 75). In this step, the researcher attempts 

to see the data as something never seen before, laying aside preconceived ideas identified 

in the phase of deconstruction. This attempt, although important to increase the rigor of 

the study, is indeed challenging and perhaps near impossible. For this reason, Denzin 

elucidates the importance of stating upfront one’s biases and preconceived notions of a 

particular phenomenon at the beginning of a study. Through this process, the 

phenomenon can then “speak for itself rather than through concepts or beliefs about it” 

(Omery & Mack, 1995, p.144). Bracketing consists of the following 5 steps: (Denzin, 

2001). 

(a) Location of key phrases or codes within the story that speak directly in the 

participant’s own words about the phenomenon.  

 (b) Interpretation of these phrases by the researcher 

 (c) Reconnection with participants to obtain their thoughts on the interpretations. 

 (d) Examination of the meanings that the phrases or codes hold. 

 (e) Formulation of tentative statements about recurring features of the  

 phenomenon.  
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In construction, the step that builds on bracketing, the researcher attempts to put 

the pieces back together in a coherent fashion in the formulation of themes. The 

researcher gathers together lived experiences to discover “the same recurring forms of 

conduct, experience, and meaning in all of them” (Denzin, 2001, p. 79). Mohr suggests 

that the bulk of the interpretive process takes place during this step (1997). Finally in 

contextualization, the themes and structures identified throughout the steps of bracketing 

and construction are interpreted and their meanings are conveyed via thick descriptions, 

the “cornerstone” or “heart” of interpretive research, without which authentic 

understanding would be impossible (Denzin, 2001, p.54). 

 Denzin described thick descriptions as “deep, dense, detailed accounts of 

problematic experiences” (1989, p. 83). The researcher attempts to convey accurate and 

descriptive accounts of participants’ own definitions and understanding of the 

phenomenon under study. This conveyance should capture their emotions and language 

in detail, as well as highlights the contrasting elements within the stories. Thick 

description illuminates the context and meanings that participants give to their experience 

instead of simply reporting facts, presenting a truer picture of the participant’s world 

(Hall, 1998). The tapestry of participants’ social relationships (Denzin, 1989) illuminates 

the power and ideology that twist and shape human experience. Hence, interpretive 

research plays a critical role in portraying the “terrible and magnificent world of human 

society” (Mills, 1959, p. 225). As researchers, we are simply and humbly attempting to 

interpret and describe via thick description a participant’s experience that we will never 

have any claim to (Denzin, 2001). 
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INTERPRETIVE INTERACTIONISM AND NURSING 

Since the birth of the profession, scholars have recognized that nursing is both an 

art and a science embracing a holistic view of health and concern for the body, mind, and 

spirit (Idczak, 2007). For this reason, nurse researchers have found that qualitative 

methods involving interpretive paradigms have provided rich and detailed accounts of the 

human experience and health (Benzies &Allen, 2001). “Nurses among all helping 

professions, have a privileged position where presence and human touch are our most 

precious assets. Our responsibilities depend on listening as we journey along vulnerable 

passages through the heart” (Reeder, 1995, p.202). Interpretive interactionism provides a 

relevant methodology for gathering and interpreting stories of the heart as nurses explore 

patients’ experiences of health, illness and the institutions set up to care for them (Tower, 

Rowe, & Wallis, 2012).  

Nurse researchers have used interpretive interactionism in a number of ways to 

increase understanding of the lived reality of not only the patients they serve but also to 

increase awareness of the reality of the moral and ethical dilemmas that nurses grapple 

with in their caring for others. Through thick descriptions, they have been able to not 

merely describe facts but portray a vivid picture of the emotions and challenges woven 

into a person’s experience. For example, interpretive interactionism provides a vehicle 

for nurse researchers to greater understand life’s challenges from a holistic perspective as 

exemplified by Hall’s work (1998) on spirituality in HIV patients and Taylor’s research 

on homeless adolescents (2001). It has also been used to guide studies with Mexican-

American women; these include Alcozer’s (2000) study of the experiences of Mexican-
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American women with Type II diabetes and Aranda’s (1997) exploration of the 

healthcare experiences of Mexican-American women with HIV.  

The following examples illustrate how nurses have used this methodology to 

increase understanding of certain ethical dilemmas encountered in practice. Sundin-

Huard & Fahy used Denzin’s methodology to study moral distress and burn out among 

critical care nurses (1999) and Kearney (1995) focused her research on burnout in psych 

mental health nurses. Volker’s study focused on oncology nurses’ experiences with 

requests for assistance in dying from terminally ill cancer patients and assisted suicide 

(Volker, 2001), and Volker, Kahn, and Pentcuff used Denzin’s methodology to study 

advanced practice oncology nurses’ perspectives on patient control at the end of life 

(2004).  

Other studies have illustrated the usefulness of interpretive interactionism in 

theory development. For example, Woodgate and Degner (2003) used a grounded theory 

approach to develop a substantive theory of “keeping the Spirit alive: the Spirit within,” 

in their study of childhood cancer from children and their families’ perspectives (p.1). 

These studies are excellent examples of how nurse researchers have used an interpretive 

approach to better understand the moral and ethical dilemmas faced not only by patients 

but nurses as well. It is not surprising therefore, that Mohr recognized interpretive 

interactionism as “a valuable synthesized research approach that is uniquely suited to 

healthcare research and is in keeping with the philosophies of nursing and medicine” 

(1997, p. 271). 
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In summary, Denzin’s methodology has been shown time and again to not only 

increase understanding of an experience such as IPV in a very palpable way, but also 

challenge existing structures to better serve the people experiencing this phenomenon 

(Tower, Rowe, & Wallis, 2012). Throughout his writings Denzin cites examples of how 

Cho, a sociologist, used interpretive interactionism to understand the lived experience of 

wife battering among Korean women. More recently, nurse researchers in Australia 

outlined, the usefulness of interpretive interactionism in nursing research and used 

domestic violence as an exemplar (Tower, Rowe, & Wallis (2012). Given that reality is 

complex, contextual, and ultimately subjective, the study of reality demands a holistic 

approach as Thorne et al. suggest (2004). Interpretive interactionism provides a well-

suited methodology and holistic approach for several healthcare disciplines including 

nursing and in particular for this study given its existential nature. Paramount within this 

methodology is respect and human dignity of each person (Mohr, 1997), two qualities 

often violated in women who have experienced IPV. 

PILOT STUDY 

 In the fall of 2011, as partial requirement for one of my core courses on 

qualitative research, I began a pilot study on aging and IPV. The aim of the study was to 

establish the feasibility of recruitment and applicability of interview questions before 

undertaking this larger study. The ultimate purpose was to increase understanding of the 

IPV experience in aging women who were no longer living in an abusive relationship and 

explore how their experience had shaped later life. Denzin’s interpretive interactionism, 

with a focus on the epiphanies in a person’s life that are transformational, guided this 
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study. Antonovsky’s Salutogenic Theory, which posits that some people remain healthy 

in the midst of adversity, provided the sensitizing framework. My research questions 

were framed as such: 

1) How do aging women describe what it is like to live in a relationship of IPV? 

2) How do aging women describe who they are today because of their lived 

experience? 

My research proposal was submitted to the Institutional Review Board and was granted 

expedited approval in September of 2011. The IRB asked me to clarify beforehand that 

the women in the study were no longer living in abusive situations as to minimize the risk 

of further harm by an abusive partner.  

 After obtaining IRB approval, three women were identified in a purposive 

sampling process and were known to the researcher as women who had experienced IPV 

in a previous relationship. Their ages ranged from 56-79, and although the intent was not 

to seek out experiences of women from different ethnic groups, one of the women was 

Caucasian, one Hispanic, and one African-American. Their years of marriage ranged 

from 14-20 and their years of education from 12 to 16. All were employed in the health 

care arena at one time in their lives. Denzin’s stage of capture involves going to the 

source, seeking multiple instances of that which the researcher is striving to understand; 

in this case, the experience of aging women with a history of IPV provided three rich 

accounts of the phenomenon. Their recollections of their experiences of IPV were vivid 

and heartfelt. 

Data Collection and Analysis 
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 Data were collected through individual one-on-one semi-structured interviews of 

90 minutes. The interviews were transcribed verbatim and coded and categorized 

according to the steps outlined by Denzin. My own personal biases were expressed in 

writing in previous class papers as I explained my interest in the phenomenon of IPV in 

aging women, birthed from my own nursing experience with women across the life span. 

I included a section in my initial draft of the preliminary findings of the study after the 

first two interviews were complete, articulating the biases that I had brought to the study. 

I attempted to stay as close to the data as possible without preconceptions. Through the 

process of bracketing, the experiences were coded into their essential elements 

identifying key phrases that brought the phenomenon to life in the participants’ own 

words. These phrases were then interpreted to identify recurrent features. Through the 

step of construction the categories were grouped together and interpreted to form themes 

revealing personal epiphanies that were transformational in the participants’ lives. Thick 

descriptions were compared and contrasted between stories to vividly create the 

experiences of the women interviewed.  

Findings 

Antonovsky’s Salutogenic Theory provided the sensitizing framework for this 

pilot work. Throughout the women’s cumulative epiphanies were ways in which they 

manifested their sense of coherence, which Antonovsky described as 

a global orientation that expresses the extent to which one has a pervasive, 

enduring though dynamic feeling of confidence that one’s internal and external 

environments are predictable and that there is a high probability that things will 

work out as well as can reasonably be expected (1979, p. 123). 
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The data analysis revealed six themes: “Inner wisdom sparked reservation,” “IPV 

threatened sense of coherence,” “Intact family unit…generalized resistance resource or 

deficit?,” “Major epiphanies prompt decision to leave,” “Salutogenesis in spite of IPV,” 

and “The indelible mark of IPV and ongoing stressors." In regard to the first theme, all 

three women described having a sense during their courtship that something was not 

quite right; perhaps their inner voice was speaking. One of the participants recalled 

telling her partner, whom she described as a “gangster”, “I don’t want to have anything to 

do with you…and he kept calling.” Another explained that she actually broke up a few 

times but ended up getting married anyway. The second theme revealed the numerous 

attempts these women made to improve their situation, protect their children, or simply 

make the most out of a very difficult relationship One of the women used a powerful 

metaphor to describe how the repeated abuse had depleted her sense of coherence. She 

recounted knowing that she needed to protect her kids yet “feeling like this wet blanket” 

was over her that immobilized her.  

In the third theme, the stories depict the struggle that the women experienced in 

their desire to keep the nuclear family intact as well as the conflicting emotions that were 

generated. Antonovsky used the concept of generalized resistance resources/deficits to 

define the resources that strengthened or deficits that weakened one’s sense of coherence. 

Ironically the women in these stories longed to keep their families intact while at times 

their children were asking them to leave. One participant described the tension in these 

words: “It’s hard cuz you really do want to keep the relationship intact, you want to do 

that for your kids, think it’s gonna get better…my son asked, “mommy, when are you 



 149 

going to leave him?” When another participant actually did leave, her boys stayed 

behind. Her husband promised that she could have them back if she returned. He also 

promised he would no longer be violent but the violence only got worse. 

I went back with him cuz I wanted my boys back. I cried every day of my life for 

my boys…So I took him back and went back to the house and the girls (who were 

older) were very mad at me.  

 

Conflicting and confusing emotions drifted throughout this theme and seemed to tug at 

the heartstrings of all involved. Participants struggled with wanting an intact family and 

saw both the good and the bad within their partner. Children struggled to protect their 

mothers during acts of violence with one participant recounting how her daughter broke 

her arm intervening during an abusive incident between her parents. Two participants 

spoke of ways in which they protected their children during the violent episodes. One 

participant learned to drive so that her children would not have to ride with their father 

when he was drunk. Children questioned their mothers for staying; yet, after being 

manipulated by their fathers who promised to buy them cars and allow them to drink, for 

example, the children went to live with their fathers after decisions were made by their 

mothers to leave. The participants described how their children later regretted their 

decisions or harbored feelings of guilt for breaking up their parents.  

 The fourth theme, “major epiphanies prompt decision to leave,” focused on the 

major epiphanies within the women’s stories that were transformational. Throughout the 

texts were variations of the four epiphanies in Denzin’s interpretive process, the major, 

the cumulative, the minor, and the relived epiphanies and all these moments seemed to 

provide clarity for the women in this study. The major epiphanies, when the participants 
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knew that they could not return, or recognized the abuse as abuse, or acknowledged that 

their children were at risk of harm as well were vividly apparent throughout the stories. 

One participant described a major epiphany, that occurred during a counseling session, in 

these words: “I just started crying and I said, ‘he hits me’ In this really little voice I said, 

he hits me…And it was like a light bulb went off inside of me...I was being assaulted.”  

 The fifth theme, “Salutogenesis in spite of IPV,” was rooted in Antonovsky’s 

Salutogenic Theory and focused on how the women sustained health or moved closer to 

the ease rather than dis-ease end of the health continuum, in spite of their lived 

experience of IPV. All three women voiced gratitude for being able to move on with their 

lives after leaving the abuse. One participant described beginning “life anew” in her 

fifties. Two participants spoke of their abundant faith and the role it played in their 

healing process. All three women shared ways in which they had done more than simply 

survive and their stories, while filled with sadness and pain, also contained moments of 

humor as the laughter had not died. 

Lastly, theme 6 focused on the “indelible mark of IPV and ongoing stressors.” All 

three women spoke of how they continued to be concerned for their adult children and of 

the scars of the abuse. One participant explained that when she sees her own son struggle 

with emotional issues, she is once again reminded of what she lived through. She spoke 

of “feeling really guilty for staying in the relationship that long.” Another participant said 

that her sons have told her that they would not have the drinking problems they have 

today if they would have gone to live with her and not their father. Lastly, two of the 

participants had entered into new relationships and one spoke of the challenge of trusting 
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again without feeling frightened or shutting down. One woman explained that “just your 

ability to share yourself with somebody…a nice feeling though a little foreign.” The 

stories of these three women vividly portrayed the complexities of IPV for all involved 

and accentuated that leaving a violent situation is often not as easy as one might assume. 

Contextualization/Discussion 

The six themes from my pilot study were then contextualized back into the natural 

world to bring the phenomenon to life, highlighting how the lived experiences of the 

women in this pilot study altered and shaped what was already known about intimate 

partner violence. Denzin explained that “the structures of any experience are altered and 

shaped” by the meanings given to them by interacting individuals (p. 80). In this study, 

the findings shed light on societal perceptions of aging and intimate partner violence, 

much more complex, than one could imagine without an understanding of the lived 

experience. One of the participants acknowledged this well as she remembered the well-

known adage that her own mother taught her, “No one knows what’s in the pot except the 

spoon that stirs it.” 

This study, while only a pilot study with a small sample of three aging women, 

illustrated that while there is little research on aging women who do leave abusive 

situations and move on with their lives, these women in fact did do just that, albeit not 

without ongoing stressors. A similar study with aging women conducted by McGarry, 

(2010) found that for some women, abuse in earlier life may remain unresolved, leading 

to feelings of helplessness and hopelessness. Although one of the women in my study 

spoke of receiving ongoing support from her counselor which was vital to her healing, 
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none of the three mentioned feeling helpless or hopeless presently. In contrast, all three 

recounted a time during their abusive relationship when they no longer wanted to go on 

living. Two of the women expressed that they found great solace and hope in their faith, 

not only beyond the abuse but in the midst of the violence.  

One of the major tenets within Denzin’s methodology is that interpretive 

interactionism embraces the interrelationship between private issues such as IPV and 

their societal or public responses, therefore an important and appropriate methodology for 

this type of study. All three of the participants spoke of how their interactions with social 

institutions, for example, therapists, doctors, nurses, police, and shelter staff, were 

essential in their awakening or major epiphanies that paved the way for change. One 

participant recounted that she would be beaten and then taken to the emergency room 

where her partner would explain that she initiated the fight. The last time she was 

hospitalized for the violence, she recalled that the police came into her room and said “we 

know that you didn’t attack him, he attacked you and you’re not going with that man 

anymore…that’s the way I got away from him…” 

Grossman and Lundy (2003) in their research on IPV in aging women explain that 

“an understanding of the context of violence” is critical to inform, protect, and guide 

women who may be experiencing IPV (p. 1450). Although two of the participants in this 

pilot study experienced physical violence, the third participant denied any physical 

violence but was threatened time and again with a gun when she attempted to leave, 

shaping a slightly differing perception of IPV. She described her experience like this: 

“…I mean, I don’t have any stories, you know, of a broken nose, a broken this, a broken 
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that…because he was real smart not to do anything that would cause me to be marked up. 

But it was just a matter of intimidation.” The “just a matter of intimidation” emphasizes 

the importance of understanding the societal and cultural perceptions of IPV in 

informing, protecting, and guiding women living in abusive situations.  

Recommendations 

Without doubt, it is essential to be aware of ethical considerations in conducting 

research around sensitive issues of this kind, keeping the principle of nonmaleficence at 

the forefront. I was in awe of the integrity and eagerness with which the women told their 

stories. I was almost in no need of the semi-structured interview guide that I had 

formulated beforehand. The women’s experiences spoke for themselves with little need 

for prompting the dialogue. Band-Winterstein & Eisikovits in their work with aging 

women and IPV suggest that telling one’s story is the “essence of survival” in aging with 

a history of violence (2009, p. 166). The narratives were rich with thick description and 

metaphor, and I was actually able to visualize some of the scenes that the women spoke 

of. The one-on-one interviews set an important stage for intimate dialogue and were the 

method used for data collection in my dissertation as well. Perhaps because of my years 

of experience as a nurse and more recently in the past 15 years my experience in 

women’s health in primary care, I was comfortable with the intimacy of the interview 

setting and the participants appeared to be as well. For this pilot study, only one interview 

was conducted with each woman. However, I realized that to further develop trust, to 

delve more deeply into the women’s experiences, as well as to obtain the participants 
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thoughts on my preliminary interpretations, as suggested by Denzin, I conducted a 

follow-up interview with each of the participants in my dissertation study.  

One of the participants interviewed, portrayed a vivid picture of the 

intergenerational transmission of knowledge, as she recalled sitting under the kitchen 

table as a young girl listening to the stories of her relatives: "I’d be under the table 

listening to the women talking. That’s how I learned a lot of stuff (laughing)”. She went 

on to say that she was “thankful for the stock” she had come from and she learned to be a 

strong woman from her mother and grandmother. She explained that for her grandmother, 

“there was no Great Depression” it was just life for her. Another participant elucidated 

that strictly defined gender roles contributed to the violence as women are socialized to 

put themselves second. Two of the participants explained that being raised to believe that 

marriage was for life made their decisions more challenging. Perhaps studies of this kind 

can provide insight for future interventions to explore ways to decrease the 

intergenerational transmission of violence. 

I did ask the participants in my pilot study what words of wisdom they would 

have for young women today and their responses were insightful, but most of the 

interviews centered on their past experiences of abuse. Interestingly, the one participant 

who described feeling immobile, as if a wet blanket had been placed over her commented 

that young women should be true to themselves. “Listen to yourself and don’t smother it” 

Listen and be aware and if something doesn’t feel right…just pay attention..Listen to 

that.”  
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The experience of conducting a pilot study in preparation for my dissertation 

supported the feasibility of a study of this nature and better equipped me, as a novice 

researcher, with the skills needed to interview, transcribe, and analyze data as well as 

journal and keep rich field notes of the entire experience. The stories, of the three women 

who participated in this study, while riddled in pain, manifested amazing strength and 

perseverance. These three women were all able to maintain a sense of humor beyond the 

abuse. Although this study was only a pilot study with a small sample, it contributes to 

increased understanding in an area of nursing research where few researchers have 

trodden, and accentuates the complexities of long term IPV including the ongoing 

struggles of life beyond abuse in aging women. 

METHODOLOGICAL ISSUES ASSOCIATED WITH SENSITIVE RESEARCH 

Potential Participant Risks 

“In the process of inquiry, researchers have an inescapable moral responsibility to 

be sensitive to the lives and circumstances of the people about whom they wish to learn” 

including a recognition of the vulnerability of certain groups as well as any potential 

impact of research on those in the study (Benzies & Allen, 2001, p. 545). It is of utmost 

importance, therefore, when conducting research of this kind to consider the risk/benefit 

ratio; that is, are the risks to the participant commensurate with the benefits (Polit & 

Beck, 2008)? The risks to the participant should never outweigh the benefit of the 

research to the nursing profession or society. Although institutional review boards 

carefully review proposals for research studies, the researcher is ultimately responsible 

for participant protection (Orb, Eisenhauer, Wynaden, 2000). 
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With qualitative research, especially when collecting stories on sensitive issues, it 

is often not easy to assess all risks beforehand; therefore, researchers must be aware of 

possible risks during the entire research process (Polit & Beck, 2008). This was 

especially pertinent to this study as little is known about the impact of participation in 

research for survivors of intimate partner violence, especially on aging women where 

only a few studies of this kind have been conducted. Even though the retelling of 

traumatic events may be physically, emotionally, and psychologically exhausting 

(Cowles, 1988), studies have shown that it can be both helpful and difficult (Griffin, 

Resick, Waldrop, & Mechanic, 2003), and “cathartic and curative” (Hlavka, Kruttschnitt, 

Carbone-Lopez, 2007, p. 898). One study of 55 women who had experienced IPV within 

the last six months and were recruited from domestic violence shelters and support 

groups, found that while 45% of the participants benefitted from participating in the 

study, 25% of the women voiced feeling more upset than expected (Johnson & Benight, 

2003). The authors explained that the recency of the IPV may have influenced findings, 

as 69% of the women were recruited from domestic violence shelters. In addition, 

Cowles asserted that participants may not be able or willing to participate in research 

endeavors if the trauma is too recent (1988). Also, Evans and Lindsay (2008) explained 

that some women may never heal completely from a history of IPV but incorporate their 

experience into their lives over time. The violence may lose its centrality with time but 

issues related to the violence may arise and have to be dealt with time and again. 

For some older women, disclosure of IPV may occur for the first time when 

participating in a research study and the impact of such is unforeseen (Smith et al., 2000). 
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However, Mears (2003) explained that older women in her study were eager to 

participate in research of this kind, and found it empowering as it provided a safe and 

supportive environment to speak of what had previously been hidden. Other studies that 

have been conducted with aging women have found that women were grateful for the 

opportunity to disclose to a sympathetic listener and were hopeful that their stories might 

help empower other women enduring similar realities (Mears, 2003; Hightower et al., 

2006; Divin, 2014). Furthermore, in conducting research with vulnerable populations, as 

in the present study, it is essential to respect the autonomy and freedom of choice of the 

women included in the study. According to Orb, Eisenhauer, and Wynaden (2000), if a 

researcher excludes aging women in a study on the experience of IPV simply because 

they perceive them as too vulnerable, “the researcher is not giving elderly women the 

opportunity to decide for themselves and for their experiences to be heard” (p. 95). 

While studies show that participants may express a desire to talk about their 

traumatic experiences, they long to do so on their own time and on their own terms 

(Hlavka et al., 2007). A trusting rapport between participant and researcher may facilitate 

disclosure and subsequent interviews may help to nurture this trust. Longitudinal studies 

could be beneficial to provide a clearer picture of the impact of IPV research on 

participants and close follow up by the researcher is essential, especially with vulnerable 

populations.  

In this study I attempted to minimize any potential risks to the participants by 

disclosing beforehand that speaking of past traumatic events may trigger painful 

memories and emotional distress (Orb et al., 1994). This information was included in the 
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informed consent (see Appendix Cand D). I assured the participants that they were free to 

stop the conversation at any time and also ascertained what support systems a participant 

had if recalling past events provoked any unforeseen psychological or physical distress. 

Where this resource was available, a crisis hot line number was provided to a community 

agency that offered ongoing counseling services for women with a history of IPV and 

participants were also encouraged to speak with their primary care provider if they were 

experiencing any unsettling emotions. If at any time during the interview process a 

participant would have voiced suicidal ideation, the interview would have been stopped 

and crisis intervention services obtained for the participant, however this did not occur. In 

addition, I was prepared to notify my research adviser immediately and the UT IRB per 

their standard procedures. If the participant asked that I notify an emergency contact 

person, I would have done so as well as remain with the participant until assistance was 

available. To further minimize untoward mental health risks associated with discussing 

sensitive issues, participants were screened beforehand and excluded from the study if 

they reported any past hospitalization for emotional problems such as major depression or 

psychiatric illness, or a previous suicide attempt (McDonald & Dickerson, 2013). This 

information was included in the informed consent. Participants were not included in the 

study if it had been less than five years since leaving their relationship unless they were 

widowed. 

Another potential risk was the social risk involved if participation in the study had 

any adverse effect on a participant’s interpersonal relationships such as with their own 

adult children who may still have a relationship with their father. A follow up phone call 
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to each participant a few days after each interview was conducted and I also gave each 

participant my own contact information if any questions or concerns arose.  

Informed Consent 

 Informed consent implies that an individual has sufficient information regarding 

the study, has the cognitive ability to comprehend the information presented, and freely 

chooses to be part of a study (Polit & Beck, 2008). Most of the participants in this study 

were identified by health care workers and community members working with the target 

population in border communities of Texas and were recruited via flyers in the form of a 

bilingual invitation explaining the study (see Appendix E and F). One woman was 

recruited after I spoke at her church explaining the study. If interested in participating, the 

participants were instructed to call the principal investigator, return the form attached to 

the flyer, indicating a willingness to tell their story, or give the health care professional or 

referring contact permission to have the researcher contact the participant. This was the 

first step to promote free choice to participate in this study. I then contacted the 

participants and addressed any questions. If they remained interested, a face-to-face 

encounter was set up to obtain informed consent before the interviews commenced. To 

minimize risks to the participants, potential risks as well as benefits were outlined in the 

informed consent that was reviewed and approved beforehand by the Institutional Review 

Board of the University of Texas. The informed consent was bilingual and included the 

title, purpose and aim of the study as well as the procedures to be followed including the 

plans for dissemination of findings (Munhall, 2012). Anonymity and confidentiality were 

outlined in the informed consent as well. Within the informed consent process, 
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permission was obtained to quote the participant in the findings provided that a quotation 

used did not reveal a person’s identity (Hutchinson, Wilson, M., & Wilson, H., 1994). 

 I asked each participant beforehand if she wanted the informed consent to be read 

to her in case of illiteracy or visual impairment. After reading the informed consent in its 

entirety, and asking any questions for clarification, the participants were assured that 

there was no problem with declining to participate. If desirous of participation, the 

participant gave verbal consent per recommendation of the IRB. The participant was 

reminded that the informed consent process was ongoing, and within the written consent, 

there was a statement explaining that the participant was free to withdraw at any time 

(Field & Morse, 1985). With each encounter, a verbal acknowledgment of desire for 

ongoing participation was obtained and documented in the field notes (Munhall, 2012). A 

copy of the informed consent was given to the participant however if she voiced any 

concern or increased risk of having the copy in her possession, the researcher did not 

leave a copy. This safety precaution has been used in other studies of IPV to prevent 

retaliatory violence (Langford, 2000). Cognitive capability was assumed if the participant 

was able to complete the informed consent process as well as answer the questions on the 

demographic questionnaire. 

Confidentiality and Privacy 

 In order to have a successful data gathering process, Cowles emphasizes the 

importance of establishing a sense of trust, a fine balance between empathy and 

objectivity, and remaining non-judgmental (1988). Interviewing participants in their own 

homes or other familiar settings can enhance this relationship and may engender a sense 
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that the participant is indeed the expert on the phenomenon the researcher seeks to 

understand (Jokinen, Lappalainen, Merilainen, & Pelkonen, 2002). The interviews were 

done in a private, comfortable setting of the participants’ choice with no one else present 

except for the participant and researcher. In all but four of the cases, the participants were 

interviewed in their own homes. The participants were assured that confidentiality 

measures were followed at all times and a number was assigned to the audiotapes, 

transcribed data, and demographic questionnaires. The audiotapes will be destroyed once 

they are transcribed, the transcriptions checked for accuracy, the data analysis process is 

complete, and the time period set by the IRB for preserving the data has expired. The 

transcribed data is kept in a locked cabinet that only the researcher has access to.  

Potential Participant Benefits 

 There were no direct benefits to the participants in this study. However, studies 

with older women have illustrated that there is potential for healing each time a story is 

told, as telling one’s story can be empowering (Mears, 2003). Hutchinson et al. (1994) 

identified several unanticipated benefits of qualitative interviews including “catharsis, 

self-acknowledgment, sense of purpose, self-awareness, empowerment, healing, and 

providing a voice for the disenfranchised” (p. 161). The women may not only benefit 

personally but feel that they are making a contribution to society or to future generations. 

They may also find satisfaction in knowing that their experience may in some way help 

another woman in a similar circumstance and give hope (Mears, 2003; Polit & Beck, 

2008). It is my hope that the benefits of participation in this study far outweighed any 

potential risks. Leight (2002) suggests that both the researcher and participant 
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“participate in an intense process with one another that goes beyond the ordinary to 

envision the beauty in what “‘might become’” (p. 113).  

Potential Risks to Researcher 

  While it is mandatory to establish protocols to protect participants involved in 

research, it is also important to acknowledge risks of sensitive research to the researcher 

(Dickson-Swift, James, Kippen, & Liamputtong, 2008). Qualitative research involving 

sensitive issues on intimate and often distressing times in a person’s life can be 

emotionally draining not only to the participant but to the researcher as well. Various 

studies have found that researchers and transcriptionists conducting research on sensitive 

issues such as IPV may experience myriad physical and emotional symptoms among 

them, headaches, gastrointestinal disturbances, and difficulty sleeping (Dickson-Swift, et 

al., 2008). When conducting qualitative research it is impossible to ascertain the direction 

that a particular story will go and often “researchers may be taken to places for which 

they were not prepared” (Dickson-Swift, et al., 2008, p. 136). However, Denzin (2001) 

suggests that the researcher must enter into the emotional experience of another and 

although listening and interpreting a person’s experience may stir similar experiences 

within the researcher, it is essential that the researcher lives his or her way “into and 

through the lives of others” (p. 138). The risk, according to Denzin, is not the risk of 

entering into the emotional experience of another, but what may be sacrificed if the 

researcher is unable to. He describes the outcome as such: “if the researcher cannot do 

this, he or she is sure to produce only shallow, empty, spurious, and one-sided 

interpretation and understanding” (2001, p. 138). 



 163 

Debriefing after interviews with a counselor or research adviser can also help to 

avoid emotional trauma in the researcher (Dickson-Swift, et al., 2008). Some researchers 

reported using informal support networks of family and friends to debrief; however, it is 

important to not overwhelm these informal resources as they too may be affected by the 

traumatic nature of the story and it may be best to seek professional help instead. It is also 

paramount that confidentiality is upheld at all times, which precludes the use of social 

support networks except in a superficial way. If researchers do not find a way to debrief 

after the interview process, they may internalize some of the pain resulting in emotional 

distress. Self-care is essential including exercise, rest, massage, and a healthy diet. It is 

also important to not schedule interviews too closely together to have time to process the 

information collected (Dickson-Swift et al., 2008). Writing field notes including feelings 

generated during the interview may be helpful. If the researcher is also the 

transcriptionist, emotion may be exacerbated as the researcher will be listening to the 

distressing event over and over again. If the data is transcribed by someone other than the 

researcher on the other hand, safety guidelines need to be set up and the transcriptionist 

forewarned of the nature of the research and possible disturbing details (Dickson-Swift et 

al., 2008). Before beginning data collection I participated in a one day workshop on 

compassion fatigue conducted by an expert in the field of trauma and intimate partner 

violence (van Dernoot Lipsky, 2010). I outlined a plan of self-care during the research 

process including touching base often with my advisor during the data collection process 

to lessen the possibility of secondary compassion fatigue. I also exercised daily, practiced 

meditation, received regular massages, monthly acupuncture sessions, and weekly 
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outings with my granddaughters all of which helped to keep me healthy throughout this 

process. 

Besides the emotional risks, there is always the physical risk when a study is 

conducted in unfamiliar settings such as the participants’ homes. It is imperative that 

researchers outline a strategy to protect themselves before embarking on their study. I 

carried a cell phone with me at all times out in the field and confirmed correct addresses 

and directions to a participant’s home before setting out. With the exception of one, I 

attempted to schedule my interviews during the day. I had a contact person in each 

community where participants were recruited from in case of emergency as well as for 

support.  

Another potential challenge that nurse researchers often face is the conflicting 

roles of researcher and clinician. Although, as a nurse, the inclination may be to 

automatically revert to a helping role, empathetic listening and presence are most 

important (Hutchinson et al., 1994) unless of course, immediate intervention is necessary. 

There may be times when it is necessary to stop the interview if distress is evident and 

search together with the participant for possible solutions. In fact, nurse researchers have 

a moral obligation to acknowledge the vulnerability of the participant and make 

appropriate referrals if necessary. I attempted to maintain clear boundaries between nurse 

and researcher although this was challenging. When participants did speak with me about 

their health concerns, I suggested that they follow up with their primary care provider. In 

one instance, during a phone interview, a participant with coronary artery disease 

explained that she had been having intermittent chest pressure the week prior and had 
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been told to go to the emergency room. I encouraged her to follow the advice of her 

cardiologist.  

For some nurse researchers, not being able to offer health advice may create 

increased stress within the researcher and foster an illusion of passivity (Orb et al., 2000). 

Nonetheless, awareness of the potential risks to the researcher as well as the participant 

provided safeguards and perhaps lessened the possibility for ethical dilemmas. 

Certificate of Confidentiality 

 The interview process in sensitive research may engender other unforeseen risks 

to both participants and researcher (Orb et al., 2000). For example, researchers may be 

required to report any child or elder abuse and this will be specified in the informed 

consent. Because of the sensitivity of this study on IPV as well as the vulnerability of the 

participants in this study, a certificate of confidentiality was considered. Certificates of 

confidentiality are obtained from the Department of Health and Human Services to offer 

additional protection to both the participants and the researcher (Orb et al., 2000; Lutz, 

K., Shelton, K., Robrecht, L., Hatton, D., & Beckett, A. 2000). This certificate is 

available through the National Institute of Mental Health to both funded and unfunded 

research ( Lutz, et al., 2000) and is designed to prevent the possibility of the data being 

requested to be reviewed by others outside of the research process (Johnson & Benight, 

2003). However, through discernment and guidance of the dissertation committee as well 

as consultation with another nurse researcher who has done similar research with 

Mexican-American women and IPV (N. Montalvo-Liendo, personal communication, 
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April 11, 2014), it was determined that obtaining a certificate of confidentiality was not 

necessary for this study.   

CAPTURE 

Population and Sample Capture 

To gain understanding of the IPV experience in aging Mexican-American women, 

stories were collected from aging Mexican-American women who expressed a 

willingness to share their lived experience of IPV and in retrospect, reflect on their life 

beyond abuse. How one defines the term “aging” can be complex. Some suggest that the 

aging process begins at birth; others suggest that around the age of 20 we begin losing 

brain cells at a rapid rate and continue to do so until death (Vaillant, 2002). There does 

seem to be consensus on the fact that ultimately there is much variability in aging based 

on genetic and environmental conditions, differences in the ways an individual makes 

choices in life, and the various pathologies a person may encounter (Baltes & Baltes, 

1990). In my pilot study I interviewed women between the years of 55 and 78 and my 

sample included women from three different decades of life. While there were several 

similarities in their IPV stories, there was a difference in their life stages; one was still 

raising adolescents and working full-time while another was entering her golden years 

with much of her time spent in service to her church and grown children. Some 

researchers refer to ages 65-74 as “young old,” 74-85 as “middle old,” and 85 plus as 

“old-old.” (Tabloski, 2010).  

For this study aging women were initially defined as those women ages 65 and 

up with a history of IPV. However, in the recruitment process women were identified that 
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were between 55 and 65. For the first few months recruitment of women 65 and older 

was slower than expected therefore, after consultation with my dissertation committee, I 

submitted an amended proposal to the IRB and the age range was lowered to 55. 

Although there were differences among the life stages of the participants; with some 

remaining in the work force out of desire or economic necessity, others busy caring for 

grandchildren or caregivers for significant others, there was value in not setting an upper 

age limit as well as lowering the age to 55. The richness of the data collected was 

enhanced; and, the study provided an opportunity for aging women 55 and beyond to tell 

their story, for some this was the first time.  

While Mexican-Americans are part of the larger “pan ethnic” group labeled 

Hispanic, representing several different Spanish speaking groups, there is much 

heterogeneity within the subgroups as well as within a subgroup itself as mentioned 

previously (Grossman & Lundy, 2007). As Hispanic subgroups differ, so too can there be 

variation of cultural beliefs within a subgroup (Munhall, 2012). More recent studies 

therefore, have identified a need to examine the IPV experience of differing Hispanic 

sub-groups to capture a truer sense of the phenomenon and cultural influences for a 

particular subgroup (Frias & Angel, 2005). In response to this need, my study focused on 

a particular Hispanic subgroup, Mexican-American women residing in border 

communities of Texas.  

This study included aging women who are native to the United States or born in 

Mexico and self-identify as Mexican, Mexican origin, or Mexican-American. Prior to the 

recruitment of any participant, the study was reviewed and approved by the IRB of the 
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university. Participants were identified by health care workers and community members 

in two southern border communities in Texas, one a large urban community and another, 

a much smaller community. Although there is a stark contrast in the size of these two 

border communities, they share several similarities. For example, in both communities, 

according to the US Census Bureau quick facts, the median income is far less than the 

median income in Texas overall. Furthermore, the majority of the population in these two 

communities is Hispanic and Spanish is the predominant language spoken in the home. 

Poverty and health disparities are among the social and economic challenges in both 

communities (Staudt, 2012). In fact, one of the participants explained that the closest 

women’s shelter was in a nearby city over 40 miles away. The majority of the 

participants were recruited from the larger urban community.  

I did receive site letters of support from two local Catholic churches in the larger 

border community that offered to assist me in the recruitment process. One pastor invited 

me to speak about my study at the end of a daily mass I attended. I also received a site 

letter of support from a non-profit that has been offering services to those affected by 

sexual and family violence for over 30 years. However, the majority of my participants 

were identified through personal contacts and colleagues I had worked with while living 

and working along the US/Mexico border.  

Sample Description 

To capture a variety of experiences and acculturation processes (Medrano, et al., 

2010), a purposive sampling approach was used for this study. The purposive sample 

consisted of 12 Mexican-American women, ages 55-85, with a history of IPV, and a 
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willingness to share their story. The women were living independently within their 

communities in border regions of Texas. Four of the women were Spanish speaking only, 

the remainder bilingual and while one occasionally spoke Spanish during the interview, 

the others preferred to speak in English. Five of the participants were born in Mexico and 

all but one had moved to the U.S. as young women before their IPV experiences occurred 

(see Table 1). 
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Table 1. Demographic Characteristics of Sample 

Characteristics 

 

 

Mexican-American 

Sample  

(n=12) 

Spanish Speaking 

Only 

 (n=4) 

 

Bilingual 

 

 (n=8) 

Age 
  Mean, yr 

  SD 
  Range 

 
67.16 

 9.02 
55-85 

 
75 

11.63 
59-85 

 
63.25 

4.16 
55-67 

Yrs of formal 

education 
  Mean,yrs 
  SD 
  Range, yr 

 
 
9.75 
5.11 
1-18 

 
 
4.25 
2.36 
1-6 

 
 
12.5 
3.58 
5-18 

Number of children 

  Mean 
  SD 
  Range 

 

 2.75 
1.35 
1-5 

 

3.25 
1.70 
1-5 

 

2.5 
1.19 
1-4 

Number of 

grandchildren 
  Mean 
  SD 
  Range 
 

 
 
4.9 
3.67 
0-11 

 
 
6 
3.26 
2-10 

 
 
4.37 
3.96 
0-11 

Number of yrs in 

abusive relationship/s 
  Mean 
  SD 
  Range 

 
 
10.12 
6.90 
.5-21 

 
 
14 
7.78 
5-21 

 
 
8.18 
6.0 
.5-16 

Years since leaving 

abusive relationship 
  Mean, yr 

   SD 
  Range 

 
 
34.91 

12.25 
19-57 

 
 
40.5 

16.11 
19-57 

 
 
32.12 

9.90 
20-48 

Witnessed IPV as a 

child? 
  Yes % 
  No % 

 
 
17 
83 

 
 
25 
75 

 
 
12 
88 

Abuse as a child? 
  Yes % 

  No % 

 
17 

83 

 
50 

50 

 
0 

100 

Presently married? 
  Yes 
  No 

 
6 
6 

 
1 
3 

 
5 
3 

Country of origin?  
  United States  
  Mexico 

 
7 
5 

 
0 
4 

 
7 
1 

Presently Employed? 

  Yes 
  No 

 

3 
9 

 

0 
4 

 

4 
4 
 

Religious Preference 
  Catholic 
  None 

 
9 
3 

 
4 

 
5 
3 
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Inclusion/Exclusion Criteria. (see Appendix G) Mexican-American women ages 

55 and older were included in the study if: 

 They had a history of IPV 

 Were no longer living in an abusive situation  

 Cognitive ability is intact as evidenced by ability to complete the 

demographic questionnaire and informed consent process 

To protect against undue emotional distress, participants were excluded from the study if: 

 They reported any past hospitalizations for major depression or a previous 

suicide attempt 

 It had been less than five years since leaving an abusive relationship 

unless they were widowed  

In this interpretive qualitative study, a sample size of 12 women was adequate to 

to provide rich insight and reach saturation. Other studies using this methodology have 

included sample sizes as small as nine people with ample and in-depth outcomes (Hall, 

1998; Sundin-Huard, Fahy, 1999). Moreover, in qualitative research, the number of 

participants is not as important as the richness of the data attained and the ability of that 

data to provide sufficient insight into the lived experience (Polkinghorne, 2005). 

Participants were compensated for their participation with gift cards totaling $50.00 and 

dispersed at the first and second interviews.  

Data Collection 

In order to remain true to the philosophical perspective and naturalistic paradigm, 

the data was created and not collected (Hall, 1998), recognizing that the researcher brings 
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a gendered historical self to the research study that is influential in the process of inquiry 

(Denzin, 2001). For example, although asking questions for clarification is important in 

an interview process, the manner in which they are asked may attempt to substantiate the 

researcher’s own beliefs and is to be avoided (Munhall, 2012). Throughout the interview 

process good listening skills were essential in order to capture the meaning being 

conveyed. Before beginning the interview process, demographic data, including a history 

of childhood abuse, exposure to IPV as a child, as well as data about abusive 

relationships as an adult was collected via a bilingual demographic questionnaire (see 

Appendix H and I). The bilingual demographic questionnaire was translated by a 

professional translator familiar with local language and culture. 

  Two individual semi-structured 60-90 minute interviews, one to two months apart 

in most cases, were conducted in the language of the participant’s choice and in a setting 

assuring privacy and confidentiality. A semi-structured bilingual interview guide was 

used to facilitate the two 60-90 minute interviews to solicit information on the epiphanies 

or moments that were transformational in the IPV experiences of the participants (see 

Appendix J and K). The interview questions were developed using Antonovsky’s 

Salutogenic Theory, the sensitizing framework for this study. The second interview, at 

least a month from the first, served to validate interpretations of findings from the initial 

interview as well as to collect any new insights that may have surfaced from the initial 

interview. According to McLean, Pasupathi, & Pals (2007), storytelling is a vehicle for 

self-development and change in the self; the self is often strengthened with repeated 

telling of a story. As participants reflect and speak of their negative experiences, they 
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make meaning and create new insights and the negative emotions may even lessen 

(Pasupathi, 2003). To further validate findings a third shorter interview was conducted 

over the phone about a month after the second interview. I found that in many instances, 

in the second interview, some of what had been previously shared in the first interview 

was repeated, a validating process in itself. However in all cases, new information was 

obtained as well. The phone interviews were brief with little new data obtained however 

provided an opportunity to once again offer gratitude to the participants for their 

participation and foster ongoing trust building. 

  The interviews were audiotaped and I was prepared to stop them at any time if the 

participants tired, or requested to continue at a later date, or requested to withdraw from 

this study. This did not happen. Field notes were written at the end of each interview 

capturing the non-verbal language of the participant, as well as the feelings and questions 

stirred within the researcher. The environment in which the interview took place was also 

described. Each audiotape was transcribed verbatim and checked for accuracy. Spanish 

quotations were included in the findings and the translations checked for accuracy by a 

fluent Spanish speaker familiar with local culture and language.  

Data Analysis 

 The iterative nature of the data analysis process followed Denzin’s steps of 

interpretation; bracketing, construction, and contextualization and will be outlined in this 

section. First and foremost, attempts were made to set aside any biases from the 

sensitizing framework, Antonovsky’s Salutogenic Theory that shaped the interview 

questions, hoping that what emerges is the voice and perspective of the participants and 
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not simply the theoretical perspective (Hall, 1998). The texts were read in their entirety 

after each interview and initial reflections entered into a journal. Munhall (2012) 

challenges nurse researchers to dwell with the data; that is, to take a contemplative stand 

before a sacred text to capture the meaning each participant is trying to convey. Further, 

Thorne et al. (2004) explain that the researcher must remember to be skeptical of that 

which is immediately apparent and search for patterns that challenge instead of reinforce 

preconceptions of a given phenomenon. With the second reading of the texts, via 

bracketing, the phenomenon was held up for serious inspection and key words or phrases 

of each interview were identified and their meanings interpreted (Denzin, 1989). Thorne 

et al. caution researchers to avoid excessively detailed coding as this can diminish the 

mind’s inherent ability to follow hunches and see patterns within and between the texts 

(2004). 

  In construction the key elements discovered in bracketing were ordered and put 

back together in a coherent whole in an attempt to identity relationships; the structure and 

parts form a totality or themes (Denzin, 1989). Simply searching for themes within all of 

the women’s stories is not sufficient according to Munhall (2012), as themes are merely 

the researcher’s interpretation. The idea of interpretive research is not to tell one story, 

but stay as true to the participants’ own voice and expression of meaning, identifying 

similarities and differences, but not losing insight of each individual’s contribution to the 

study. 

 In contextualization, the last step in analysis, what is learned about the 

phenomenon in bracketing and construction was examined for comparisons and contrasts 
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in the individual stories, with a salutogenic lens, and contextualized back into the larger 

social world where it occurs (Denzin, 1989). Thick descriptions captured the lived 

experiences vividly in the findings describing the voices and emotions of the participants 

(Denzin, 2001). Detail, context, and the tapestry of social relationships is presented such 

that the reader is almost able to experience the events being described (Denzin, 1989). To 

understand and interpret the findings the experiences were contextualized within the 

existing research on IPV and aging women and situated back into the world to be 

discussed within the larger societal issues surrounding IPV. Recommendations for future 

study and implications for practice were highlighted.  

In summary, following Denzin’s methodology, twenty three transcribed 

interviews were analyzed and stories read and reread to identify key phrases and 

statements in the process of bracketing, the initial phase of data analysis or construction. 

In all, over 1800 codes or key phrases were identified. The codes were further analyzed 

to identify recurring features within the stories and formulate categories. Twenty 

categories with sub-categories were identified and then clumped and collapsed into 6 

major themes, two of which contained sub-themes. The data was organized and color 

coded via an EXCEL spreadsheet that provided a visual tool that brought the themes to 

life. 

STUDY RIGOR, TRUSTWORTHINESS, AND BIAS CONTROL 

“Rigorously conducted, qualitative, patient centered research has a positive effect 

on patient outcomes across a range of health and health care issues” (Tower, Rowe 

Wallis, 2012, p 40). In this study, several measures were taken to maintain 
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trustworthiness throughout the entire research process. The interviews were transcribed 

verbatim by a professional transcription service and the researcher checked each one 

personally to validate the transcription while reviewing the audiotapes. The data in this 

study were analyzed in the language of the source further increasing trustworthiness. The 

findings were illustrated in the source language as well, as the researcher is bilingual with 

seven years of geriatric experience with primarily Mexican-Americans and 17 years prior 

experience with grass-roots communities in Latin America.  

In interpretive research, researcher bias is always a central threat to 

trustworthiness, (Kelly, 2009) hence the importance of bracketing biases upfront to as 

great an extent as possible (Denzin, 2001). While impossible to remain neutral, the 

researcher should pre-articulate biases in order to stay as true to the transcribed data as 

possible. In interpretive research, the researcher and the participant form a double 

hermeneutic circle. The participant and her life story are at the center of one of the 

circles. The researcher is situated in the second circle and the two circles overlap as the 

researcher lives her way into the participant’s personal story. Although the researcher 

attempts to interpret the experiences of another, the participants’ experiences will never 

be the researcher’s; hence, the circles will never completely overlap (Denzin, 2001). 

Collecting various stories or accounts of a phenomenon permits the researcher to 

compare and contrast stories (Denzin, 2001) and scheduling two interviews with each 

participant offered the possibility for clarification, validation, and refinement of initial 

interpretations (Kelly, 2009). Analytic decisions and findings were reviewed and 

discussed in ongoing meetings with my committee chair. Findings will be reviewed by 
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experts in the field of IPV including health professionals from border communities and 

committee members to increase rigor of the findings, trustworthiness and theoretical 

validity (Thorne, Kirkham, & MacDonald-Emes, 1997). One of my committee members 

is well versed in research with aging and Hispanics, another in successful aging, another 

in IPV research with Mexican-Americans, and another in spirituality in stress and coping. 

My committee chair, well versed in Denzin’s methodology offered guidance and 

feedback throughout the entire process. Furthermore, the process of expert review will be 

ongoing as the findings are disseminated. 

Within a positivist paradigm, knowledge is objectively valid and quantifiable 

(Denzin, 2001). However, in an interpretive paradigm, knowledge is a reflection of 

structures, emotions, and power that permeate the phenomenon being explored revealing 

only the world of interacting individuals and cannot be validated in any objective sense. 

Interpretive interactionism, according to Thorne et al. (2004), allows a nurse researcher to 

move beyond that which is measurable, in a positivist sense, to a deeper understanding of 

the lived experiences portrayed in rich descriptions, of the people cared for. Thorne et al. 

(2004) caution that presenting the findings as “truths” described as “lachrymal validity” 

(how much emotion is produced) or “cardiac validity”( how heartfelt the interpretation is) 

while tempting, can affect the credibility of the findings (p. 7) and attempts were made to 

avoid doing so. However, Denzin proclaims that the researcher has to enter into the life 

of another and allow their experiences to stir within the researcher similar feelings as 

those the participant is describing. “If the researcher cannot do this, he or she is sure to 

produce only shallow, empty, spurious, and one-sided interpretation and understanding” 



 178 

(2001, p. 138). For this reason, thick description is vital to interpretive design as it allows 

the reader to enter into the emotional experiences of the person being studied and 

increases credibility.  

 Trustworthiness and transparency were maintained by keeping a journal and an 

audit trail, throughout the entire research process that articulated any needed changes 

along the way. Field notes vividly described feelings stirred within, after the interviews, 

as well as during the reading and re-reading of the transcribed data. According to Denzin 

researchers attempt to live “their way into and through the lives of others” (Denzin, 2001, 

p. 138). “…the goal of interpretation is to build true, authentic, understandings of the 

phenomenon under investigation,” the cornerstone of credibility of findings in qualitative 

research of this kind (Denzin, 2001, p. 140).  

SUMMARY 

This chapter outlined the methodological considerations for this qualitative study. 

Interpretive interactionism, used by researchers from multiple disciplines, including 

nursing, to better understand how certain life experiences affect health and well-being, 

was without doubt a best-fit. In fact, Denzin uses examples throughout his writings of the 

appropriateness of this methodology in the study of intimate partner violence. 

Furthermore, interpretive interactionism is well suited for qualitative studies where 

“patients and their experiences are at the center of the research process” (Tower, Wallis, 

&, 2012).  

Throughout the entire process, careful thought was given to minimize any 

potential risks or harm to the participants given their increased vulnerability as an aging 
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and minority population and these are clearly outlined. Dickson-Swift, et al. (2008) 

explain that even though qualitative research on sensitive topics may be risky, not only to 

the participant but the researcher, it is paramount that safeguards are set up so that 

research of this kind continues, as public health is at stake if studies of this kind cease. 

Careful thought is given to methodological issues surrounding data collection, analysis, 

and translation and trustworthiness of findings, which are also highlighted in this chapter. 

In taking into account all of the critical methodological considerations in a study of this 

kind the hope is that this study was as beneficial to the Mexican-American women in the 

study as it will be to those striving to understand the IPV experience in this aging 

population. 
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Chapter Four: Findings 

Vivid biographical accounts of tragedy and triumph within the lives of twelve 

Mexican-American women were collected in two separate interviews to understand the 

phenomenon of IPV in aging Mexican-American women. The experiences recounted 

were situated within a specific historical and sociocultural context and although similar in 

many instances were also unique. This chapter will present a summary of the findings in 

the format of six themes and thick descriptions gleaned from the stories to capture, as 

closely as possible, the meaning of the IPV experience and life beyond the experience for 

these courageous women. Epiphanies, major, cumulative, minor or illuminative, and 

relived played an important role in the decision to leave the IPV behind and will be 

presented throughout the findings.  Likewise, some of the most influential sociocultural 

factors that shaped their experiences will be illustrated throughout the findings as well.  

The first of the six themes, “Un torbellino”…”a whirlwind of violence and 

emotions,” depicts the lived experience of IPV in all of the stories. The second theme, 

“Ay Diosito, ya no aguanto”…“I’m done”…“A decision to leave for good,” and the third 

theme, “healing and salutogenesis,” describe the sources of strength that influenced 

coming to a final decision to leave the relationship as well as the influential factors in 

healing and health beyond the experience. The fourth theme, “a desire to break the 

cycle,” captures the women’s reflections on the effects of IPV on their children and their 

desire to break the cycle for future generations. The fifth theme, “who am I 

today?”…“orgullosa, valiente,  y contenta”… “proud, courageous, and content,” 

encompasses reflections of how the women not only survived the IPV experience but opt 
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for ease in place of dis-ease in their autumn and winter years. Finally, the last theme 

speaks of the power of lived experience and wisdom gained, “la vida nos enseña muchas 

cosas”…“life teaches us so much,” and offers profound advice for young people entering 

into relationships, women who continue to struggle in IPV, as well as health care 

professionals caring for those affected by IPV. The first theme, a rich account of the 

nature of violence answered my first research question; what is the lived experience of 

IPV in aging Mexican-American women? This theme also provided insight into how 

these women sustained health, partially answering my third research question of how 

health was sustained throughout and beyond the IPV experience. The second research 

question, the sociocultural factors influential to the IPV experience, is answered 

throughout themes one to five. Lastly, theme five is a salutogenic portrayal of how these 

women have grown to thrive beyond their lived experience of IPV providing answers to 

my last research question; how do aging Mexican-American women with a history of 

IPV, sustain health and well-being throughout and beyond the IPV experience? 

THEME I: THE CYCLE OF VIOLENCE:  “UN TORBELLINO”…A WHIRLWIND OF 

VIOLENCE AND EMOTIONS 

According to Antonovsky, life experiences strengthen or weaken one’s sense of 

coherence or one’s primary motivator for health in adversity (1979; 1987). All of the 

women in the study struggled to maintain a sense of coherence within the constant 

whirlwind of violence. One of the participants described her IPV experience as "un 

torbellino de sentimientos…que dañan mental, espiritual, y corporal" (a whirlwind of 

emotions…that damages mentally, spiritually, and physically) constantly threatening 

health. This theme encompasses two sub-themes including the “nature of the IPV 
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experience”; the timing, type, and contributing factors including emotional issues in the 

abusive partner as well as those emotions triggered in the participant by the abuse. 

Participants’ responses to the violence are also included. The second sub-theme illustrates 

some of the complexity of IPV and consists of three overshadowing elements which 

complicate decision-making: control, the entangled web of love and violence, and the 

hope for change. This theme illustrates how the study participants comprehended, 

managed and found meaning in their experience. It brings to life the lived experience of 

IPV and provides the answer to my first research question.  

Nature of the IPV experience.  

The beginning of the cycle of IPV began in varying ways for the participants. For 

two of the women, red flags were raised during the dating experience. One of these 

women moved out of state and her partner followed her, found her, and later sweet talked 

her into marriage. The other woman tried to call off her wedding as the day she was in 

Mexico shopping for her wedding dress, her “novio” (fiancé) became jealous and pushed 

her for looking at another boy. She remembered this event as if it were yesterday, 

describing it as the day when President Kennedy was assassinated, the border crossing 

was closed and she and her partner had to wait for hours to get back across the bridge. 

The first of these two women recollected that she was "ripe for picking" as she had been 

sheltered by her parents and her culture. After the second participant’s boyfriend 

convinced her to marry him, she recalled how at her wedding reception, “sentia algo 

mal.” (“I felt something bad.”) Her new husband spent most of the evening dancing with 

her cousin; "parece que hubo una química y bailaron toda la noche…en la noche de mi 
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boda" (“it seemed that the two had some chemistry between them and danced together all 

night…the night of my wedding.”)  

 Another participant explained that the violence ensued two days after her 

wedding. "I knew immediately that I made a terrible mistake." For another the IPV began 

two weeks after her wedding. Neither had a clue during the dating relationship of what 

was to come or perhaps, as one woman explained, had made light of the warning signs 

because of the good that she saw in her partner. She had been married before and was 

thankful to her partner for being accepting and kind to her child from a previous 

marriage. Other women recounted that the IPV did not begin until after the birth of a 

child; for one participant, this was after the birth of her daughter, for another after the 

birth of the second child. One participant recounted being date raped by her partner 

resulting in her first pregnancy. She said that his mother did not want her sons to go to 

Vietnam and encouraged them to marry young. She was 16 and quit school. The 

participant recalled that her partner was initially quite “considerate” for the first five 

years of the marriage however she does remember that he became increasingly 

controlling. The couple owned a family business and she was outgoing and appreciated 

by the customers, he became jealous and threatened to kill her if she ever left him. During 

that same time, her partner became involved in drugs as he wanted more for her and the 

children and saw dealing drugs as the answer.  He was sent to prison and upon his return, 

the physical IPV and jealousy intensified as well as his drug abuse.    

 Most of the participants described themselves as young and naïve as they entered 

into their relationships, the majority in their teens, with the youngest only fifteen. Three 
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of the participants were pregnant and because of their religion felt it important to marry. 

They were also swept off their feet by their partners’ charm and good looks. One 

participant recounted, “He just hid it very good…I fell in love with this person but when I 

got married he became another person.”   

 The majority of the participants experienced multiple forms of violence: physical, 

sexual, verbal, and psychological. All of the participants spoke of physical violence of 

various degrees, from pushing and shoving to attempted strangulation, broken bones, and 

being beaten to the point of blacking out. The IPV for one participant began as slaps in 

the face, and then her partner hit her "como si le anduviera pegando a un hombre…de 

tumbarme al piso.” (“as if he was hitting a man… knocking me to the floor.”) For most of 

the participants, “It would happen over and over and over.” Three participants described 

being beaten during their pregnancies and one recounted: 

…me pegaba muy feo, al punto de que yo creía que perdiera ya mi niño…tuve 

mucho miedo cuando nació mi hijo porque pensé como viene, pero bendita sea mi 

Dios que me hizo ese milagro que mi hijo viniera bien. 

 

…he hit me so bad to the point where I believed I would lose my child…I was so 

afraid when my child was born as I did not know how he would come out, but 

thanks be to God for the miracle my son was okay. 

 

Another participant recalled her experience of IPV during her second pregnancy in the 

early 70’s: 

…he beat me up so bad and I, I remember that, uh, I went to the doctor and, and 

he saw my bruises, and I told him that my husband had hit me. And he didn't tell 

me anything. The doctor didn't say a word. .. I was just appalled. I was afraid… 

At that time, people didn't get involved with family violence…nobody would help 

you because it was taboo. 
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Eight of the women spoke of sustaining verbal abuse. One participant recounted, 

“He would keep me up all night just verbally abusing over and over and over. Trying to 

get answers out of me” and she spoke of how difficult that experience was given that she 

had to go to work the next day. A participant who battled with cancer told one of the 

most poignant examples. Her partner actually moved back in to help care for her as she 

was undergoing treatment. Unfortunately he brought the violent behavior back with him 

and within weeks the IPV resumed. She recalled how hurtful it was when he became 

angry and called her a "pinche cancerosa…te vas a morir podrida.” (“you are a fuckin’ 

cáncer and are going to die rotten.”) This served as an illuminative epiphany for her in 

that she realized that if she remained in an abusive relationship it could cost her life and 

she was struggling to live. She explained to her children that she could no longer live 

with their dad, "si no me mata el cancer, me va a matar tu papa." (“if the cáncer doesn’t 

kill me, your father will.”) Another participant recalled "me decía lo peor de lo peor de 

una mujer… tu eres como el agua que lleva el arroyo…el agua más sucia que puede 

llevar el arroyo.” (“he would tell me the worst of the worst that you could tell a 

woman…you are like sewer water…the dirtiest of sewer water.”) Another participant, 

who only described one account of physical abuse but ongoing verbal humiliation 

recounted, "…yo siempre llorando…pero él no me pega…pero duele en mi corazón…” 

(“I was always crying…he didn’t hit me but my heart hurt.”) 

 Several of the participants spoke of sexual abuse that occurred during the 

relationship and for one participant even after she left and on the day her divorce was to 

be final. This same participant remembered an unspeakable horror soon after her child 
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was born. According to the participant, her partner could not believe that a baby could 

pass through a vaginal canal. He tried to put his fist into her vagina to see for himself. "I 

screamed like an animal…he put a pillow over me too so that nobody could hear me… I 

felt so dirty…like a piece of meat.” One participant’s partner was a sex-addict and one of 

her illuminative epiphanies came when she found him drawing nude pictures of her sister. 

She began to fear that he would abuse the children sexually as well and began to look for 

a way out. This same woman explained that her partner “venia tomado, y así me usaba." 

(“He would come home drunk and just use me.”) She felt pain and shame as sometimes 

sex soothed the violence however she soon realized that “el trato mal sexual no es 

amor…quiere uno que sea amor "(“sexual abuse is not love, even though you may want it 

to be love.”) Another participant described her partner as a "mujeriego, parrandero, 

golpeador.” (“womanizer, man of the streets, wife-beater.”) She described how he would 

return from the cantinas and force her to have sex with him. Another recounted, "You get 

to where you don't wanna be intimate, you don't wanna be close to them and then it's just 

a fight every day." Another expressed, "even though you're married, and when you're 

intimate, sometimes you don't feel like you're being made love to. You feel like you're 

being raped.” Perhaps the greatest form of sexual abuse for one participant was when she 

discovered that her daughter from her second marriage had been sexually abused 

repeatedly by her first partner when she took him back. This major epiphany that 

shattered her life led to her leaving that marriage. 

 The IPV was often provoked by the partner’s jealousy and in several stories 

alcohol or drugs contributed to volatile responses. One participant sadly recounted that 
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her partner would come home so drunk: "Era un infierno cuando ya llegaba el" (“It was a 

living hell when he arrived”) and one time "agarraba las cobijitas de mi hijo al suelo y las 

vomitaba." (He grabbed my child’s covers out of the crib and threw them to the floor and 

vomited on them.”) Other times the IPV was completely unpredictable and out of the 

blue. "Something would trigger a reaction in him…"he would get this look in his eye." 

This participant later discovered that her partner was bi-polar but did not have a clue 

while dating him. Another participant recounted that her husband became so angry about 

her wanting to go to school that he drove his car into their house and could have killed 

her and her children. The police were called and he was sent to a state hospital to seek 

help. She states that he was released in four months and they never found anything wrong 

with him.  His family blamed her. 

Responses to the violence.  

The violence triggered a myriad of responses and emotions in the participants 

including fear, shame, embarrassment, confusion, anger, tension, guilt and sadness. They 

searched for understanding and resolution. "It turned into a pattern…an endless cycle." 

This participant recounted that she coped in the following manner: "everytime that he 

was going to hit me, I remember that I was, I pretended to be a robot… Like a wood, 

piece of wood, and I wouldn't feel.” She states that she mentally put herself in a closet to 

protect herself. Another participant explained that she compartmentalized the experience 

to cope. Another used self-distraction and stayed busy; two others threw themselves into 

their work as working long hours at the job was easier than dealing with the IPV at home. 

Another participant explained that to outsiders, the physical abuse was hidden. Her 
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bruises were strategically placed where others couldn't see: "I suffered in silence.” “I 

became like a clown…suffering on the inside and laughing all the time, smiling to my 

customers.”  

All but one of the participants spoke about their attempts to leave the relationship. 

Two participants described numerous attempts to leave during pregnancy in the first year 

they were married. One participant remembered that she tried to get away; when he was 

half inside her car she was screaming and no one came; "He said, you see. Nobody is 

going to come to help you. Nobody cares about you…Nobody will miss you when you're 

dead… I thought am I going to be a statistic?" She did step on the accelerator and was 

able to escape but she later returned. 

Seven of the participants spoke of fighting back in self-defense. “I didn't just 

stand there and let him hit me, I would defend myself.” In fact one participant explained 

that her culture taught her to fight back. She had learned this from her own mother and 

recalled her own mother telling her of a time when the participant’s grandfather was 

attempting to mistreat her grandmother and the participant’s mother pulled out a bullwhip 

and cracked it and demanded that he stop. Her mother was fourteen at the time. Another 

participant explained, "I would always pray that I wish I was a man for five minutes, just 

so that I can teach him a lesson." She recalled a strangulation attempt by her partner: "I 

remember getting this strength--and I attacked him…like an animal…I just scratched 

him. I bit him." However, another participant explained that when she decided to defend 

herself, more violence ensued. During her third pregnancy, she vowed to fight back if he 
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hit her. She remembered throwing a boot and instead of hitting her partner, it accidentally 

hit her son. "Now we know that…fighting doesn't get you nowhere," recalled another.  

One participant described an illuminative epiphany or major turning point when her 

partner was making fun of her daughter because of her weight. She picked up a knife and 

threatened to kill him if he ever touched her or her daughters again.  

I did not fear anymore, since that day, he never again hit me…he would humiliate 

us, yeah, there was still mental abuse, that never stopped. That day…something 

lifted me, the fear…Thank God I just didn't do it because he was not worth it, not 

for my children to  be without parents…I never told anybody… that day, it really, 

really made a difference because he stopped.  

 

From that day on she planned her escape. The desperation and longing for a resolution 

prompted thoughts of homicide and even suicide in some of the participants. Four of the 

participants contemplated killing their partners. One participant described how she 

thought of throwing her husband off the balcony one night when he came home drunk 

however her thoughts were halted abruptly when her three year old son appeared, "Lo 

mato?... pero pensaba; Que va a pasar con mi hijo, que va a pasar conmigo?” (“Do I kill 

him?...but thought; what will happen to my son, what will happen to me?”)  Another 

participant described the following epiphany: "no puedo estar en una relación así, si le 

doy un golpe y lo mato o me mata el." (“I can’t be in a relationship like this, if I hit him 

and kill him or he kills me.”) One of the participants recognized that violence begets 

violence. "Being in that relationship was also making me be mean; be somebody that I 

didn't want to be…I was such a nervous wreck. I would get so mad, and I would scream 

at my kids." 
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  Living in an atmosphere of constant violence provoked questions and self 

reflection. "I didn't understand what was going on…and thought well maybe I'm paying 

for something that I did wrong when I was a little girl.”  To a certain extent she described 

feeling brainwashed and at fault, "I'm so sorry. I promise I won't make you mad anymore. 

I won't make you get mad like that." Another reflected, “You blame yourself. Could I 

have avoided it? Did I provoke it?  What did I do wrong? Another thought, “lo permití” 

(“I allowed it.”) She would awaken the morning after being beaten “adolorido” “sore all 

over” and have to go to work and would question “ay Dios mío, ¿por qué, por qué? o sea 

lo cuestionaba a él cuando pues no tenía que cuestionarlo a él, simple y sencillamente 

decir, por qué permití que me haga esto?” (“Oh my God, why? Why? I questioned his 

actions when I didn’t need to be questioning him but simply saying, why did I permit him 

to treat me that way.”) She questioned why she would go look for him when he left, 

knowing how he had treated her. 

For some, the self-reflection and questions brought clarity. One participant asked:  

Por qué voy a estar siendo víctima de un hombre que no me quiere, verdad?...Por 

qué voy a…a esperar a que el hombre este tratándome como…como a un 

perro…o menos que perro…Nosotros amamos tanto a los perros, a los gatos. Pero 

va con esa mujer, y viene y me pega, y no me da dinero. Para que lo quiero eso, 

para qué? …yo empecé a ver. 

 

Why do I want to be a victim of a man who doesn’t love me, right? Why am I 

going to wait for a man who is treating me like…like a dog…or worse than a 

dog…We love our dogs, our cats. But he goes out with a woman, comes home, 

hits me and doesn’t give me money. Why do I love him…for what? I began to 

see. 

 

Another participant, who had witnessed IPV in her family of origin, normalized the 

violence, "que eso se nos va quedando en la mente como que es algo normal." (“you just 
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start to think that this is something normal.”) “Hubo mucha mucha violencia. Sin querer 

uno mismo va acomodándose a todo eso, verdad?" (“There was so much violence. 

Without wanting to, you begin to get used to it, right?”) She and two other participants 

wondered if this is how marriage was supposed to be. She explained that her culture 

taught her; "esa es mi forma de ver el matrimonio” (“this is the way I saw marriage to 

be.”)  as she was raised with the notion that a man had a right to abuse a woman. "Maybe 

this is marriage…I wasn't sure,” recalled another. 

Some participants described wrestling with God to further understand and others 

prayed for guidance: 

Why am I going through this? What do you want for me, Lord? What am I 

supposed to do? I was so, so hurt, so confused, so destroyed I didn't know what to 

do… I decided that I had to be, uh, the lesson the Lord was giving me was that I 

had to be strong…I've got to stay strong. Only the strong survive. 

 

 Another participant described being angry at God and wondered why God had not heard 

her cry if he was all loving like her father had taught her.  

 Seven of the participants explained that they kept the abuse hidden from family as 

they were too embarrassed or afraid or did not want to disappoint or worry them. 

However, when they eventually did find the courage to tell them, family members were 

instrumental in their leaving the relationship. Two participants explained that they kept 

the abuse hidden in order to protect their own fathers from harming their partner and then 

having to live with the repercussions. One stated, “it would have been bad” if her father 

had found out. Another stated, “I was afraid that my dad…would go and try to hurt him, 

and then put my dad in a situation where, you know, it was not good for him."  Two 
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participants recounted that when they did speak with their mothers about the violence 

they failed to receive support. One was told, "Esa es tu cruz, hija, es tu cruz, y tienes que 

cargar con ella." (“This is your cross, my child, the cross you have to carry.”) Her partner 

told her family that she had bruised herself and was falsely accusing him. Six of the 

participants spoke of strained relationships with their mother in laws. One explained that 

they were like “aceite y agua.” (“oil and water.”) Another was saddened and surprised 

when her partner slapped and hit her in front of her mother in law, “… and you know 

what she did? She got up and walked away and went to the other room." Her partner’s 

mother was later livid when the participant filed for divorce. Interestingly this same 

participant explained, “I wouldn't tell my parents because I thought, well, if I tell them, 

there's nothing I can do…I'm already married.  I gave an oath to God.” 

 Some of the participants sought help with local authorities. One participant 

recalled living close to the police station and one evening, after being hit in the face, and 

sustaining a lip laceration, she ran to the police station. Unfortunately she was told that 

they could not do anything “que no podían hacer nada.” Her brother later sent her money 

for plane fare and her partner came to look for her, apologized, and convinced her to 

return. Another participant explained that upon various occasions she too received a 

similar response when reporting to the police, "I remember calling the police a few 

times…they would say that they couldn't get involved." One participant recalled 

however, that the police, responding to a call from the neighbors, did come to her house. 

Her husband was holding her by the hair and told the policemen, “She’s not going 

anywhere.” At that time, the policemen could not enter the home unless given 
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permission. She remembered that they seemed so upset that she was being beaten that 

they asked for her permission which she granted. They entered the home and her partner 

was tackled and “they had to hit him…because he didn’t want me to leave…he had like 

100 stitches.” He was sent to jail and she never went back to him. 

When participants’ lives were threatened to the point of going to the hospital, 

help-seeking was even more complex and daunting. One participant recounted an 

incident when she was abused so badly that her tooth was knocked out. Her partner took 

her to the hospital but warned, "If you tell them what happened, I'm going to kill you 

when we get home." She states that the hospital staff asked her over and again if someone 

had hurt her…"But I didn't tell them." Another participant also refused to press charges 

for fear that it would only make the violence worse. Still another participant recounted 

that after being strangled by her partner, her daughter found her and the participant 

minimized the abuse telling her daughter that her dad was angry. Her daughter did not 

want her to call the police. This same participant was taken to the hospital on another 

occasion by her sister but did not want to press charges as her husband was on probation 

at the time.  

 Several participants sought protection and strength through their faith. One 

participant explained that in one of her most profound moments of desperation, she heard 

the voice of God protecting her, “el que me detuvo de hacer cosas feas.” (“He kept me 

from doing very ugly things.”) When asked what kept her going through those years 

another participant recounted, "I really don't know"... "I guess with the grace of God." 
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Overshadowing elements in the cycle of violence.  

Life experiences are crucial to shaping one’s sense of coherence. However, 

Antonovsky (1979;1987) posited that when life experiences are inconsistent, unbalanced, 

or when one is not an active participant in the outcome, one’s sense of coherence may be 

weakened. This sub-theme focuses on three overshadowing components of the IPV 

experience for these women: control, an entangled web of love and violence, and the 

hope for change that were manifested over and again in each of the stories. These 

common characteristics within the IPV experience created conflict within the hearts of 

the participants and compromised their sense of coherence. As one participant explained, 

"It was very hard. It just got worse...I was tired…I feared for my life.” 

Control.  

One of the most prevalent underlying aspects of IPV is power and control and was 

evident in each of the stories. Control was manifested in several different ways including 

keeping the participants isolated from family and friends, refusing to let the participants 

get an education or learn to drive and not being allowed to make their own decisions. One 

participant described her partner beating her up for wanting to study. Another spoke of 

her partner throwing her books out into the front yard where they later got rained on and 

ruined. He then became so angry that he drove the car into the house and could have 

killed the participant and her two children. Two participants were not allowed to go 

outside during the day when their partners were away at work. One stated that her partner 

became angry when he realized that she had gone outside to sweep the porch as he 

noticed that the garbage cans had been moved. The driveway was checked for tire marks 

to see if anyone had visited during the day. Another explained that she was not supposed 



 195 

to listen to the radio while her partner was away as she might hear a song that would 

remind her of a past boyfriend. She learned to turn the radio off in time to cool it down so 

he would not be able to tell that she had been listening to music. One participant 

explained that Mexican males were born to be entitled. She said, "I had to wear blinders 

…like those horses wear” as he would get angry if I looked at another male. She 

described being "asphyxiated by his, uh, control."   

"You do what I say and that's it" was the underlying anthem in many of the 

stories. Two participants recounted how angry their partners became over a haircut. One 

participant in particular decided to get her hair cut short while pregnant. Her partner 

unfortunately wanted her to keep her hair long. She recalls him holding her down and 

shaving her head. “You wanna—you wanna cut your hair? You really wanna cut your 

hair? I’ll cut it for you. And he shaved it all off, you know?” She was completely bald 

and had to wear a wig for several months. He later told a friend, “I’m so sorry, I don’t 

know why I do that. I love her so much.” She recounted, “…I used the wig for a long 

time…and I still stayed with him.”  

Perhaps the most frightening form of control and psychological abuse were the 

threats on the lives of the participants and their children. One participant explained that 

the threats kept her in the relationship: 

…as women we know what's right and what's wrong. It's just hard to get out of 

that. This relationship was very difficult. I could not just get up and go because he 

would threaten me over and over again….if you leave me, I will kill you. I will 

take our child and you will never see her…that one really, really scared me…I 

really thought he was very capable of doing that. 
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However, for this participant the threats were an illuminative epiphany as “when he 

started threatening my life, that's when I thought I needed to do something because I have 

two children." Another remembered, "I would go to bed thinking, what can I do to get rid 

of him without jeopardizing my life?"  

 For another participant the threats were heightened by the presence of a deadly 

weapon. She recalled that the gun was always there… “I even get chills because nobody 

can imagine how horrible it is" and she lived with the constant threat, “if you ever leave 

me, if you ever think about it, I will kill you." She remembered an incident when the gun 

was pointed at her head and her partner was threatening her, it accidentally went off but 

did not harm her. She recalled being deaf for a couple of months after that. “It wasn't my 

day to die…but I was---I had so much fear" and her “fear was his controlling 

motivation.” 

Love and Violence.  

The entangled web of love and violence only complicated the picture as several of 

the participants expressed. After all these were their “intimate partners” they had fallen in 

love with. One woman suggested that "cuando se enamora uno se desconecta el cerebro 

del corazón." (“When you fall in love you disconnect the brain from the heart.”) She 

wondered how she could possibly be so in love with someone who treated her so badly, 

“yo buscaba ese amor” (“I looked for that love.”) Another referred to the common adage 

“love is blind,” "still when you’re in love, you don't see that, you're blind and you make 

excuses for them.” 
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 Other participants found the co-existence of love and violence perplexing. In one 

case when the violence progressed to physical violence the participant explained that “he 

did hit me because he wanted me to stay so bad.” Another suggested that "once they hit 

you, you kind of love them more…" One participant described being beaten to the point 

of passing out. She said that her partner was “all scared too” because he loved her. She 

reflected that she wanted to return to her partner more times than wanting to get out of 

the relationship. She was torn as he was the father of her children. “"I knew that that's not 

what I wanted…but I still cared for him." Another participant recalled that she knew he 

was not good for her, even when they dated however she felt that she still loved him and 

recognized how crazy that was.  Still another wondered how the IPV was even possible 

given the love she had for her spouse: "he would treat me like I was just a, a piece of rug 

that he could step on and do whatever he wanted to and I couldn't understand why 

because I loved him so much.” 

 One of the participants, who had sustained repeated abuse as a child was confused 

as to the meaning of love, as she had associated love with violence from early childhood 

on: 

Entonces llega el momento en que yo digo, por qué me tiene que golpear? Por qué 

siempre he recibido golpes, de mi papa, de mi mama y ahora de el—si son las 

personas. Entonces, como tu mama te golpeo y es la persona que piensas tu que 

más te quiere—dices tú pues mi esposo me pega pero si me quiere también. No es 

que no me quiera, es que si me quiere también…mi papa mi mama que son las 

personas que más me deberían de haber cuidado y me golpearon, pues lo hacían 

por mí bien, porque me quieran. 

 

Well, the moment arrived when I asked, “Why do you have to beat me?” Why 

have I received beatings from my father, my mother, and now him—if these are 

the people…Well, if your mom beat you and is the person that you think loves 
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you the most--you say well if my husband beats me then he must love me as well. 

It’s not that he doesn’t love me, he does love me also…my father and my mother 

were the people who should have cared for me and they beat me, they must have 

done it for my well-being, because they loved me. 

 

Another participant, who greatly loved her husband, the father of her children went to 

church often to pray and ask God to give her strength to continue. After she left the 

marriage she realized,, “no ve uno, no sabe esto no es amor; hasta que ya paso se da 

cuenta…era mi ignorancia, mi segura de del, del amor” (“you just don’t see or know that 

that’s not love until it’s over that’s when you realize…it was my ignorance or what I was 

sure was love.”) 

Hope for Change.  

In all of the stories, participants spoke about change. They hoped for change 

“maybe tomorrow things would be better.” Their partners would often promise change 

after repeated apologies. They would bring flowers and cry and repent, and for a brief 

moment there was hope. After all, as one participant reflected, as she recalled the good 

years while they were dating, “"If he changed from a good person to this now, maybe he 

could change back to you know, the good person he was …" Until, as another recounted 

in a relived epiphany, she began to recognize the pattern: “I kept thinking I’ve already 

gone through it so many times. And he only changes for two weeks, and then, again, the 

same old thing.” Another participant reflected, "how can you just keep on swallowing 

this stuff, you know? Falling for it? But you do…" "They're really good for, a few weeks, 

a few months, and then all a sudden…you're in that cycle all over again,” remembered 

another. 
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Some of the participants mistakenly thought that perhaps they could change their 

partner, “Yo con mi amor lo iba a cambiar…la heroína de que le iba a cambiar la vida… 

es mentira." (“I with my love was going to change him…the heroine that was going to 

change this life…it was a lie.”) One of the participants recalled her mother reminding her 

that "they never change.” The boss of another participant would ask her, "¿por qué 

permites que te den esa vida?” (“Why do you allow this life they give you?”) "Porque es 

el padre de mis hijos y…el va a cambiar un día" (“Because he is the father of my 

children…and he is going to change one day”) she would reply. “Y me decía él, "te vas a 

cansar de esperar, ese día no va llegar." (And he would say, you are going to get tired of 

waiting as that day is not going to come.”) Two participants doubted that they could 

change their situation as they had married in the church and were “married for life.” Yet 

the women in these stories “tried and tried and tried” and the IPV happened “over and 

over again” and “got worse and worse.” Things did change but not in the way that many 

had hoped. 

Finally several of the participants echoed what one participant realized, "it's not 

gonna change." Another reflected, “esa persona no te puede dar lo que no tiene.” (“He’s 

not able to give what he doesn’t have.”)  Another participant described an illuminative 

epiphany, "I finally realized that I could not help him…But I think the biggest turning 

point was that when I realized I couldn't help him is that it was so important for my 

children to see that this was wrong.” Another realized, “…no, no, no, he was just abusive 

and cruel" and was not going to change. The process of change led the participants to 

their final decision to leave the relationship for good.  
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The cycle of violence was indeed “beyond all reasoning" as one participant 

described and laden with "old fashioned ideas that you just--you're supposed to make it 

work." Within the stories there were several accounts of children being witness to the 

violence and even intervening at times to protect their mothers. One participant reflected, 

“Because I was a mom first and foremost, I had to hide as much emotion as I possibly 

could…I was tough I would just thank God each day that I made it through.” 

THEME II: “HAY DIOSITO, YA NO AGUANTO" “I’M DONE”…THE DECISION IS MADE 

TO LEAVE FOR GOOD 

According to Antonovsky (1979; 1987), a person’s sense of coherence plays an 

influential role in decision making or choices to stay or leave a difficult situation.  After 

much self-reflection, prayer, struggle, and repeated attempts to leave and then return all 

of the participants in this study came to a final salutogenic decision to leave the 

relationship for good.  The decision was facilitated by various “generalized resistance 

resources.” Antonovksy described GRRs as those elements that facilitate a strong sense 

of coherence; among them, support from family, friends, and church leaders as well as 

ongoing concern for their children. In most of the stories it was apparent that a 

combination of factors led to this final decision including intergenerational transmission 

of strength, inner wisdom, and faith.  However, ultimately, the decision, that took 

immense courage, was theirs and theirs alone. 

For some participants, scripts and memories from childhood were influential in 

their decision as one participant recounted, "I think the strength comes from your 

childhood…how you were raised.” She remembered seeing her aunt being abused by her 

uncle and somehow knowing as a child that this was not right. "… I decided, since I was 
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a kid, when I would see her, nobody should go through that." Another attributed her 

strength to her mother who was a strong woman and had also lived with IPV.  "My 

mother was a very strong woman, and I think that's why I've survived." This same 

participant remembered a story from childhood about her paternal grandmother who, 

while on horse and buggy on the way to church, threw herself in front of her own 

daughter to protect her from her daughter’s jealous husband’s bullet. She was killed 

protecting her own daughter from IPV and this story was engrained within the fabric of 

this participant’s life. 

Four other participants spoke about a close relationship with their grandmothers 

who were strong women and loved them dearly, even when they were one grandchild of 

many, over 70 in one instance. One, in particular, explained that her grandmother was 

very influential in her life; "she was a spiritual woman who believed that faith took you 

everywhere." Her advice to this participant at age 16 was, “never let a man tell you what 

to do.”  This same participant explained "my dad was an old fashioned Mexican 

man…but he wasn't that way because my mom wouldn't allow it.” 

Inner wisdom was also instrumental in decision making and alluded to in seven of 

the stories. One participant remembered, "I think in a way, deep down inside, I felt I was 

a better person and I deserved better." Another realized, 

I just knew that there's no way I could live like that because I wasn't happy...And 

I knew that I had to get out of it or—accept that I was going to live like that. And 

I don’t think I was ready to live like that, you know, because it wasn’t living. 

 

As a child one participant described how she learned the importance of defending herself 

when another child was bullying her and she fought back. Instead of being reprimanded 
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she was told, "Tu tienes que aprender a defenderte" (You have to learn to defend 

yourself”) and she recalled, "Así fui creciendo con esa idea de que decir, no…no a las 

cosas malas" (“that is how I grew up, with that idea to say no…no to the bad things in 

life.”) She later had the courage to tell her husband, “Yo no soy esclava…soy una mujer 

que merezco el cariño de un hombre porque soy madre de tus hijos." (I am not a slave…I 

am a woman who deserves tenderness from a man because I am the mother of your 

children.”) 

For many of the participants, faith played a predominant role in their decision 

making. One participant reflected that through an ongoing process of prayer, "Dios me 

iluminó." (“God illuminated me.”) Another participant described how she recorded each 

date of abuse in her Bible and these recordings served as a relived epiphany. As she 

opened her Bible she was able to see the pattern of abuse and recognized that it was not 

going to change. When another participant sought help and guidance from her pastor, 

although she was surprised by his reply, it confirmed what she already knew but was 

hesitant to acknowledge: 

No porque eres--crees en Dios puede usarte para que se limpie los pies. No. Esta 

ensuciando a tus hijos también"…que yo pedí consejos a, a mi iglesia que yo me 

quería separar…Ellos me aconsejaron que no…podía hacer lo que él quería 

conmigo…Yo yo quería que me dijera el padre, "No, tienes que aguantarte"  

(risas) también esperaba de que dijera, Pues es el amor, verdad, y pues es tu cruz. 

 

Just because you believe in God doesn’t mean he can he use you to clean his feet. 

No. Your children are being damaged as well…I went to my church to ask for 

advice because I wanted to separate…They told me that No…he couldn’t do 

anything he wanted with me…I was hoping that the priest would tell me, “You 

have to put up with it.” (chuckling) I also hoped that he would say, well that’s 

what true love is…it’s your cross. 
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However, she did take the advice to heart and filed for divorce. She jokingly said, “Pague 

mi divorcio con burritos.” She paid for her divorce by selling burritos and later reflected, 

"Gracias Señor porque pude hacer esto con to ayuda…Pero al mismo tiempo, no quería." 

(“Thank you, God, I was able to do this with your help…but at the same time I didn’t 

want to.”) 

Several of the participants’ parents were also instrumental in their decision to 

leave when they finally learned the truth as many had initially kept the IPV hidden from 

their parents because of embarrassment or not wanting to worry or sadden them. Other 

participants spoke of their mother’s frustration when they would leave and then return to 

their partner. One in particular said that her mother told her that if she came back one 

more time with bruises, she would hit her as well. However for the most part, when many 

of the participants finally reached out to their parents for help, they received life-saving 

support and were welcomed back home. In fact one participant reflected that she most 

likely would have stayed in the marriage if her mother wouldn't have encouraged her to 

leave. Another reflected, “Without them, I don't know what I would have done seriously." 

One participant recalled being at her mother’s house when her partner started to hit her, 

and her mother came into the room and said, "No, no, no, no. You don't touch her. You 

want to hit somebody, hit me." This participant added, “My mom was such a nice and 

meek person…but that time she was like, man...”  Likewise, another participant recalled 

that her mother was like a “junkyard dog” protecting her when her partner came back for 

her after she had left for good.  Another participant explained that after several years of 

IPV she finally sat down and told her parents the reality of her situation and asked for 
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their help. She described how she packed little by little and moved boxes to her parents 

for about a year in preparation for leaving. Her dad would come by and pick them up one 

by one. 

Even the participant who told her step-mother early on about the IPV and was told 

that this was her cross to bear, received a different message from her step-mother before 

she died. This message was instrumental in her daughter’s decision to leave. Her final 

words from her deathbed were,  "hija, decida lo que usted quiera, pídale a Dios para que 

usted tome una decisión de la que usted necesite hacer." (“decide what it is that you want 

and ask for God to help you make the decision that you need to make.”)  

Lastly children played perhaps the most significant role in the participants’ 

decision to leave, albeit a decision interlaced with conflicting emotions, as these women 

were not only leaving their intimate partners but in most cases, the father of their children 

as well. One participant expressed the dilema in this manner:  

Mis hijos se estaban dando cuenta de cómo era… ya no lo voy a aguantar…Voy a 

dejarlo, pero mis hijos van a estar sin papa. Mis hijos, todo lo que sufrí, todo lo 

que pase…porque tenía miedo quedarme con mis hijos sola.  

 

My children were beginning to realize how he was…I am not going to put up with 

it anymore…I am going to leave him, but my children are going to be without a 

father. My children, all that I’ve suffered, everything that happened…because I 

was afraid to end up alone with my children. 

 

The concerns about being able to provide for their children or make it alone were 

overcome by the fact that these women were not only concerned about their own health 

but the health and well-being of their children as well. One participant clearly stated that 

she did not want to bring her daughter up in an environment of violence "I decided I 
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wasn't going to bring up my daughter in that kind of…I remember saying that she doesn't 

have to go through this." Another longed to have a stable home for her son and was 

earning more than her husband and realized, "this is the perfect time to go because I can 

take care of us." Another reflected, “I had to make my son very aware that you do not 

treat women this way. This is wrong. This is not normal." She wanted to simply survive 

as her life was threatened numerous times, "I wanted to be there for my children." 

Finally, one of the participants who endured several years of IPV came to her decision 

after being faced with yet another adversity, a life threatening illness. She explained to 

her kids that she had made a decision to live well if God had given her a second chance at 

life and she realized, "si no me mata el cancer, me va a matar tu papa." (“If the cancer 

doesn’t kill me, your dad will.”) This was an important epiphany for her as her life was 

not only threatened by her partner but by cancer as well and she opted for life. 

 In some stories the process of coming to a final decision was clearer than in 

others, however, most of the decisions were made gradually, strategically and with 

tremendous courage.  The cumulative epiphanies within all of their lives led them to the 

same place, “Ya no lo aguanto…I’m done.” (“I can’t put up with this anymore…I’m 

done.”) One participant described this well, “I reached a point where I KNEW that I'm 

stronger and it wasn't gonna happen again.”  Another participant who had sustained years 

of all forms of IPV told her partner, "I'd rather beg, borrow, or steal than be with you one 

more day…The man that I married, that I really loved and thought was my husband…he 

died…to me, you're just a memory…It's a book I've closed.” Another recalled:  
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No, mis hijos no van a aprender a hacer eso, porque mis hijos van a crecer 

mirando eso, y no, eso no es posible.  Entonces mejor volé' tome el camión vendí 

mi cama, vendí todo lo poquito que tenía…y ya no volví. 

 

No, my children are not going to learn to do this, because they are going to grow 

up watching this, and no, that’s not possible. I got out of there, I took the bus, sold 

my bed and the little that I had…and didn’t return. 

 

After years of IPV and constant threats on her life, another participant described the day 

she left. Her father was waiting out in front of the house with her children. She told her 

partner, who was in the house that she was leaving. "When I turned and walked away I 

thought he's (her partner) gonna kill me…I opened the door (to her dad’s truck) and I 

knew I was free." She described her first night of freedom: 

 That night…I guess it was one of the days I slept the whole night without waking 

up in so many years…I woke up and I had no idea where I was and I looked at my 

surroundings and I looked at my parent’s apartment and said, thank God, I'm free. 

I'm home. And I couldn't believe it. 

 

 Another participant also remembered the first night she left and was huddled with her 

children in a bed in her parents’ home, her recollections were different from the previous 

participant however, she recalled, "I felt like such a failure" and the “black sheep” of the 

family as this was her second divorce. However, as the days went by and she began to 

piece her life back together she recalled, "I cannot tell you how relieved I was to come 

home to a peaceful home."  

Unfortunately for nine of the participants, a decision to leave did not end the IPV 

completely as stalking continued. One participant described how her ex-partner 

threatened to kill her as she was on her way to finalize the divorce. She told the judge and 

he arranged for her ex-partner to be detained for three days. Another recalled, the day the 
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divorce was to be final her ex-partner tried to rape her "I got into a position like a pretzel" 

as he threatened to kill her. She survived and reflected, “I took the pieces and I ran.” One 

woman described living with a state of tension in not knowing when he might show up. 

She recounted not being able to be completely at peace the day she remarried for fear her 

ex-partner would appear and make a scene at her wedding. 

The women did what was necessary to move on and find ways to protect 

themselves and their children. One woman has a life-long restraining order. For some of 

the participants there is no further contact with their ex-partners, as their partners are 

deceased. Two participants are not sure if their partner is still alive. For others however, 

they are aware of their ex-partner because of their children who in some cases are still in 

touch with their fathers. One participant reflected that when her ex-partner would come to 

visit her daughter, "I could see the real him…that was the person I fell in love with…he 

was deeply sorry.” 

 In spite of it all, all of these women made the arduous decision to leave the IPV 

behind. For two participants the decision was made in subsequent marriages as well. One 

participant summed the experience up well as she never thought the day would come 

when she could say, "tienes que irte de la casa…y llego ese día…Es mi decision mía estar 

en paz en mi casa." (“you have to leave…and that day arrived…It is my decision to be at 

peace in my house.”) Another recalled that she "kept going and never looked back." 
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THEME III: HEALING AND SALUTOGENESIS…“ES UN PROCESO QUE SI ES DURO PERO 

SANA UNO.” (“IT’S A TOUGH PROCESS BUT YOU DO HEAL.”) 

The healing process was gradual and began when the decision was made to leave 

the IPV behind. These twelve women began to piece their lives back together again as 

they searched for factors that would promote health ease in place of dis-ease or 

salutogenesis in spite of life’s stressors (Antonovsky,1979; 1987). The oldest participant 

explained, “es un proceso que si es duro pero sana uno.” (“It is a tough process, but you 

do heal.”) This theme includes some of the essential components of healing for these 

women including working through their disturbing emotions, hard work and sacrifice, 

spirituality, and forgiveness. It also illustrates examples of how some of the women 

cautiously entered into future relationships.  

Emotions and the healing process.  

Although the participants were relieved to no longer be living day in and day out 

with IPV, their decisions carried with them several emotions that were not all positive 

and often unsettling. One participant who left when her daughter was only a toddler 

described her feelings in this way: 

I was so depressed…I can't even explain to you how I felt…It was very difficult 

trying to piece my emotions together…I was so down on myself…I knew 

immediately it was the right decision…I knew that I had done the right thing. I 

just didn't like the outcome. 

 

Another participant who also struggled with depression recounted that she found support 

in people who helped her rediscover her self-worth. "Yo me sentía pues deprimida, me 

sentía así como que no iba a salir adelante, pero en mi vida vino, vinieron personas que 

me valoraron…bendito sea Dios que pues ya, ya salió eso." (“I just felt so depressed, like 

I wouldn’t able to move on, but people appeared in my life that valued me…blessed be 
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God, I was then able to leave those feelings behind.”) Another described feeling 

“tarnished” but suggested that her saving grace was getting out quickly. One participant 

explained that she “turned cold…I got to where I hated men." She and another participant 

described how they started smoking and drinking to help cope with some of their 

emotions yet soon realized that these were not healthy choices. 

  Still others second guessed themselves and wondered if they had made the right 

decision, “maybe I left too soon.” One participant actually described going back to meet 

with her ex-partner, with plans to discuss a possible reconciliation. However a relived 

epiphany was her saving grace as when she arrived he had been drinking and she soon 

realized that things had not changed. She left without initiating the discussion. “I thought 

don't ever go back there. It's so easy to go back." As she settled into her new place her 

son’s comment confirmed that she had made the right decision. "Wow, mom, it's so quiet. 

It is quiet. Isn't it nice...It was the best thing I could have done for my son and for 

myself." 

For one participant, in particular, her healing was threefold. She was not only 

healing from IPV but also from abuse she had suffered as a child, along with healing 

from cancer. When she went through chemotherapy for her cancer she lost all her hair. 

She saw this as an opportunity to take on a new look, a new identity, as she purchased her 

first wig. She remembered showing her mother her bald head including the scars from 

childhood abuse. Her mother told her that she had put them there so the participant would 

always remember her, “por eso te las hice para que siempre te acordaras de mí, yo pensé 

me va a dar un abrazo.” (“that’s the reason I put them there so that you could always 
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remember me, I thought she was going to give me a hug.”) She recalled that she was  

searching for something "que me haga sentir bien a mi." (“that would help her feel better 

about herself.”) She struggled with the ongoing question of how she had permitted and 

accepted so much violence for so long. Al-Anon and later belonging to a church 

community were vital to her healing process as through Al-Anon she learned to trust a 

power greater than herself and learned to love and respect herself. One participant 

summed up the importance of dealing with your emotions in order to heal. "Todo lo que 

sientas, ya sea bueno o malo, échalo afuera, platícalo vete afuera a gritarlo, a llorarlo, 

porque eso tiene que salir porque calma el alma" (“Everything that you are feeling, be it 

good or bad, get it out, talk about it, scream about it, or cry about it because it has to 

come out to calm the soul.” 

Hard work and sacrifice.  

Even before many of the women made their final decision to leave, they knew 

that they were capable of providing for their children as they were hard workers and 

willing to make the necessary sacrifices. After all, many had been assuming the dual role 

of mother and father during their marriages as the partners drifted in and out of their 

families’ lives.  Although some of the women were not allowed to work while they were 

with their partners there were times when by default the participant was forced to work 

outside the home, in one case, a participant’s partner was on strike and she began 

working in the factory. The ability to get a job in a factory allowed her to consider her 

options within the relationship. Some women spoke of working two to three jobs to 

support their families. "I worked really hard; just made it day by day," described one 
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participant. Some of the participants spoke of making many sacrifices to support their 

family including waking up “en la madrugada” (around 4am) to make burritos to sell at 

work. One even described selling her own hair upon three different occasions to help 

support her children: 

Yo vendía burritos, quesadillas, vendía muchas cosas para poder sobrevivir y 

tener un dinero…y cuando mis hijos iban a la escuela no tenía yo para pagar el 

camión, el bus de ellos, iba al salón de belleza a cortarme el pelo y este queda ya 

hay un poquito de dinero para ellos, mi pelo otra vez crece...es una alegría que se 

siente, me siento feliz haber hecho cosas bonitas. 

 

I sold burritos, quesadillas, many things to survive and have some money…and 

when my children were going to school and I didn’t have money to pay the bus, I 

went to the beauty shop to cut and sell my hair and earn a little money for them, 

my hair would grow back…it’s a joy that you feel for having done these good 

things. 

 

They were determined to provide for their children and they did, "I'm gonna survive. I'm 

gonna take my kids through this, I'm gonna make it on my own.” Another was convinced 

that “we can get up from any fall and help our children as well” “Podemos levantarnos de 

cualquier caída y de nuestros hijos también…” Another explained to her children, "I'm 

the foundation of this family right now… And we have to stick together." It was easy to 

see how one participant earned the title given to her by her children, “La mama mas 

padre del mundo.” (The most fantastic mom in the world.”) Another recalled the words 

her son had told her, "mi madre es mi padre también porque ella fue padre y madre y 

estamos orgullosos de ella." (My mother is also my father as she was both father and 

mother to us and we are proud of her.”) Likewise, another participant explained “Dios 

antes que nada me dio fuerza para sacar  a mis hijos adelante, a ser personas de bien." 
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(“God, before anything else, gave me the strength to get my children out of that situation 

and raise them to be good people.”) 

Two women, who were professional women before leaving their relationships 

threw themselves into their work and moved up the career ladder becoming very 

successful businesswomen. One explained, "You pull up your big girl panties and you 

just take care of it.” 

Spirituality.  

Spirituality was important to the healing process for several of the participants. 

The following phrases accentuate the importance of faith in their healing process: "God 

helped me through all this," recounted one participant and another, "something has 

always guided me.” "Dios siempre me ha puesto en el camino para que yo supera" (“God 

has always helped me overcome”) and “el Dios no te manda nada mas fuerte de lo que 

puedas soportar, y el siempre ha estado conmigo.” (“God never gives us more than we 

can handle and he’s always with me.”) 

One participant questioned if all the violence that she went through from 

childhood on was a struggle she went through to find God. She sadly recounted how she 

had longed to know her mother’s love as a child; "yo tenía ganas que mi mama de niña 

me agarrara y me abrazara y me dijera te quiero y nunca lo hizo." (“I wanted so for my 

mom to pick me up and hug me when I was a child and tell me that she loved me but she 

never did.”) However, she, as an adult and through much suffering, came to know the all 

powerful love of her God and “aprendí a quererme yo, aceptarme tal y como Dios me 

hizo” (“learned to love and accept herself just as God had made her.”) Her relationship 
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with God today is one of complete trust and she believes that everything happens for a 

reason as “Dios es un dios tan perfecto.” (“God is such a perfect God.”) Therefore, she 

knew that she could overcome. This same participant, like several of the other 

participants, spoke of a strong devotion to “Our Lady of Guadalupe,” an important 

symbol of the Virgin Mary for those of Mexican descent. One participant explained that 

she was taught from childhood that God was all powerful and his presence and love keep 

her going, "siento que dios me quiere y la madre santísima siempre está conmigo y El 

Espíritu Santo." (I feel that God loves me and the Holy Mother and Holy Spirit are 

always with me.) Another participant who had been married in the church wanted to get 

an annulment after years of leaving the IPV so that she could participate fully in her 

church’s sacraments as because of her divorce, according to Catholic Church teaching, 

she could no longer receive the sacrament of communion. She explained that the first 

priest she approached shooed her away for divorcing, as marriage was for life; "Get out 

of .here. There's no such thing. He said there's no use in you praying because God doesn't 

listen to your prayers.” However, she later encountered another priest and told him about 

this incident. His response was completely different and he even offered to pay for her 

annulment. She later paid him back in payments.  

Forgiveness.  

The importance of forgiveness in healing was woven throughout several of the 

stories. Five participants spoke of how forgiving their ex-partners nurtured health and 

peace and enabled them to let go and move on. Two participants recalled how self-

forgiveness was also instrumental to their own healing process. One participant explained 
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that forgiveness "…comes back to my roots… what my parents taught me. Especially my 

father…he was the one that taught me forgiveness and love.” This participant explained 

that her participation in a church retreat became her “saving grace:” 

That was when I was actually able to fully, completely, forgive him for 

everything that happened…That's where I left all my pain and hurt and, uh, 

betrayal and distrust…Let it go. I left it at the foot of the cross, as they say…and I 

have never turned back… It was very, very healing… I don't carry those feelings 

anymore…I didn't want to carry those feelings anymore…It's no good for you. 

 

“I never wanted to be bitter or resentful or hateful," explained another participant as “it 

was so exhausting.” She prayed that God would take the hatred out of her heart and with 

God’s grace was able to forgive as well. Another reflected: 

…gracias a Dios no tengo coraje con la persona que me golpeo tanto, con la 

persona que me fue infiel, que no le importe si yo tenía para pagar una renta o  no 

tenia…Pero hoy puedo decir, se acabó el matrimonio pero yo hice hasta lo 

imposible porque permaneciera. Estoy tranquila conmigo misma, estoy en paz.”… 

Siento compasión pero Dios que lo bendiga. Es su decisión, de el vivir ahorita en 

la calle. Es mi decisión mía estar en paz en mi casa. 

 

…thanks be to God I don’t have anger towards the person who beat me so much, 

the person who was unfaithful, who didn’t care one way or another if I had money 

to pay the rent…But today I am able to say, the marriage is over, but I did even 

the impossible to try to make it work. I am at peace with myself, I am peaceful…I 

feel compassion and ask God to bless him. It’s his decision to live in the street. 

It’s my decision to be at peace in my home. 

 

This same participant spoke of how she had forgiven herself as well; “que también me 

perdone por haber permitido que…que…mi cuerpo haya sido maltratado, haya sido 

lastimado, porque ahora se y creo y decreto que mi cuerpo es el templo de Dios, que él 

vive en mi.” (“I also had to forgive myself for having allowed my body to have been 

abused, and injured, because now, I believe and declare that my body is God’s temple 

and he lives in me.”) Another participant also spoke of self-forgiveness as she felt guilty 
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for having exposed her children to such violence. Her healing process was facilitated 

through talking with a counselor:  

It lifted a belt from me…she's right…She was right. I did the best I could with 

what I had… my worst thing that I had, I felt guilty of what I put my daughter's 

through and they didn't deserve it, we didn't… She helped me deal with the guilt; 

it was not your fault…he was the abuser. You did everything you could to 

survive. 

 

She found peace through this process and recounted that her ex-partner also yearned to be 

forgiven. He went to her home years after her divorce was final and begged forgiveness 

for everything. He also went to her parents’ home and asked for them to forgive him as 

well. He has never, however asked her children for forgiveness and she is still perplexed 

by this. 

These examples illustrate the importance of forgiveness in the healing process as 

summarized by the following participant:  

But…I truly believe that if we've been hurt in the past…that in order to move 

forward and to be, to be of healthy mind and spirit--you know we have to forgive. 

We really really do… It just sits in your heart and it weighs you down. 

 

 "If you cannot forgive someone, then you're not going to live in peace” added another 

woman and “we can, with the grace of God forgive." 

Future Relationships.  

As the participants in these stories moved on with their lives; some entered into 

new relationships. For some, the relationships brought ongoing healing and fostered 

health, others were not quite as fortunate as the cycle of violence was repeated. One 

participant recounted, “I got out…with no broken bones but broken heart.” Sometimes 

hearts take time to heal. Seven of the participants in this study remarried; five within 1-3 
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years. For five of the seven, the decision was life-giving and healing and they enjoy good 

marriages today. One participant described finding a “goldmine” in her partner. Another 

participant explained, "I’m not good by myself. I wanted it to be someone that wanted to 

be with me.” She also found new love and is happy after several years of marriage. One 

participant recalled how her high school sweetheart called her the day the divorce was 

final in the paper and they have been together since. Another participant, who married 

within a few years of leaving the IPV, sought safety in place of love. "I just wanted 

somebody to get me out of this, you know…And my way of doing that was marrying this 

man, and maybe he (her ex-partner) wouldn't bother me no more…we have good 

lives…and that heals.” She attributed her healing to him and she did grow to love him.  

Two of the women however, were not so fortunate. They remarried within a short 

time only to find themselves once again in a controlling and abusive situation, one 

abusive to her and the other to her children. One participant left her marriage and went 

back to her first partner to find out a few years later that he was sexually abusing her 

daughter from her second marriage. She was devastated and has been single since she left 

him; "I don't trust men at all." The other who was in two subsequent marriages recalled, 

"I was afraid to be by myself" however, "I realized I was doing more harm to myself." 

Four of the women dated some after leaving their marriages however were 

reluctant to enter into another marriage for different reasons; two remain single to this 

day. One participant, who was dating a widow she met in her citizenship class, made her 

decision to not date anymore after her oldest daughter told her, "Ya va usted tambien a 

desbaratar hogares como desbarataron el de nosotros?” (“Now are you going to wreck 
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another home like ours was wrecked?”) This daughter later apologized. Two others were 

concerned about protecting their children and were afraid that a new partner might 

mistreat them. One woman explained that she actually dated a man who was jealous of 

her children and wanted to know what place he had in her life. She replied, "El lugar que 

tiene tu es afuera.” (“The place you have is out of here.”) She stayed single until three 

years ago when she married at age 80. “Yo a él le doy mucho cariño, mi viejito chulo y él 

me dice ay mi amor y me dice muchos cariños…" (“I give him much tenderness, my cute 

old man and he tells me, my love and other sweet things…”) 

One participant explained, "I'm so afraid to even try." Her love life has been non-

existent “all these years.” She said that after leaving her abusive relationship she focused 

on raising her children. She wanted to be as unattractive as possible so as not to bring 

another man into her life. She “gained a lot of weight” as she “wanted nothing to do with 

men." Now since her children are grown she has vowed to make some changes and is 

seeking health and in the last few years has lost the 80 pounds that she purposely put on.  

The process of healing into health was different for each participant and is 

ongoing. Not only did some of the participants struggle with the aftermath of IPV, hearts 

were broken for other reasons as well. One participant with multiple chronic health issues 

described how her life was shattered when her father died, as she felt immensely loved by 

him. He was "a natural therapist…a natural counselor." She became depressed after his 

death and once again had to work through emotions of loss. Nonetheless as one 

participant recounted, "I don't think the past has hurt me….well, it did, but I think I 

healed." Another participant exclaimed: 
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Lo que me ha ayudado a sanar mi vida es, es ver cómo viven mis hijos…y ver 

qué, que no fue en vano todo lo que yo sufrí…él, el abuso…no fue en vano 

porque ellos---lo que yo no tuve, lo tienen ellos. 

 

What has helped me heal my life is to see how my children live…and see that it 

wasn’t in vain everything that I suffered…the abuse…it wasn’t in vain because 

what I didn’t have, they now have. 

 

"It took me a long time…to get there…it wasn't overnight.” “Yes, it was definitely a 

process," recounted another. For another, strength has been a salutogenic factor in 

healing, "No es fácil pero hay que luchar, hay que ser fuerte, verdad." (“It’s not easy but 

you have to struggle through, you have to be strong, right?”)  

THEME IV: A DESIRE TO BREAK THE CYCLE… “…IT’S GONNA END RIGHT HERE” 

One participant explained that violence is permitted “por el patrón de vida que 

tenemos… y desgraciadamente si se va haciendo como una cadena” (“by the patterns we 

have witnessed in our own lives and unfortunately results in a chain of violence.”) 

However, woven throughout all of these stories was deep concern for the impact of IPV 

on the lives of the participants’ children and nine of the participants spoke of a desire to 

break the chain of violence. In fact one participant, after leaving her third abusive 

relationship at age 35 has made this her primary commitment, “I made it my commitment 

that I was going to break the cycle in this family…I would tell my kids we have to break 

the cycle…I want to help them break the cycle.” Other participants’ decisions to finally 

leave the IPV behind were in great part out of a desire to break the cycle. One participant 

explained that she just had to show her children that "this is not right…both the boy…you 

do not treat women this way and my girl, nobody should treat you this way." Another 

participant’s message to her children was, "no permitan que nadie las lastime, nadie tiene 
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derecho a maltratar tu cuerpo…” (“don’t allow anyone to harm you, no one has the right 

to abuse your body.") Another participant left three years of abuse when her daughter was 

three months old. Her decision came as an illuminative epiphany when her controlling 

and jealous husband wanted her to awaken the infant in the middle of the night to go with 

her to get him a hamburger. He did not want her to go alone for fear that someone would 

flirt with her so insisted she take the baby.  “I decided I wasn’t going to bring up my 

daughter in that kind of…she doesn’t have to go through this…that’s what mainly made 

me decide…my daughter.”  

Abuse in Family of Origin.  

Only two of the participants in this study witnessed physical IPV as a child; one 

other described her father as verbally abusive and another chauvinistic. On the other 

hand, five of the participants explained that their partners had grown up in homes where 

IPV was prevalent and two of the partners’ mothers suffered from mental illness; one of 

whom tried to set herself on fire when her son was in grade school. Interestingly, the 

participant who remained in an abusive marriage for the longest amount of time, not only 

witnessed IPV, but also sustained physical abuse as a child. She remembered her own 

father calling her mother “una burra…a donkey” because she was illiterate and could 

only sign her name. She explained, "por nuestra cultura los hijos no tenemos derecho a 

preguntarle a los padres…porque sentimos que es una falta de respeto." (“In our culture 

children do not have a right to ask their parents questions as it is felt to be a lack of 

respect.”) However, she recalled hearing her mother cry at night when her father was not 

there and she asked her why she was crying, her mother responded that she was crying at 
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times from hunger “porque tenía que darles de comer a ustedes.” (“because I had to give 

food to you all.”) However, in spite of her own hunger, a plate was always “guardada” set 

aside for her father “para que llegara a la hora que llegara—y ponerle el plato en la mesa. 

Que a veces llegaba tan borracho y quebraba todo. Tiraba la comida, se la aventaba a mi 

mama en la cara…sacrifico ella mucho…” (“so that when he arrived, whatever hour he 

arrived, a plate would be set for him on the table. At times he arrived so drunk and broke 

everything. He would throw the food, he would throw it at my mom in the face…she 

sacrificed so much…”) This participant’s mother, "se sometió al abuso y al control de mi 

papa…” (“succumbed to the abuse and control”) so that her children would grow up with 

a father as for her, "lo principal que necesitábamos como hijos era la imagen del papa.” 

(“the most important thing that her children needed was a father’s image.”) However, as 

the participant sadly explained, "…todo eso que ella pasaba con mi papa lo descargaba en 

las personas que no teníamos culpa, y que éramos las mas indefensas… (“…everything 

that she went through with my father she would take out on the people who were not at 

fault and were the most vulnerable.”)  Even though this participant’s physical needs were 

met, she reflected, "nos daba lo que no necesitábamos mucho maltrato…” (“we were 

given what we did not need, much abuse.") When another participant was asked her 

thoughts on the origin of abuse in families she replied, 

Porque esos hombres quieren llevar la misma historia de sus padres, o de sus 

abuelos o de algún amigo, que es muy macho, que es muy macho, pero nada de 

macho, animal…El verdadero hombre hace de verdad, cumple, da cariño, amor…  

 

It’s because these men want to repeat the same history of their fathers, or 

grandfathers, or of some friend that is “macho,” but that’s not macho, that’s 

animal like…The true male or man is honest, kind, and loving… 
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Concern for children.  

In eight of the stories participants spoke of their children witnessing the IPV, and 

in some cases intervening to protect their mothers or running to get help. The same 

participant who was physically abused by her own mother explained, "Violencia crea 

violencia, entonces ellos estan creciendo con esa forma en su mente…" (“Violence 

creates violence and they are growing up with this way of being in their mind…”) She 

recognized that she, like her mom, was taking out her own frustration from her IPV on 

her children as she struggled to keep the marriage intact for them. The children of the 

participants, like themselves, struggled with mixed emotions in regards to the IPV. Two 

participants spoke of their children wanting to go live with their father, blaming their 

mothers for leaving the relationship. In both instances these were only fleeting thoughts 

and the children actually stayed with their mothers. Another participant remembered the 

first time she saw her adolescent son drunk. She reprimanded him for drinking and he 

contested, 

pero porque se enoja si mi papa siempre ha tomado y lo ha perdonado?...no sé 

quién odio más, si a mí papa por su alcoholismo, por los golpes que le dio, por las 

veces que me metí para que ya no le pegara, o a usted por permitirle a el que 

hubiera tanta violencia…porque me acuerdo cuando yo tenía  cinco años…que él 

la estaba apuntando con la pistola para matarla…yo me orine de miedo porque yo 

dije, va a matar a mi mama y que voy a hacer yo. 

 

But why are you mad at me if my father drinks and you’ve always forgiven 

him?...I don’t know who to hate more, my father for his alcoholism, the beatings 

that he gave you, for the times I stepped in so he would stop hitting you, or you 

for permitting so much violence…because I remember when I was five years 

old…he was pointing a pistol at you to kill you…I wet my pants out of fear and 

said, “he is going to kill my mom and what am I going to do.” 
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This same participant continues to wonder, "¿hasta  donde yo había dañado a mi familia, 

a mis hijos?… sin querer les hice daño por aceptar el maltrato del papa de ellos…la 

violencia ha traído consecuencias graves hasta dentro de mis hijos, de mi familia.” (“to 

what extreme have I damaged my family, my children? Without wanting to I damaged 

them for accepting the abuse from their father…the violence has brought grave 

consequences even in my children, my family.”)  

Two participants explained that their children, as adults, seem to remember more 

events than the participants are able to or perhaps have blocked out. "My daughter 

remembers a lot of things"…it affected them" and reflected another "my daughter 

remembers more things than I do.”  One of the participants whose children blamed her 

for divorcing their father explained that she never told the children the truth of what 

actually went on in her long term sexually abusive marriage and another explained that 

she does not like to speak badly about her ex-partner. 

Effect of IPV on children’s relationships as adults. 

 According to one participant, women stay in abusive relationships for their 

children, “pero los hijos se mueven en un ambiente que les afecta en todos los aspectos. 

Porque van a hacer su relación con alguien y viven esa misma relación…” (“But the 

children grow up in an environment that affects them in every aspect and they are going 

to meet someone and have the same type of relationship”), hence an intergenerational 

transmission of violence.  It is not clear if some of the adult children of many of these 

participants entered into abusive relationships as adults because of what they had 

witnessed as children, however; in eight stories, participants spoke of their adult children 
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experiencing IPV in their own marriages. The difference however, is that for most of 

these adult children, the IPV in their own relationships was short lived and they have left 

the abusive relationships behind. What is clear is that their mothers were vigilant and 

upfront as the red flags were raised in their children’s relationships.  One participant 

described her aunt witnessing her daughter being slapped by her husband as she was 

driving behind them. Her daughter initially denied the abuse 

…After that, I was on her all the time. And I would tell her it’s not going to 

change. He’s not going to change. You can’t change him…I think the reason she 

did leave him was because I would talk to her all the time. I didn’t let go of her…I 

kept at her… 

 

 Her daughter separated twice and then finally left the abusive relationship. Two 

participants spoke of their sons entering abusive marriages where they experienced abuse 

by their wives. One participant reflected that she wanted her daughter to see through her 

eyes of experience.  Others have entered into abusive relationships, have left and now 

prefer to be alone. On the other hand, two other participants’ have children who are 

happily married, one of whom has chosen not to have children. It was clear that the 

participants did not want their own children or children’s children to experience what 

they and their own children had gone through. 

Throughout the stories, the participants celebrated the success of their children in 

spite of the IPV. For one participant this was “uno de los premios muy grande para mi” 

(“one of the grandest gifts for me.”) "In the midst of all this…turmoil and tribulations and 

whatever you want to call it, I ended up with really good kids,” recounted another. For 

another participant, her own daughter left an abusive relationship and proclaimed, “but 
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with me, Mom, it's gonna end right here…There's not gonna be no abuse with my 

children, you know?" “It’s just a cycle. If somebody doesn’t stop it and seek help…it just 

keeps going on to generation to generation,” exclaimed another participant. She is 

convinced that her family is breaking the cycle of violence. Her youngest daughter also 

left an abusive relationship when she was pregnant. This participant’s daughter and 

granddaughter live with her and she rejoices in the fact that her granddaughter has never 

known violence.  

THEME V: WHO AM I TODAY? ORGULLOSA, VALIENTE Y CONTENTA…PROUD, 

COURAGEOUS AND CONTENT 

Life experiences, interpreted via a historical and sociocultural lens, are crucial in 

shaping one’s sense of coherence (Antonovosky, 1979; 1987) and influential to 

successful coping and health (Antonovsky, 1993). These stories contained profound 

accounts of twelve women whose hearts were shattered by IPV, but were somehow able 

to move beyond the experience and begin anew. The stories revealed the difficulties and 

challenges in trying to comprehend and manage their IPV experience. However, the 

stories also provided strong evidence of a high sense of meaningfulness that sustained 

and motivated these women to accept the challenge at hand and strengthened their sense 

of coherence. As one participant explained, “IPV is not the theme of your life…you put it 

behind you and write a new chapter” and that is what each of these women did. This 

theme answers my last research question as it provides insight as to how these women 

sustained health beyond their IPV experience and have become who they are today. 

 As the women reflected on who they were today because of their lived experience 

of IPV, some also pondered who they would have been if they had stayed. "If I hadn't got 
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out of that relationship, then I probably would've been a mess…I probably wouldn't be 

the person I am now." Another suggested, “Life would've been terrible if I'd have 

stayed.” "I thank God that he pulled me out of there because, uh, I don't know what I 

would have done if I had stayed…If I would’ve been submissive, we wouldn’t be talking 

right now.”  

 Although many of the participants spoke of the importance of putting the past in 

the past some continue to have unsettled emotions and “still hold something like pain.”  

Participants used words like “a little paranoid,” “guarded,” for fear of rejection, “careful,”  

“careful in, in the sense of not giving my heart right away."  “sad,” “alone,” “cheated,” 

and “afraid” to describe some of these ongoing emotions. One reflected, 

Sometimes it doesn't bother me to talk about it anymore but there's certain little 

things that happened during that time that just hurt me hard. I feel like life was not 

good to me. I feel cheated. I feel like why? Why don't some people--why do some 

people have it good and others don't?  

 

Another participant explained that although the memories make her feel sad and 

frustrated, they are also opportunities for ongoing reflection. 

 Four participants spoke of ongoing concern or pity for their partners, two of 

whom were living on the street. One participant grappled with her feelings of sadness for 

her partner, "I feel sorry for him…sorry for a person that beat the heck out of me." 

Another participant continued to wonder what attracted her to such abusive men. 

However, in spite of some of the ongoing unsettled emotions, all of the participants 

expressed awe at their own ability to move beyond their experiences.  
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When these women were asked to describe themselves today, after living beyond 

IPV, they spoke of feeling proud, courageous, and content…“orgullosa, valiente, y 

contenta.” “I amaze myself…what an interesting woman I am” responded one 

participant. Another reflected, 

It amazes me of, you know, where I came from to where I am now… It went from 

horrible rock bottom to the top…I’m very very happy. I’ve forgiven…it really is a 

success story…I value myself so much more now than ever before…physically 

mentally, and spiritually  

 

 Another participant exclaimed, “Me quedo tan sorprendida…Me sorprendo yo misma de 

lo que supere y sigo superando.”(“I’m still so surprised…I surprise myself of what I was 

able to overcome and continue to overcome.”) 

Several participants spoke of their courage and strength and one explained that 

life makes you courageous and another, “I'm stronger for what I lived through.” This was 

echoed by another participant as well, "I think that it was an experience I had to have in 

life to be a stronger person.” Another described herself as "stronger…at heart and 

mind…I can deal with a lot of stress" because of what she had lived through.  Still 

another participant exclaimed, "Soy una mujer valiente, que, que tengo el valor de, de 

hablar y decir algo, algo que se tiene que hacer para poder sobrevivir honestamente…” 

(“I am a courageous woman and have the courage to speak up, that’s what you have to do 

to survive honestly… “) “La vida, la vida lo hace a uno." (Life, life makes one who they 

are.”)  

   Faith was a source of strength and courage for several of the women also. One 

participant explained that she puts God first in her life and he gives her the strength to 
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keep going. Another reflected that going to church was like “una medicina” (medicine) 

for her. “Soy pecadora…pero dios me quiere, y yo lo amo…Yo busco a dios como el 

enfermo a un médico; porque necesitamos siempre; yo lo necesito la medicina para mi 

alma.”  (“I’m a sinner…but God loves me and I love Him…I search for God like 

someone who is ill goes to the doctor; because we always need this; I need it, medicine 

for my soul.”) Several participants spoke of the importance of prayer and meditation and 

having alone time to reflect and recharge.  

 Others spoke of feeling at peace or content after having lived through IPV. "I'm a 

much calmer person than I used to be back then…I would throw things…I would scream 

and hit the wall" Another echoed a similar response, "I became a better woman and a 

better person." Participants spoke of feeling content to be by themselves "me he 

acostumbrado a estar sola aquí, eso me tranquiliza, me tranquiliza." (“I’ve become 

accustomed to being alone, and it calms me, it calms me.”) Another agreed, "Se vive bien 

solo” (“one lives well alone”). Others spoke of being independent and enjoyed their own 

company and did not mind going to a movie or to get an ice-cream alone. Another spoke 

of being at peace with herself, “estoy tranquila conmigo misma…estoy en paz.” (“I am 

comfortable with myself, I’m at peace”) “Hoy en día me siento bien como mujer…me 

siento muy feliz como mujer" (“Today I feel good being a woman…I feel happy to be a 

woman”), reflected another. "I'm a very happy person and, he didn't rob me of 

everything…", recounted yet another. "I am human; I am not so hard on myself; don't 

take myself too seriously,” responded yet another. The oldest participant, at 85, truly 

appeared at peace with her life in spite of an occasional painful memory: “le quedan unos 
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dolores feos cuando se acuerda. Todavía en veces si me--en veces me siento triste--

sola…pero estoy muy contenta…tengo paz.” “There are still some ugly feelings when 

one remembers. Still at times I feel sad—alone---but I am very content…I have peace.” 

As she reflected on the gift of her life she also appeared content in speaking of her own 

death, "la muerte no es una desgracia…es una esperanza que tenemos…" (“death isn’t a 

disgrace, it’s a hope that we have.”)  

Salutogenic Options for ease vs dis-ease.  

Within all of the stories were multiple examples of how these women were 

making salutogenic choices for health ease in place of dis-ease today. These women 

spoke of nurturing their health through the following: physical activity, positivity, social 

support, spirituality, gratitude, being of service to others, and having something to look 

forward to. Several of the women spoke of the importance of physical activity such as 

walking, exercise programs, and dancing. In fact one of the women who had just retired 

remarked, "I haven't been physically the healthiest until probably the last three years; a 

lot of stress.” She is now taking better care of herself and values preventive health 

maintenance. The participant who lost 80 pounds in the past five years is dancing and 

exercising and has expanded her circle of friends. One participant explained that she 

values self-care because “Mi cuerpo es el templo de Dios, que él vive en mi" (“My body 

is God’s temple and he lives in me.”) 

Social support primarily provided by family, was an important salutogenic factor 

in many of the stories. Six women specifically spoke of enjoying their grandchildren and 

another participant was grateful that her children cared for her well-being, “se preocupan 
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por me” (“they are concerned for me.”) Another remarked, "Todos los días salgo…Y la 

gente de la cual me rodeo, pues me hace sentir bien pues me manifiestan afecto, cariño, y 

pues eso me hace sentir bien, muy bien."  (“Every day I go out and do something. And 

the people that I surround myself with, well they make me feel good as they show me 

affection, kindness, and well that makes me feel good, very good.”) 

 Seven of the participants stressed the importance of positivity. One referred to the 

common expression, “si la vida te da limones, haz limonada." (“If life gives you lemons, 

make lemonade.”) Another participant with several chronic health issues could not have 

been a more salutogenic example, “we have to make the best of what we have because 

we only have this life.” Other participants spoke of the importance of not dwelling on the 

past but leaving it behind, "I do remember a lot of things but I don't dwell on it. It's not 

important." Another reflected, "there's a lot of positiveness that came out of that horrible, 

negative experience that I had.” 

 Important to these women’s health was also the need to be of service to others. 

One participant described this desire,  

Dios me abrió oportunidades para poder sobrevivir, trabajar, entonces yo, tengo 

que dar, corresponder algo de lo que Dios me dio, verdad, esa es la manera donde 

uno se siente bien…a mí me gusta defender a las personas que sufren. 

 

God has opened up so many opportunities for me to overcome, to work, therefore, 

I have to give back that which God has given me, right, in this manner one feels 

good about themselves…I like to defend those who suffer. 

 

 Others spoke of volunteering in their churches, community centers, daycare centers, 

hospices, and women advocacy centers. Also vital was having something to look forward 

to such as their grandchildren growing up. One participant who visits her grandchildren 
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often tells her husband, " these are our golden years…let's get outta here and go do 

something." Another participant expressed that after several years of leaving her abusive 

relationship behind, she is beginning to consider dating again,  

I'm kind of sort of, you know, letting my guard down because it was shut steel, I 

mean it was shut…I want to be happy and self-fulfilled; a mate will enhance me--

-accompany me…I can be as choosy as I want…Just be smarter all the way 

through. 

Ongoing health issues.  

Of course, as Antonovsky posited, one is never at a complete state of health or 

ease and that is not even the goal (1979; 1987). These women all have their own ongoing 

health issues that they strive to control but surprisingly most of the participants only had 

one or two chronic health conditions. One participant however, remains extremely 

positive in spite of multiple health issues and frequent hospitalizations: “I'm in the best 

time of my life, even though I have so many medical problems that I have to deal with…I 

listen to my body, I take care of myself as much as I can" However she also explained,  

I amaze myself but I'm human…My life has not been easy whatsoever, and now 

that I still have this obstacle with my health issues, it suffocates me but I've 

always wanted to learn more, even though they tell me the worst of the worst… It 

seems like I'm always running against the wind, something is always pushing me 

back, you know? And I keep--no I'm pushing forwards and it pushes me back and 

I'm pushing forward…I have to make every single breath count.  

Thriving in the autumn and winter Years.  

These twelve women not only survived IPV but are thriving in their autumn and 

winter years and their attitudes and reflections are salutogenic and evident in the 

following statements: "Life…it doesn't keep us down for very long,"  "I have no regrets," 

"I wouldn't have it any other way," "There's a lot of goodness in life…we need to see the 

good you know,” and "It's getting better and better." Two participants spoke of feeling 
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young, one reflected, “Getting older but still young at heart; still the same inside." 

Another reflected, "You like yourself. You look at yourself, and you say, yeah, I'm 

getting old, but okay, that's all right."  

  Others spoke of the importance of living each day to the fullest, "Trato de vivir el 

día que Dios me da de la mejor manera… no nada más para mí para otras personas.” (“I 

try to live each day that God gives me in the best way I can…not just for me but for 

others as well.”) One of the oldest participants exclaimed, “Hay que vivir mientras que 

estamos." (“We have to live while we’re here.”) She recently remarried at age 80, after 

almost 50 years as a single woman, "yo no pensé que yo encontrara a alguien así." (“I 

never thought I would find anyone like this.”) She is happily married and told her new 

partner, "Olvida el pasado…yo no te hablo de mi pasado porque eso ya se quedó allá…tu 

y yo vamos a estar hablando de nosotros…viejos pero contentos….Diosito está aquí con 

nosotros." (Forget the past…I won’t talk to you about my past because it has been left 

there…you and I are going to be talking about “us”…old but content…God is here with 

us.”)  Another proclaimed, “Life is full. I've got God. I've got my family and I've got the 

people I work for…they fulfill me in every way."   

Gratitude was an essential component of health for these women as well, and one 

participant explained, "…you sometimes can't appreciate how good things are unless 

you've been through something like that…why does it have to be that way?...I think that 

you can but you'll appreciate it even more. I think I'm a better person for it. I do." 

Another participant reflected, "Dios nos da y nos da manos llenos…Hay que vivir con 
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alegría…y dar gracias a Dios.” (“God gives so much to us with hands full he gives…We 

have to live with joy…and give thanks to God.”)  

A deep appreciation for the gift of life was present in many of the stories as one 

participant eloquently expressed: 

the most wonderful gift in my life, is that I still have this life and I want to live it 

to the fullest, and my husband allows me to do that, to give me my independence, 

my freedom…I have a lot of gratitude, a good husband, a roof over my head…I'm 

grateful for having this drive. 

 

“I just thank God every day, you know. I still have my aches and pains here and there, 

but I thank God, you know I can sustain the pain…I just thank Him every day that I’m 

still alive and strong…” exclaimed another. Living in the present moment was 

reverberated throughout many of the stories in expressions such as, “hoy vivo el hoy,” 

(“today I live for today,”) and "yesterday it's history. It's gone…there's nothing we can do 

about it…today we're here…It's a gift..It's a gift from God…and tomorrow, it's just a big 

mystery…and we hope for tomorrow." 

Some of the participants spoke of being grateful for the good that came out of 

their difficult experience. "If my daughter was the prize for going through all this, I 

would do it all over again…It was all worth it," reflected one participant. This same 

participant expressed gratitude for having made the arduous decision to leave her difficult 

relationship behind: "I'm glad that I am where I am today, and that I chose, you know, 

those, that I made those decisions back then, as hard as they were, you know."  Another 

reflected,  

…bendito sea Dios que después de tanta luchar en la vida que ahora se me pasa 

como si nunca hubiera pasado algo así rápido que paso en mi vida, como una 
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película, verdad que empieza y termina y se olvida, pero a la vez como digo una 

reflexión…una reflexión que pues para mi le doy gracias a Dios y me quedo 

sorprendida de lo que he logrado. 

 

 …blessed be God that after so much struggle in life, it now seems almost like it 

never happened, or passed quickly, like a movie, that begins and ends and you 

forget, but at the same time, something to ponder…as I reflect I give thanks to 

God and continue to be surprised at what I have achieved. 

 

The adjectives proud, courageous, and content certainly ring true for the women in these 

stories.  

THEME VI: LA VIDA ME HA ENSEÑADO MUCHAS COSAS… LIFE HAS TAUGHT ME SO 

MANY THINGS…WISDOM GAINED THROUGH LIVED EXPERIENCES 

Present within these stories was a sincere desire to pass on wisdom, gained 

through lived experience to future generations. In fact, experts suggest that there is an 

inherent desire within each of us to do so (Erikson, Erikson, & Kivnick, 1986). The work 

of interpretive interactionism, the methodology guiding this study, not only vividly 

depicts the “terrible and magnificent” within the life story, raising awareness of personal 

issues with great social impact such as intimate partner violence; but is also influential to 

the institutions working to care for individuals and communities affected by these issues 

(Denzin, 2001, p. 155). The wisdom and insight gained from the participants’ own lived 

experiences were astounding; insights for health care professionals concerned for their 

patients affected by IPV, women remaining in abusive relationships, as well as for those 

entering relationships for the first time. Several of the women echoed what the following 

participant emphasized, "I'm hoping that my experience can shed some light to others."  
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Throughout the stories was a sense of lived experience as teacher. One of the 

Spanish speaking participants, with little formal education explained that her wisdom was 

attained "con mi universidad de la vida.” (“her university of life.”) She explained,  

De las cosas malas salen cosas positivas; como Dios me dio esa fuerza, esa 

inteligencia, o esa sabiduriencia…que yo me pude, yo pude salir adelante con 

eso…no tuve mucha escuela…no aprendía fácil, pero la vida me ha ensenado 

muchas cosas, muchas cosas. 

 

Out of the difficult things in life, come positive things; how God gave me the 

strength, the intelligence or wisdom…that I was able to overcome all of this…I 

never had much school, I didn’t learn easily, but life has taught me many things, 

many things. 

 

 Another reflected, that everything that happens in life serves to make one stronger and 

wiser; and here I am "…todo lo que pasa en la vida es por algo…y aquí estoy.”  

 With the exception of one participant, who felt that it might be invasive, the 

women interviewed were in favor of universal screening for IPV and believed that it was 

important for health care professionals to ask their patients about IPV although few had 

been asked themselves. "I wish--had my doctor noticed anything like that in me. I think 

that would've helped,” reflected one woman. Another replied, 

…if someone had probably asked me…I probably would have said 

something…that would have probably helped me in some way, like to get out of 

the situation or maybe they could offer help for both of us…it would be kind of 

embarrassing…but I think that we're all ready for someone to help 

 

 And even if they are not ready to talk,  

not to give up, you know…just let them know that, you know, you are gonna be 

there…make that person feel a little secure that you can be trusted because it’s—

at that point, they feel like they can’t trust nobody, you know? 
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 Two participants emphasized the importance of health care providers educating their 

patients about IPV; “have self-help books available, lists of resources; stuff that maybe 

your mom didn't share with you.”  “They need to know that hey, it just wasn’t bad luck 

that you got a hold of a bad man, you’ve got to get out of that relationship…” Another 

participant remarked that time may be an issue however if providers do not have the time 

to counsel patients about IPV it is still important to refer them to other professionals who 

can help them. Finally one participant who had recently been asked about IPV at her well 

woman exam remarked, “It's good but surprising when they do ask; some women don't 

have anyone to talk to.” 

 It was not surprising that these women had much wisdom and advice for women 

who may still be in situations of IPV. "I know there's a lot of women that are scared and 

afraid…because it's very hard,” one participant reflected but “there is a way out.” The 

principal message shared by many of the participants was the importance of self-love and 

self-respect; "lo que tenemos que hacer primeramente es tener amor por nosotras 

mismas." (“What we have to do first and foremost is love ourselves.”) Also important is 

to recognize that as women, "…merecemos respeto…todos valemos…valemos igual.” 

(“we deserve respect…everyone is valuable…we are all of equal worth.”) Another 

stressed the importance of trusting your gut feelings if things do not feel right… go with 

their gut feelings…your radar's right on, so, you gotta trust it."  

One participant recognized that women may stay in an abusive relationship out of 

obligation however “uno tiene obligación de…de estar, de ser víctimas de ellos?” (Are 

you obligated to be a victim of them?) You stay with a man when there is “amor…la 
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comprensión." (“love and understanding.”) Others stay out of financial necessity and if 

dependent on the spouse financially the decision to leave is even more difficult. 

However, this same participant stressed the importance of not depending on a man: “Y 

todos tenemos que luchar por esa misma razón. No esperar a que el hombre me dé de 

comer… hombres hay muchos pero que te…ay alguien que te quiera, no nada más 

porque es hombre, no necesitamos." (“And we all have to work hard for this reason. Not 

wait on a man to provide…men there are many but it should be someone who loves you, 

not just because he’s a man, we don’t need that.”) 

  Other reflections centered on the children as the same participant expressed: 

Y a los niños, porque los niños también sufren, al mismo tiempo que la mujer es 

maltratada, los niños sufren…eso no es justo, no es justo que, que los niños 

tengan que sufrir. Por un hombre, por un hombre o dos, pero hay mujeres que 

sufren con uno y buscan otro y lo mismo y siguen, y siguen… 

 

And the children, because the children suffer, at the same time that the woman is 

abused, the children suffer…that’s not fair, that’s not fair, that the children have 

to suffer. For a man, for a man or two, because there are women that suffer with 

one and then look for another and it begins again and continues and continues… 

 

Another participant encouraged women to not be afraid of what others may think of their 

decision: “what is important is you and your children…because remember, what the 

children see and hear, you know, they can become the same way. So, while they’re young 

you know, get out, you know, and ---show them better.” Ultimately, “es mejor una 

separación, que un maltrato,” (“a separation is better than abuse.”) responded another.    

It’s never too late, you know. It’s never too late to seek the help…there is a good 

life out there and you will find a loved one and if not, well, love yourself, you 

know…take care of your children, you know, and God will be there. God’s there 

for you all the time. You just need to know that He doesn’t give up on you. 
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 Lastly these women reflected on what advice they would give to young people 

who were just beginning to explore the dating world. First and foremost, five of the 

participants stressed the importance of loving, respecting, and valuing you; “always love 

yourself more,” demand respect, and also respect others. Others spoke of not being too 

trusting and recognizing the red flags in a relationship; “if it doesn’t feel right, that’s a 

red flag.” Another emphasized that parents should teach their children about red flags in a 

relationship, “we need to speak the truth to them.” Others spoke of the need to get to 

know another person well and not rush into marriage. Also important is knowing oneself 

and what you will and won’t accept. “Be true to yourself” and know that you have a right 

to “be choosy.” “Don’t permit violence” and if the relationship does become violent, “get 

out ASAP.”  Finally, “…if you come from a family that are abusive, doesn’t have to go 

on, you know…You—you can be the first one to—it can stop with you.” 

 Although wisdom is attained from lived experience, one participant lamented the 

fact that she wished she would have known back then what she knows now:  

Way back then I would describe myself as a weak woman and uh, today I 

describe myself as a very strong woman. And, more knowledgeable than I was 

back then, because if I knew back then what I know now, you know, I could have 

saved so much misery for my kids. So much misery… 

 

She described herself today as “not educated but knowledgeable.” Another participant 

reflected: 

And life can either, can either really hurt you strongly, and, because if you fight it 

and you're stubborn and rebellious…then it's going to knock you down a few 

times…but if you understand it, and listen, and reflect on the situation, um, you 

learn…and you, you become stronger, and , and you find wisdom. 
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Without a doubt, these twelve women found a wealth of wisdom through their lived 

experience of IPV and were eager to share it for the benefit of others.  

INTERPRETATION AS UNDERSTANDING 

According to Denzin, “meaning is embedded in the stories that persons tell about 

their experiences…” (2001, p. 119).  Within all of these stories, are the women’s 

interpretations of their lived experience that truly bring to life and increase understanding 

of the phenomenon of IPV and life beyond for aging Mexican-American women. This is 

the goal of interpretive interactionism. Although, I am reluctant to offer further meaning 

to these women’s interpretations already so rich and illuminating, I realize that I too, by 

way of verisimilitude, have lived my life into their stories. As I have read and reread and 

written the women’s own interpretations, I too, have entered the hermeneutic circle. 

Some of my own interpretations of the women’s interpretations are included within the 

themes identified through an arduous process of data analysis and reading, rereading and 

reflecting on the meaning of their lived experience. When I dare to imagine the emotions 

associated with the lived experiences of these women, as interpretive interactionists are 

called to do, their experiences have caused me to cringe in horror, hold my breath in fear 

of what was to come, weep for all affected by the violence, rejoice when they were 

finally safe, and stand in awe of their strength and faith and the women they have 

become. As the women told their stories, I found myself wishing and hoping that they 

would soon reach the point of telling me that the violence was over as their accounts of 

inhumane treatment seemed unbearable yet they not only survived but have gone on to 

live life to the fullest. True interpretive research attempts to further explain meaning that 
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people give to their life experiences by producing interpretations of interpretations to 

foster understanding of the turning points or epiphanies within a person’s life and bring to 

life what is evident within the stories (Denzin, 2001). In the final section of this chapter, I 

will speak to the epiphanies within the narratives that left indelible marks and deeply 

affected the lives of these women and their children. I will also speak to the invincible 

human spirit that endured to tell the tale. 

Not surprising many of the epiphanies recounted by the women in this study were 

cumulative epiphanies after years of IPV and centered on their decision to leave the IPV 

behind; and in most instances involved their children. Most of these have already been 

illustrated throughout the various themes. Other epiphanies were life shattering and shook 

the participants to the core as some of the women became so desperate for a way out that 

they contemplated homicide or suicide. In the example of the participant who considered 

throwing her drunken husband off the balcony of their second floor apartment, until the 

moment when her three year old woke up and came outside, her desperation and truly 

being at her wits end was palpable. Another participant described the day that she got the 

courage to pick up a kitchen knife and place it against her partner’s throat. She did not 

take further action but threatened that she would if the abuse did not stop. “That 

day…something lifted me, the fear…Thank God I just didn't do it because he was not 

worth it, not for my children to be without parents…” These major epiphanies prepared 

the way for their final decision to leave as they emphasized just how severe the effects of 

the IPV had become.  
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Protection was an underlying thread woven within the stories and epiphanies. 

Some participants spoke of the protection from God and angels that enabled them to 

survive. Others protected their spouse when they failed to press charges or keep the abuse 

hidden. Often the stories contained vivid accounts of the participants protecting their 

children from harm and eventually protecting them from further exposure to violence as 

decisions were made to leave for good. One participant who had been abused repeatedly 

by her husband explained, "the turning point for me to decide to divorce him was that he 

tried to hit the kids.” Another described a turning point when she realized the risk of 

injury to her children: 

I never knew why he was gonna get mad. And he would just grab something and 

throw it…And I remember him throwing a screwdriver, and missing me, and 

almost hitting the –the baby in the crib. Well, he was two, but he was in the crib, 

you know? And also like my daughter was saying, “Mom, remember when he 

threw you with a-a knife, and he missed you, and he and he almost hit my toe?”  

 

In some of the stories children intervened to protect the participants placing them at risk 

of harm. One participant sustained physical beatings when her daughter received a D or F 

in school. "I would rather take the beating,” she recalled. Participants likewise protected 

their own parents from sadness, worry, and concern by keeping the IPV hidden as they 

suffered in silence. Two participants feared that their fathers would take revenge on their 

partners for abusing their daughters. They wanted to protect their fathers from later 

having to live with the consequences of harming another. However, in many of the stories 

the protection that the participants received from their parents when they finally revealed 

the truth about their situation, and made the final decision to leave, was vital. This 

support was given even to those participants who described strained relationships with 
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their parents or parents who were strict, controlling, or not affectionate. They came 

through and protected their daughters and provided safety hence a genuine example of  

familismo, or devotion to family, an important value upheld by the Mexican-American 

culture. “If they would have told me to keep trying, I may have stayed,” suggested one 

participant and another, “without them, I don't know what I would have done seriously."   

  Not often articulated, however, was the realization that the women also had to 

protect themselves. For ultimately, protecting themselves meant protecting their children 

as well, and was described in the following epiphany: "When he started threatening my 

life, that's when I thought I needed to do something because I have two children.” The 

children needed their mothers as for the most part, in several of the stories, the fathers 

were absent from their lives. 

Within the stories are the numerous emotions associated with the decision to leave 

the IPV behind.  Many recounted the underlying fears that overshadowed their ability to 

come to a decision. The fears were not fabricated but authentic and often multiplied by 

the use of force or a deadly weapon; fear for their own lives, or those of their children if 

they left or if they told another. These fears were vividly portrayed throughout the stories 

and accentuated the complexity of coming to a decision to leave a violent relationship 

even when financial stability is not a concern. Throughout the stories, as the women left 

and returned and left again it was not difficult to understand their dilemma and the 

strength that it took to survive on a daily basis. Although the threats on their lives 

provoked fear, conversely, it was the same threats for their lives that became the 

epiphany or turning point to leave.  
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The decision to leave was also complicated by love. As Rumi, a mystic of the 

1200’s, wrote, “Love so needs to love that it will endure almost anything, even abuse, 

just to flicker for a moment.” (cited in Ladinsky, 2002, p. 67). In these stories, it was 

because of love, for the most part, that women entered into the relationship, endured the 

relationship and then finally left the relationship. First and foremost, it is difficult to leave 

someone you once loved, or someone who you share children with or the person that you 

know has been wounded by his own past or that you feel sorry for or that you hope will 

one day change. When love and violence become an entangled web it is difficult to find a 

way out however; in all of these stories the women broke free when they decided that 

what they were receiving was not love but power and control, “no es amor.” When the 

final decision was made to leave the relationship, what tremendous courage it must have 

taken to ultimately love and protect themselves as well as their children. "And um, I don't 

know what clicked that day when I picked up my son and said just be real quiet, we need 

to go, and it was the second time so he kinda had a feeling and then we just didn't go 

back. I never went back. I broke it off very quickly." All of the participants, except for 

one, had children; the one who did not left within 6 months of marriage. It seems that 

having children, although the primary reason for finally leaving, increased the inner 

turmoil involved in making a final decision. After all, a woman was not only leaving her 

husband, but the father of her children as well.  

I, like Antonovsky who wondered how women who had survived life in the 

concentration camps in World War II, found the strength to move beyond their 

experience and have healthy lives, asked his same question, “from whence the strength?” 
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(1987, p. 7). As one participant reflected, "I really don't know…where the strength came 

from but it did…I guess with the grace of God."   It is not clear where the women’s 

strength came from, but they had tremendous strength not only to survive day to day, 

hold the family together, but also to take the courageous step, in spite of the threats on 

one’s life, to leave the abusive relationship and begin anew. Was the strength innate? 

Was it learned or passed on from the strength of those who went before them as some 

women recounted? 

  Experts often speak of the intergenerational transmission of violence which was 

present in these stories as one participant suggested, "maybe that's what attracted me, 

because that's how my father was with my mother." However, what was also confirmed 

in several of the stories was an intergenerational transmission of strength, cultural values 

and faith as exemplified by the following participant “but my mother was a very strong 

woman, and I think that's why I've survived.” She also explained that her culture taught 

her to “fight back” and several women did.  "That's how we've had to live through these 

years… That's how we survive. If you know anything about our culture, you know." 

Nonetheless, participants who did fight back soon came to realize, "…fighting doesn't get 

you nowhere."  This feisty spirit and sense of humor not only helped the women survive 

the IPV experience, however, but enabled them to question cultural norms and in a sense 

they were rewriting culture. One described herself as a “rebel” the other reflected on how 

her mother called her a “libertine.” She had a strong sense of who she was even in her 

late teens when she decided to leave home. "In that Mexican culture you just stay in that 

family until you get married and --oh. Just awful. And that wasn't me. I knew that wasn't 



 244 

me." Perhaps the historical moment of the 60s and 70s was influential in their own 

questioning as this was a time in which the entire country was questioning women’s 

rights, civil rights and the Vietnam War.  

Several of the participants referred to their partners as “macho” or coming from 

families where Mexican males were raised to be "entitled" and mother in laws 

encouraged their sons to hit their wives. Some of the participants questioned this as well. 

The stories spoke of husbands who tried to teach sons from early on that it is okay for 

men to misbehave or fathers who encouraged their adult sons to drink; “you’re not a man, 

they won’t let you drink” and then he would become a different person and the violence 

would ensue. One participant recognized that “it's harder for men to admit their 

brokenness; maybe the macho image has something to do with this…harder to seek 

help.” It was evident that several of the participants’ partners had been wounded from 

childhood as was the case of the young boy whose mother set herself on fire. One of the 

oldest participants attempted to redefine macho as she explained that "El verdadero 

hombre hace de verdad, cumple, da cariño, amor…” (A true gentleman or male is honest, 

responsible, caring, and loving). Being abusive is “nada de macho, animal.” (not manly 

or macho but animalistic.) 

The stories also spoke of women who were “raised not to be too inquisitive” and 

encouraged not to hurt others and not to further their education as “a girl's path is 

different from a boy's path.” “Entonces yo crecí con ese patrón de vida verdad, de que el 

hombre tiene la fuerza y tiene la, el derecho a maltratarte” (“Therefore, I grew up with 

this cultural script, that the man has the strength and the right to abuse you.”) In spite of 
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these messages these amazing women found their own strength and defended their right 

to peace and a life without abuse and all became quite successful in their own way. 

Some of the women suggested that their strength came from their grandmothers 

who not only taught them about survival but faith; "she was a spiritual woman who 

believed that faith took you everywhere." Others spoke of their own faith and relationship 

with God as their source of strength, for many this faith was instilled in childhood. 

Perhaps it was this same faith and connection with a higher power that not only brought 

strength, but allowed the women to discover their own sacredness and goodness. 

Reconnecting with something greater, as the participant who participated in Al-Anon 

spoke of, as well as reconnecting with themselves seemed to empower these women to 

opt for life and was influential in their ability to leave the IPV behind and begin to heal.  

Although the women were reluctant to tell their parents about the IPV initially, 

they ultimately realized the importance of reaching out to others for help and when they 

did, received it. Throughout the stories were illustrations of bosses, co-workers, friends, 

priests, and family offering advice, however ultimately the decision to leave was shaped 

and formed by their strong sense of coherence and immense courage. "I think I'm very 

much empowered. I think I've empowered myself,” reflected one participant. 

SUMMARY 

In spite of the indelible watermark of IPV, these stories are heroic and triumphant 

accounts of twelve women who not only survived IPV but are living life to its fullest in 

their autumn and winter years. The six themes illuminated not only the lived experience 

of IPV for aging Mexican-American women but the ways in which the women sustained 
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health throughout and beyond their experience. The human spirit, as the lives of these 

women have illustrated, is strong beyond imagination. Can someone who has not suffered 

something as tragic as IPV or close encounters with death truly appreciate life the way 

these women do? One would hope so. Without a doubt, these women opted for 

salutogenesis and found ways to nurture mind, body, and spirit. "It amazes me of, you 

know, where I came from to where I am now." Although the findings are an attempt to 

bring the participants’ stories to life, “these lives and experiences remain always, the 

lives and stories of those who have told them to us.” (Denzin, 2001, p. 55). 
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Chapter Five: Contextualization of Findings  

There is a sense of urgency in this post-modern period to capture the stories of 

those who have lived through the phenomenon that we long to understand. This 

qualitative interpretive study explored salutogenesis in aging Mexican-American women 

with a lived experience of intimate partner violence. When the phenomenon remains a 

serious public health issue affecting more than a third of women worldwide, (WHO, 

2013b)  the urgency is multiplied, as it behooves us to understand this phenomenon at a 

deeper level in order to improve health outcomes and foster preventive efforts. Merleau-

Ponty posited that the goal of the interpreter is to bring to life that which is hidden or 

invisible (Denzin, 2001). Weeks and LeBlanc (2011) acknowledged that there is growing 

interest in IPV in aging women; however, to date few studies have included their voices. 

What was once considered a hidden phenomenon however, all too often shockingly 

shows its face on national news. To my knowledge and through thorough review, apart 

from a secondary data analysis that explored IPV in aging Mexican-American women 

with mobility impairments (Divin, Volker, & Harrison, 2013), this interpretive qualitative 

study is the first study that has explored salutogenesis and IPV in aging Mexican-

American women. The epiphanies of twelve aging Mexican-American women with a 

history of IPV illuminated the reality of not only the lived experience of IPV but the 

healing process beyond the abuse. Influential sociocultural factors were woven 

throughout the stories and were highlighted as well. Thick descriptions as illustrated in 

chapter four brought the lived experience to life and via a salutogenic lens, captured the 

power of the human spirit in the midst of adversity. Researchers have called for greater 
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understanding of the strength, support systems and protective factors that have sustained 

health in the midst of adversity associated with IPV (Schultz, Roditti, & Gillette, 2009; 

Spivak, Jenkins, VanAudhove, & Lee, 2012).Without a doubt this study is a response to a 

need for research of this kind and sheds light on the strength of the human spirit that can 

not only survive IPV but heal and even thrive.  

 This final chapter will compare and contrast the findings with what we currently 

know of this hidden phenomenon within aging populations and relocate the themes back 

into the natural world. It will illustrate how lived experience of 12 aging Mexican-

American women alters and shapes our understanding of the phenomenon of IPV and 

aging. Likewise, limitations of the study, trustworthiness of the findings, and implications 

for clinical practice and further research will be included as well.  

SITUATING THE FINDINGS IN THE NATURAL WORLD 

 The goal of contextualization, the final phase of the interpretive process, is to 

illustrate how lived experience alters and shapes our current understanding of the 

phenomenon we long to understand (Denzin, 2001). In this case, though not 

generalizable, several insights can be gleaned from the stories of twelve aging Mexican–

American women with a lived experience of IPV and may influence our understanding of 

aging and health in the midst of adversity. Although the twelve women in this study are 

several years removed from IPV, their journeys may be influential to health care teams 

and other aging women still living with IPV or on their own quest for health and peace 

post abuse. The process of contextualization began with the formulation of themes in 

chapter four and in this chapter will be situated back into the natural world. The findings 
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will be compared and contrasted with what we currently know through prior studies 

about IPV and aging. 

Nature of the violence 

As other studies have discovered, the nature of the violence for most of the 

women in this study came in varying forms, physical, psychological and sexual, with 

many of the women experiencing all forms. Some of the descriptions were unfathomable, 

bone-chilling and almost unspeakable. The three primary elements of IPV woven 

throughout the twelve stories, control, the entangled web of love and violence, and the 

hope for change have been documented in other studies as well. For example, a recent 

border study in Tijuana, Mexico evaluated the prevalence and risk factors associated with 

IPV among women who attended a local primary care clinic. The study found that 40% 

of the women, aged 18-80, M=40.6, experienced IPV and jealousy was the most common 

reason for the IPV (Ambriz-Mora, Zonana-Nacach, & Anzaldo-Campos, 2015). This was 

a common finding in the present study as well with 10 of the 12 women speaking of the 

control and jealousy of their partners. For some of the women, the control and jealousy 

were extreme. One participant recounted a moment when her mother had come to visit 

and her husband did not believe her. He examined the tire marks in front of the house and 

was convinced that they were not those of her mother’s car and accused her of infidelity. 

Perhaps one of the most blatant examples of control was told by the participant whose 

partner held her down and shaved her head completely because she had decided to cut her 

hair short instead of keeping it the length he wanted.  
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The fear, often exacerbated by the partner’s power and control was palpable and 

often amplified by the threats on their own lives if they told anyone or contemplated 

leaving. This finding has also been identified in other studies as a barrier to help-seeking, 

understandably so (Ingram et al., 2007, Vidales, 2010, Rizo & Macy, 2011). In spite of 

the fear; however, several of the participants spoke of fighting back to defend themselves, 

a response also identified in other studies (Rizo & Macy, 2011; Brabeck & Guzman, 

2008). Although some soon realized that this was not going to solve the problems but 

only compromised the situation, another participant recalled that when she did threaten 

her partner with a knife, the physical violence stopped and her fear lessened. One 

participant explained that her culture taught her to fight back, an insight that I have not 

seen in prior IPV literature. This echoes however, with the words of a Mexican woman I 

was privileged to work with while living on the US/Mexico border. She explained that 

she was taught from day one that life was a struggle to survive and anything else was 

pure gift. This fighting spirit was not only evident in the ways in which the women in this 

study defended themselves in the midst of the IPV but also in the creative strategies used 

in the quest for survival, and in the questioning of social norms. It was also evident in the 

multiple ways in which they assumed the role of primary breadwinner to provide for their 

children, often working long hours. Economic stability has been identified as key to 

decision making in IPV (Ingram, et al., 2010). When some of the women in this study, 

often unable to depend on their own partners to provide, realized their own ability to earn 

an income, albeit without sacrifice and much hard work, they saw a way out as they knew 

they could sustain their families.  
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 Love for their partners, in spite of the violence, complicated the decision making 

around leaving and was a consistent finding for the women in this study. An entangled 

web of love and violence seemed to hold the women captive until they realized that there 

was a way out. This finding resonates with four other studies of IPV, three with aging 

women and one with 17 Latina participants, that also found this ironic and conflicting 

dilemma within the IPV experience (Hightower et al., 2006; McGarry, 2010; Zink, et al., 

2006; Kelly, 2009). One participant in McGarry’s study (2010) described this dilemma in 

these words: “…nobody understands why you keep it quiet and make excuses, but you’re 

embarrassed and you love him” (p.36). Likewise Kelly described the conflictive turmoil 

in her participants: “They contended with their conflicting emotions as well as those of 

their children. The mothers and their children loved and feared the abuser at the same 

time.” (p. 291). 

 Many of the participants in this study left numerous times and their partners 

convinced them to return. This finding is not uncommon as Weiss (2000) found that most 

women leave on the average of six times before making the final decision to end the 

relationship. One participant explained that even after she made her final decision to 

leave she struggled with the desire to return more times than not as she still loved her 

partner. Some of the participants in the present study blamed themselves for permitting 

the violence. In one story, the participant’s spouse had left and she blamed herself for 

looking for him and encouraging him to return even after he had beaten her. This 

resonated with a recent study with older women in Ireland where the authors found that 

the ongoing emotional connection that the participants had with their partners 
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complicated their understanding of the violence and contributed to self-blame, “‘I blame 

myself. I should have left.’ ” (Lazenbatt & Devaney, 2014, p. 18). In Kelly’s study all of 

the women voiced guilt for not leaving sooner (2009). This entangled web of love and 

violence also lends understanding to the fact that some of the participants in the present 

study continued to express concern for their partners even after leaving.  

 In Denzin’s impressive work “Toward a phenomenology of domestic family 

violence” (1984, p. 507), he posited: 

Freedom from the violence begins to appear only when she accepts the fact that 

she cannot change the situation. Change will occur only when she steps out of the 

situation. It cannot occur from within, for the forces that promote violence and the 

adjustments to it are not themselves tied to a single act or to a single person. 

 

This rang true as the twelve women in this study described the turmoil they went through 

as they came to their final decision to leave for good. They hoped for change, believed 

their partners when they promised change, thought that their love could change their 

partners, and finally came to the realization that they were not capable of changing their 

partner. The process of coming to a decision to leave for good was unique for each of the 

women in this study; one left the marriage after a few months, while others stayed for 

years. For many of the participants cumulative epiphanies brought them to their final 

decision. Researchers have explored the “crystallization of desire” or making decisions 

based on knowing what one wants (approach orientation) versus a “crystallization of 

discontent” or escaping a difficult past (avoidance orientation) on health and well being 

(Bauer, McAdams, & Sakaeda, 2005). Their findings indicated that participants who 

made decisions based on a “crystallization of desire” reported a higher sense of well-
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being in one study. The authors suggested that when people reflect on a decision made in 

their past that had a positive outcome, they most likely will have the perception that their 

decision was made out of desire vs discontent. Most narratives, according to Bauer et al., 

will conain elements of both the “crystallization of desire” and the “crystallization of 

discontent” and this was evident in the stories of the participants interviewed for this 

study. However, when decisions are made with an “approach-oriented” perspective they 

are most likely to foster health and thriving as compared to those made on an 

“avoidance” perspective or in an attempt to “escape misery” (2005, p. 1208). Theme two 

in this study, “Ya no aguanto” “I’m done” illustrates being fed up, wanting to leave a 

very difficult situation, a “crystallization of discontent.”  However, the reasons that many 

of the women gave for coming to this decision reflected a “crystallization of desire” a 

desire for something different for their children, a desire to stay alive for their children. 

The fourth theme, “A desire to break the cycle” is an exemplar of the “crystallization of 

desire.” This desire was articulated by nine of the participants in this study. They desired 

to show their children a different way, a life without abuse. Although it would require a 

secondary analysis to explore more profoundly the decision making process in the 

women’s stories, the findings suggest that the “crystallization of desire” appeared to play 

a major role in the decision making process and perhaps helps explain the women’s 

ability to thrive and experience health ease in their autumn and winter years.  

Most of the participants in this study spoke of feeling embarrassed to tell anyone 

else about their situation and kept their plight hidden. Other researchers have found that 

embarrassment is a common barrier to help-seeking and disclosure (Montalvo-Liendo, 
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2009; Montalvo-Liendo et al., 2009). However, Montalvo-Liendo and colleagues (2009) 

found that embarrassment was identified as a barrier to disclosure for some of the 

Mexican immigrants but not for the Mexican-American women who participated in their 

study. Moya, Chavez-Baray, and Martinez (2014), in a recent community based photo 

voice participatory study, explored the relationship between IPV and sexual health in 

Latina immigrants living in a large Texas border community. One of the participants in 

their study gave a poignant example of shame and embarrassment (Moya et al., 2014, p. 

7):  

We isolate ourselves from everyone that tries to make us deal with the situation 

that we try to avoid. I lived this way for fear of being pointed at and discriminated 

against. To accept that we are victims is seen as something bad and shameful 

within our families and society. 

 

Cultural Scripts 

Relationships with one’s family of origin have a profound effect throughout the 

life course (Belknap & Cruz, 2007) as it is within the family of origin that cultural scripts 

are learned, even those scripts that may normalize IPV. Antonovsky (1979; 1987) posited 

that one’s sense of coherence is strengthened by generalized resistance resources such as 

cultural stability, social support, and spirituality or weakened by the lack of them, 

generalized resistance deficits. Likewise experts have found that although our cultural 

scripts do not predict IPV, the strengths and barriers within one’s culture can shape the 

IPV experience (Bent-Goodley, 2007). Furthermore one’s perception of IPV is influenced 

by the social and cultural contexts surrounding an individual (Frias & Angel, 2005). One 

of the participants in this study described this well. She explained that violence was 

permitted “por el patron de vida que tenemos” (by the pattern of life given to us). 
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Furthermore she said that she normalized the IPV as "esa es mi forma de ver el 

matrimonio” (“this was my way of seeing marriage”). Her mother lived with long term 

IPV until her father died at age 65.  

  Although more than half of the women in this study, were born in the US, they 

reside in close proximity to Mexico. Researchers have found that the process of 

acculturation may be different for those living in border communities and that the ties to 

the Mexican culture may remain strong (Champion, 1996) as was evident in this study as 

well. Woven throughout the findings are examples of cultural scripts that shaped the IPV 

experience, some similar to the findings in other studies and others in contrast.  

Child abuse, known to be a risk factor for IPV (Kelly, 2010) was experienced by 

only two of the 12 women in the present study. This finding is not consistent with other 

studies that found higher incidence of child abuse in Mexican-American women who had 

experienced partner violence. A recent study of aging Mexican-American women with an 

IPV history found that 5 of the 7 women had sustained childhood abuse as well as IPV 

(Divin, et al., 2013). In another study of 26 Mexican-American women, 17 disclosed a 

history of childhood abuse (Montalvo-Liendo et al., 2009). It is possible that the lack of 

exposure to childhood abuse may have been influential in an earlier decision to leave the 

IPV behind. In fact, the two participants in the present study who remained in IPV the 

longest were the two who also voiced a history of childhood abuse; however, they too, 

found healing. 

 Familismo or devotion and loyalty to one’s nuclear or extended family, placing 

the family’s needs ahead of the individual, may be one of the most important cultural 
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scripts for Hispanics (Vidales, 2010; Gallo, Penedo, Espinosa de los Monteros, & 

Arguelles, 2009; Morales-Campos et al., 2009). Ironically, however, this cultural script 

appeared to be undermined by IPV as many of the women spoke of the absence of their 

partners and their partner’s lack of devotion to the family. Prior research has found that 

familismo can serve as both a salient protective factor to those living in IPV (Brabeck & 

Guzman, 2009) as well as a barrier to help-seeking (Rizo & Macy, 2011; Montalvo-

Liendo, 2009; Vidales, 2010). This cultural script profoundly affected the decisions made 

by the women in this study. Although several participants were reluctant to reach out to 

their extended family as to not worry them or to protect them from discovering their 

reality, when they finally did reach out to their families for help, they were welcomed 

back home with open arms; hence familismo, perhaps initially a deterrent to disclosure, 

ultimately was a protective factor or resistance resource for several of the women. 

Montalvo-Liendo and colleagues (2009) also found that the Mexican-American women 

in their study did not want to worry their own parents especially when they had witnessed 

IPV in their own mothers; however, the need to protect their fathers from harming the 

perpetrator was not mentioned. In contrast, two of the women in the present study 

explained that they were reluctant to disclose their abuse to their fathers for fear that their 

fathers would retaliate and have to live with the consequences. These same women spoke 

of a deep love and respect for their fathers and a need to protect them. However 

eventually, when they did disclose, their fathers were instrumental to their leaving as well 

as to their healing. 
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Some of the participants in this study explained that they received little or no 

support from their partner’s families and some of their mothers in law even encouraged, 

condoned or turned their back on the violence. Other studies have found similar findings 

(Vidales, 2010; Kelly, 2009; Brabeck & Guzman, 2008). Unfortunately for immigrant 

women who are removed from their family of origin because of migration, sometimes the 

partner’s family is the only “family” nearby and if unsupportive or condoning of the IPV, 

their plight is worsened (Brabeck & Guzman, 2008). These researchers posited that since 

familismo is highly valued by many Mexican-origin women and influential in help-

seeking in IPV, community members such as church officials, friends, and co-workers 

may provide essential support especially for women removed from their extended family 

(Brabeck & Guzman, 2009). 

Kelly (2009) found that the role of “mothering” complicated decision making as 

several of the participants in her study were conflicted in their decisions to leave or stay 

as they wanted to keep the family intact. The desire for an intact family, influenced by 

familismo was present in this study as well; however, the devotion to one’s children and 

the realization that in order to protect their children, they had to protect themselves 

prompted the decision to leave. Two of the oldest participants in Kelly’s study, in their 

fifties, on the other hand, lamented that they stayed for their children until both they and 

their children were “irreparably damaged.” (2009, p. 292). Although the women in the 

present study voiced concern about the effect of IPV on their children, and some 

continued to worry about their adult children and their adult children’s intimate 

relationships, similar to other studies (Hightower et al., 2006), they also rejoiced that they 
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and their children were doing okay and were proud of their children’s accomplishments 

in life. The intergenerational transmission of violence was prominent in the findings, with 

several of the women explaining that their own children had entered into abusive 

relationships; however, equally as prominent was the intergenerational transmission of 

strength and hope and healing.  

The two other cultural scripts often mentioned in Hispanic IPV studies are 

machismo and marianismo, often defining traditional gender roles. Galanti (2003) 

explained that machismo can have both positive as well as negative connotations. For 

example, a hard-working man who provides for his family and is concerned for their 

welfare is machismo in the positive sense of the word. However, machismo can also be 

associated with heavy drinking, female subjugation, and male superiority (Galanti, 2003). 

It is not difficult therefore to see how machismo in this vein could contribute to both 

gender inequality as well as IPV (Kelly, 2009) and interfere with help-seeking (Rizo & 

Macy, 2011). Similar to another study that found that alcohol contributed to increased 

IPV (Rennison & Rand, 2003), eight of the women in this study spoke of how the 

violence worsened when their partners had been drinking. Another recounted how her 

partner tried to influence her 12 year old to start drinking. Although some of the women 

in this study described being raised with these cultural scripts and machismo was vividly 

present in the control that the women in this study experienced from their intimate 

partners, it did not have the final word. One of the oldest participants emphasized that a 

man who inflicts violence on another is not machista but animalistic, as a true man is 

kind and concerned about his family.  
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Marianismo, aspiring to be like the Virgin Mary, the ideal woman (cited in 

Vidales, 2010) is the cultural script that describes the self-sacrificing woman, who bears 

all suffering for the sake of her children and is obedient and submissive (Galanti, 2003). 

Without doubt there was much suffering and self-sacrificing woven throughout the 

women’s stories; however in this study, marianismo appeared to be a powerful source of 

strength for several of the women as well. Most of the homes that I visited were adorned 

with prominent statues or pictures of “La Virgen de Guadalupe” often referred to as Our 

Lady of Guadalupe. This was not surprising given the importance that she holds to many 

Mexican-American people as she is the patron saint of Mexico (Rodriguez, 1994). In fact, 

throughout Latin America, the Virgin Mary, known by many different names, is a 

powerful symbol for love, compassion, and protection and according to some, a feminine 

face of God (cited in Rodriguez, 1994). 

One participant described “La Virgen de Guadalupe” as: “Madre Santísima que 

me protege de todo mal; que nadie me va a poder hacer nada porque ella esta 

cuidándome.” (“The Holy Mother who protects me from all evil; no one will be able to 

harm me as she is caring for me”). Submissive was not a word I would use to describe 

any of the women interviewed for this study as they creatively searched for ways to not 

only survive the IPV but close this chapter in their lives. They may have made 

submissive choices as they creatively strategized to survive or placate the abuse and 

eventually leave, as has been documented in another study (Brabeck & Guzman, 2008); 

however, several continually questioned the behavior.  
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Some described an inner-knowing; "I just knew that there's no way I could live 

like that because I wasn't happy." Elizondo, a Catholic theologian posits that women, 

although not often seen or appreciated by society, see their inner selves and their own 

strength in La Virgen de Guadalupe (cited in Rodriguez, 1994). In a study with 20 young 

second generation Mexican-American mothers, aged 22-30, Rodriguez (1994) explored 

their perceptions of and relationships with Our Lady of Guadalupe. Rodriguez discovered 

that Our Lady of Guadalupe was a powerful symbol of strength and hope to the women in 

her study. However, they were not aware of the entire story and symbolism surrounding 

her appearance to a humble indigenous man in 1531. Rodriguez posited that further 

reflection and understanding might serve as an empowering catalyst and liberating force 

for women. This symbolism of empowerment certainly resonates with the findings in the 

present study.  

Although cultural scripts can contribute to gender inequality, they can also be 

rewritten as evidenced by the women in this study. Furthermore, it is important to 

remember that male dominance, machismo in the negative sense of the word, and female 

subordination exist within many cultures and are certainly not limited to the Hispanic 

culture (Sussman, Steinmetz, & Peterson, 1999) but characteristic of a patriarchal system 

that sets the stage for IPV.  

Spirituality 

Spirituality, another core cultural value deeply held by the Hispanic culture and as 

witnessed in the devotion to Our Lady of Guadalupe, was a powerful resistance resource 

to the participants in this study. For many of the participants, although some wrestled 
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with God as they tried to make sense of their IPV experience, their spirituality was the 

saving grace that allowed them to finally not only survive the trauma of IPV but to heal 

as well. Many of the women spoke of a personal prayer life that was important to them 

and their faith was obvious in the ways in which their homes were adorned by religious 

symbols and “altarcitos.” Antonovsky (1979, 1987) identified religion/spirituality as a 

generalized resistance resource that could strengthen one’s sense of coherence. Studies 

have illustrated a strong positive correlation between spirituality and sense of coherence 

(Delgado, 2007). For most of the women in this study, their spirituality was nurtured 

through belonging to a religious community which also offered social support and 

avenues for healing. Three of the women spoke of participation in retreats offered by 

their churches that were instrumental in the healing process and provided an opportunity 

to share their life story with others.  

 Other research has validated the importance of faith for older Mexican-

Americans. Faith and belonging to a church community may be instrumental in 

understanding one’s own suffering and pain (Krause & Bastida, 2009) as well as an 

avenue for emotional support (Angel, Frisco, Angel, & Chiriboga, 2003) and coping with 

adversity (Musgrave, Allen, & Allen, 2002 ). Furthermore, a recent study with aging 

Mexican-Americans found that weekly religious attendance for Mexican-Americans may 

be health protective and reduce the risk of mortality (Hill, Angel, J., Ellison, & Angel, R., 

2005). Likewise, Gallo and colleagues (2009) suggested that religious involvement 

among Hispanics predicts higher quality of life and nurtures both mental and physical 

health, even in adversity. 
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Prior studies of aging women and IPV, also found that spirituality was a source of 

strength, coping, hope, and support (Hightower, et al., 2006; Zink, et al., 2006; Denham, 

et al., 2007; Divin et al., 2013). This is not surprising given that “spirituality is at the 

heart of human resilience and hope” (McGee, 2005, p. 17). Some women expressed that 

their faith in God was the primary motivating factor for leaving their abusive 

relationships and eventually healing (Weeks & LeBlanc, 2011). In a study that explored 

strategies for surviving abuse with 75 Mexican-origin women, Brabeck & Guzman 

(2008) found that faith was instrumental to 71% of the women as it nurtured hope and 

optimism, and a sense of being held by a greater power. According to McGee (2005), a 

professional counselor and spiritual director, “being held by an experience of God that is 

deeper than the pain” is imperative to the healing process (p. 17-18).  

Denzin (1984) posited that “violent conduct cuts to the core of the authentic self 

of the victim” (p. 498). Spirituality, therefore, “a process of making meaningful 

connection” (McGee, 2005, p. 17) may be essential to the reconnection not only to the 

Divine, or a higher power, but to one’s authentic self that may have gotten lost in the 

repeated violence. A renowned Catholic theologian, Thomas Merton, professed that 

“when we find our true self we find God, and when we find God we find our true self” 

(1961, p. 36.). “Since trauma frequently blocks styles of prayer and relaxation as well as 

the very possibility of connection with the sacred that has formed meaning in life, 

attention to spirituality is intrinsically part of healing any human wound” (McGee, 2005, 

p. xiii). 



 263 

These reflections illustrate the importance of incorporating a holistic model in 

working with survivors of IPV perhaps through art, dance, nature, and meditation, for 

example. Furthermore spirituality may be a source of strength and healing and prevention 

of secondary compassion fatigue for health professionals who listen to the stories of 

trauma on a regular basis (McGee, 2005). 

Narrative as Healing and Hope 

“To move out of violence the woman must restructure her relationship with 

herself” (Denzin, 1984, p. 507) and create a new story. No doubt all twelve of the women 

in this study did restructure their relationships with themselves and several spoke of how 

they enjoyed their own company. They also expressed a deep desire to share their 

wisdom with others so that they too could find healing and hope. This finding resonates 

with previous studies with women who have experienced IPV (Grunfeld et al., 1996; 

Mears, 2003). In a recent border study one participant proclaimed, “We need to help 

women so that they recognize when they're being abused so they can escape and not 

allow humiliation (Moya et al., 2014, p. 8). One participant in the present study expressed 

a similar desire, "Y pues las experiencias duras que lleve en el pasado, en el pasado 

queda, pero usted recuerda, y si…si lo que recuerdo ayuda para los demas, yo encantada 

de la vida a cooperar" (“And the difficult experiences that I carried in my past, stay in the 

past, but you remember, and if what I remember can help others, I would be delighted to 

help”). Belenky et al. (1986) in their classic work, “Women’s Ways of Knowing,” 

explained that women have a desire to empower and improve the lives of others and 

sharing one’s lived experience can be a powerful tool.  
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 In a prior study that explored IPV experiences in aging women in Australia, some 

of the participants explained that they were telling their story of IPV for the first time and 

one woman explained that blocking out her IPV experience was a form of survival for her 

(Mears, 2003). The oldest participant in my study spoke of life experiences she had never 

shared with another. Another woman recalled that she too had blocked out her IPV 

experience. However, she also recognized that telling her story was healing for her “like 

therapy” and was thankful for the experience. According to McGee, “what cannot be 

given voice cannot be integrated and healed“(2005, p. 54). This same woman, in her 

second interview, read a letter she had composed since our first interview for women still 

living in IPV, giving them hope and letting them know that a life without IPV was indeed 

possible.  

Experts in narrative research have shown that in the retelling of one’s story the 

self is strengthened (Mclean, Pasaputhi, & Pals, 2007). In this study it was obvious that 

the participants continued reflecting on their experiences after the initial interview. 

Although several participants retold parts of their story in the second interview, they did 

so with strength and amazement at what they had overcome. Several of the participants 

shared family pictures with me in the second interview of important people in the fabric 

of their lives. The oldest participant expressed her contentment well as she commented on 

how proud she was of herself and her courage. She did not fear death and was truly at 

peace, thriving at 85. 
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Forgiveness 

The theme of forgiveness, closely connected to spirituality, was a salient factor in 

the healing process for the women in this study. Although a handful of other studies have 

mentioned forgiveness in their findings, forgiveness was primarily related to the struggles 

around being unable to forgive God or self (Divin, et al., 2013). One participant in 

Kelly’s study (2009, p. 293), described her own challenge to forgive herself: “‘I 

destroyed my son because of my tolerance…He (her partner) destroyed me, and I allowed 

him to destroy my children…I cannot forgive myself for that.’ ”  

Brabeck and Guzman (2008) found that forgiving was one of the psychological 

strategies listed as important to surviving abuse in one of the four open-ended questions 

included in their study. It is unclear however, how many women in their study listed 

forgiveness in their open-ended responses or if the reference was to forgiveness of self or 

the perpetrator. Six of the women in the present study spoke of their own process of 

forgiveness; five spoke of forgiving their partners and two explained their process of self-

forgiveness. One participant expressed that forgiveness was essential to healing and 

finding peace. Another reflected that “we can, with the grace of God forgive." The 

process of being forgiven also seemed important. One of the participants recounted how 

after several years of not seeing her ex-partner, he appeared at her door and knelt down 

and begged her to forgive him. She told him, “Te voy a perdonar. Quiero vivir en paz.” 

(“I’m going to forgive you. I want to live in peace.”) These findings accentuate the need 

for a holistic approach to the healing process for IPV survivors, who may still be 

struggling with forgiveness or holding on to bitterness that may be self-damaging, as well 
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as for perpetrators of IPV who may be longing to be forgiven. Sulak (2013), a nationally 

known speaker, researcher, practicing obstetrician/gynecologist and medical school 

professor recently founded Living Well Aware. She posits that the ability to forgive 

family, friends, foes, and oneself is one of the 11 essential elements to health and 

happiness and is supported by scientific evidence. The value of forgiveness, one of the 

primary messages at the core of the Judeo-Christian tradition, and an important finding in 

this study, merits further exploration within IPV research. However, McGee (2005) 

cautions that recovery after trauma is a personal journey and a person should never feel 

pressed to forgive as if a person is unable to spontaneously forgive the shame inflicted by 

the trauma may increase. Furthermore, self-forgiveness is often the first step to healing. 

Aging in Health Ease 

 As the women in this study reflected on their own healing process and the ways in 

which they sustain health today, many of the essential elements promoting their health 

ease have been supported by other studies on successful aging and adversity. It was 

indeed a process and did not occur over night. Zink, et al. (2006) found that positivity, 

spiritual support and finding meaning in life enabled the women in their study to thrive 

even in spite of the IPV. Cassell and Suedfeld (2007) found similar results in their 

research with aging Holocaust survivors; access to health care, physical activity, social 

support of family and friends, positivity, and having things to look forward to, were 

influential to successful aging and all mentioned by the women in this study. In spite of 

horrific adversity somehow the survivors in their study were able to integrate their 

experience and were doing quite well in their golden years. The researchers were unsure 
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if a high sense of coherence was a result of surviving the trauma or that which sustained 

them throughout their experience.  

According to Angel (2009), although some people are able to overcome incredible 

adversity in spite of all odds, successful outcomes in aging are influenced by a variety of 

factors such as the personal characteristics that are innate to individuals as well as by the 

opportunities a person encounters and social and economic factors, described as 

“agency and structure” (p. 2). For the women in this study, doors were opened for them 

that enabled them to provide for their families for some, even in spite of little formal 

education but with much hard work and sacrifice. Two of the women, one with a high 

school degree and another with some college, became quite successful as they found 

work in places that allowed them to grow personally and professionally. All of the 

women had access to health care and most were still quite “young” with a median age of 

67; however, even the two oldest participants were living lives filled with vitality. The 

one participant who had numerous health issues, resulting in frequent hospitalizations, 

including chronic pain, depression, and an autoimmune disorder, conditions often seen in 

IPV survivors, appeared to be one of the most positive salutogenic people I have ever 

met.  

Without doubt, many aging Hispanics face multiple adversities including poverty, 

lack of access to health care, isolation, undocumented immigration status, and 

discrimination (Gallo, et al., 2009). However despite this reality, they often have similar 

or even better health outcomes than non-Hispanics. This phenomenon, known as the 

“Hispanic Paradox,” (Gallo, et al., 2009) is intriguing. However, although aging 
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Mexican-Americans may have equal or more favorable mortality than non-Hispanics, 

they may have greater incidence of functional limitations and chronic conditions (Angel, 

2009), hence quality of life is crucial. Other researchers have been puzzled by the 

influence of the “Hispanic Paradox” and health in an otherwise vulnerable population. I 

too, found myself pondering if the salutogenic findings in my study were partially 

attributed to this “Hispanic Paradox.” Did the positive effect of the cultural influences of 

spirituality, familismo, and marianismo somehow empower these women in ways beyond 

knowing to not only survive their IPV experience but to actually thrive in the midst of 

adversity? Recent studies by Gallo et al. (2009), albeit with limitations due to small 

sample size, have found that elements of the Hispanic culture such as familismo, 

spirituality, and social support may enhance resilience and furthermore promote health.  

It is important therefore to keep in mind that this may not be the reality for other women 

who may be aging in a culture of poverty (Angel & Angel, 2007) or still be experiencing 

IPV all of which may increase stress and social isolation and threaten one’s sense of 

coherence and ability to cope and sustain health ease. 

 This study highlights a possible second paradox. Although the cultural scripts of 

familismo, spirituality, and social support promote health and are held deeply by the 

Hispanic culture, they may be threatened by societal norms and structural factors. 

Fanilismo or devotion to one’s family is not a given but learned and how this script is 

passed on from one generation to another is influential and may result in an 

intergenerational transmission of strength and support or unfortunately an 

intergenerational transmission of violence. For example, five of the women recounted 
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that their spouses had witnessed IPV as children perhaps contributing to their role as 

perpetrator. On the other hand, only two of the participants witnessed IPV as a child and 

both stayed in abusive relationships far longer than the other participants with the 

exception of one other participant who was abused as a child. One of the two participants 

that witnessed IPV and childhood abuse stayed for 21 years, the other for 16. Although 

uncertain, it is possible that the participants who left earlier were able to do so because 

they had not witnessed IPV as a child or because they had a true sense of familismo that 

allowed them to see that what they were living was jeopardizing the health of their 

family. Although the cultural script of familismo is most often associated with the 

Hispanic culture, it is important to note that this script holds importance globally and is 

threatened universally by some of the same complex factors that made it difficult for the 

men in this study to remain devoted to their families. 

Several of the women in this study spoke of the role the institutional church 

played in their healing process and the social support they received through belonging to 

a religious community. Research has illustrated the mental health benefits of church 

participation for Hispanics (Hill, et al., 2005); however, the church may not always be a 

welcoming place as one participant in this study recalled. While social support is highly 

valued, some Hispanic women due to legal status, fear, isolation or socioeconomic 

disadvantage, may not be aware of existing resources that could nuture support and health 

or they may not have access due to health disparities. Perhaps there is also a distrust of 

authorities because of prior experience or country of origin where there may be even less 

protection, respect, and lack of sensitivity (Moya, et al., 2014). Indeed the 
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intersectionality of gender, socioeconomic and legal status, structural, cultural and 

institutional factors and multiple vulnerabilities of Latina or Hispanic women 

experiencing IPV place them at greater risk for unfavorable health outcomes (Moya el al., 

2014) yet some seem to find health ease. It is important to acknowledge that these risk 

factors are not unique to Hispanics but other social and ethnic groups affected by poverty, 

discrimination, oppression, and undocumented legal status. Those affected by human 

trafficking may be amongst the most vulnerable and isolated. 

The experiences of these twelve courageous and amazing Mexican-American 

women are unique to the women who told their stories. One cannot generalize the 

findings or attempt to posit that another group of twelve aging women from the same 

community and ethnicity would share similar histories. For example, in a previous study 

with aging Mexican-American women with an IPV history, one woman reflected, “Yo 

nunca he encontrado la felicidad ni el amor…todo mi vida ha sido de llanto, de dolor, de 

angustia, de desesperación.” (“I have never found happiness or love… all my life has 

been weeping, pain, anguish, despair” yet she continued to pray as according to her, this 

was all she had left (Divin, et al., 2013). 

  A study by McGarry et al. (2010) with aging women in the UK, the majority 

removed from IPV, found that although no longer living in IPV some continued to feel 

helpless and hopeless. Another study of 18 women in the UK who had experienced IPV 

since age 50 found that 17 of the 18 women struggled with major depression; only four of 

the women were no longer living in IPV (Lazenbatt & Devaney, 2014). Although this 

same study was guided by a salutogenic framework, sadly enough, health ease did not 
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seem apparent in the women’s lives. Perhaps this is because the majority of the women 

were still living in IPV, 39 years was the average time that these women had lived with 

IPV unlike the women in the present study where the average years in IPV was 10 and all 

were no longer in abusive relationships. One woman in Lazenbatt’s study lamented, “ ‘A 

lonely life into old age leaves me with dread’ ” and another remarked, “ ‘I have lost my 

whole family no one comes to see me anymore. Years ago they tried to persuade me to 

leave him and they now feel that I don’t really listen’ ” (Lazenbatt & Devaney, 2014, p. 

18).  

Kelly (2010) explained that although IPV may weaken a woman’s inner strength, 

this same strength may buffer some of the harmful effects of IPV. Furthermore Gallo 

(2013) posited that the Latino culture and social resources may provide additional buffers 

against stress and its effect on health. In Mear’s study of IPV in aging Australian women 

she proclaimed that “survival is not enough” (2003, p. 1488). It is impossible to know for 

sure what allowed the twelve women in this study to not only survive their IPV 

experience but to rise above it and thrive, yet their stories do speak loudly of the strength 

of the human spirit and the healing process. 

LIMITATIONS OF THE FINDINGS 

As with any study there are limitations to the findings and with qualitative studies, 

in particular, there is no generalizability, nor is this the goal. However, there is power and 

credibility in the human story and who could shed greater light on the lived experience of 

IPV and healing than the ones who have lived through it, hence earning the title of 

“expert” as Munhall suggested (2012). The stories collected for this study were told at a 
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given point in time in communities along the US/Mexico border. Although everyone has 

a life story, the story or recollection of the experience may change overtime (Vaillant, 

2002). The women in this study were several years removed from their IPV experience, a 

factor that may have influenced their healing process and recollection. Perhaps the stories 

would have been different if collected at a different point in time or within a few years 

post-abuse. Furthermore, the findings may not be the same for another group of Mexican-

American women or other Hispanic subgroups. 

Social desirability, or the tendency to share what the participant thinks the 

researcher wants to hear, may have been another limitation in this study especially given 

that the sensitizing framework was Antonovsky’s salutogenic theory. In fact the purpose 

of the study was to not only explore the lived experience of IPV but the strengths 

manifested throughout and beyond the experience. The purpose was clearly stated on the 

recruitment flyers and may have been influential in the sampling process as well. Were 

study participants identified because they already manifested strength in adversity? As 

the participants reflected on their IPV experience, social desirability may have influenced 

the way their stories were recounted however, it is impossible to know. What were 

evident throughout the stories were vivid and gruesome accounts of the lived experience 

of IPV as well as enormous hope and strength in building a new life post-abuse.  

Finally, although biases are stated upfront and steps are taken to control for 

biases, when the researcher is a primary instrument in the interview process, the 

researcher’s influence on the findings can threaten trustworthiness (Thorne, Kirkham, & 

MacDonald-Emes, 1997). The interpretations of the researcher are shaped by the 
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researcher’s own past experience and may be different for other researchers conducting a 

similar study (Denzin, 2001). Hundreds of pages of data contained immense wisdom in 

this study and the decisions made around the formulation of themes, although discussed 

with my adviser, were subjective. Although the findings are non-generalizable, the stories 

without doubt offer much insight and wisdom of the IPV experience and life beyond 

abuse for aging Mexican-American women and are significant. 

TRUSTWORTHINESS 

Several measures were taken to foster trustworthiness in this cross-language 

study. Four of the participants spoke only Spanish and were interviewed in Spanish 

without the need for a translator or interpreter as the researcher was bilingual. According 

to Smith, Chen, and Liu (2008), conducting research in the source language allows for 

more accurate interpretations and meanings. Furthermore, the quality of the data is 

maximized when the researcher can probe and clarify to increase understanding (Twinn, 

1998). However, Suh, Kagan, and Strumpf (2009) cautioned that fluency in the language 

does not guarantee trustworthiness. Cultural competence is paramount to cross-language 

research and includes a keen awareness and deep respect for cultural diversity and the 

wisdom gained from others. This knowledge supersedes language proficiency (Suh et al., 

2009). With over 30 years of professional nursing experience with Hispanic 

communities, including 15 years on the US/Mexico border, I brought a deep respect for 

the Hispanic culture to this study. Since the researcher is the primary instrument in 

qualitative research (Munhall, 2012), this understanding and experience hopefully had a 

positive impact on the study. Nonetheless to foster credibility, English translations of 
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major quotes were verified by Spanish speakers familiar with local culture and language 

since I am not a native speaker. To further increase trustworthiness, experts recommend 

line-by-line coding in the source language (Irvine et al., 2007). In this study line by line 

coding was conducted in the language of the transcribed text. I met with my adviser 

regularly during the data collection and analysis process as codes, categories, and themes 

were reviewed. Direct quotes in Spanish were included in the findings along with English 

translations and captured meaning in the voices of the participants and further increased 

credibility.  

 Another strength of this study that increased trustworthiness is that each 

participant was interviewed twice. Munhall strongly encourages follow up interviews for 

additional reflection and time to process the initial interview. In this study, although 

several participants repeated some of what was told in the first interview, in all of the 

stories, additional insight was gleaned in the follow-up interviews. The first interview, 

according to Munhall (2012) is crucial in establishing trust and rapport with the 

participant. I must say that it was not difficult setting up the second interview and the 

participants were all receptive to being interviewed more than once. In the closing phone 

interview, several of the participants offered hospitality if I was ever visiting their 

communities again and a desire to stay in touch. It is possible that trust was enhanced by 

the fact that I had lived in a border community for several years and was familiar with the 

border reality.  

 According to Lincoln and Guba (1985), trustworthiness of qualitative research 

can be evaluated with the following criteria: credibility, dependability, transferability, 
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and confirmability. The findings in this study are supported by the data as exemplified by 

the quotes of the participants and thick descriptions in both English and Spanish. 

Dependability was enhanced by meeting with my adviser to discuss findings. This study 

will need to be replicated with other aging women to assess for transferability however 

the few other studies that have been conducted, found some similar findings. The six 

themes in this study clearly summarize how the conclusions were attained hence 

supporting confirmability of the findings. In 1994, Lincoln and Guba added a fifth 

criteria to evaluate qualitative research, authenticity. Do the findings illuminate the 

vicarious experience of the lives studied thus allowing the reader to further understand 

the lived experience (Polit & Beck, 2008)? Authenticity is evident in this study through 

the powerful accounts of the twelve women in this study as there is deep validity in a 

person’s story.   

IMPLICATIONS OF THE FINDINGS 

For Health Policy 

The findings of this qualitative interpretive study have several implications not 

only for health care policy but clinical practice, further research, and for society as a 

whole. The CDC recently conducted a Grand Rounds presentation on IPV, a serious but 

preventable public health problem and elucidated a need for an upstream approach, 

identifying the importance of programs, policies, and practices to prevent the occurrence 

of IPV (Spivak, et al., 2012). “Ultimately the platform for prevention will be more 

economical, people will be more productive and happy, and communities will be inviting 

places to live and work” (Bird & Rieker, 2008, p. 244). Afterall, what is more cost 

effective, putting women, men, and children back together again after experiencing IPV 
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or preventing the exposure to IPV? According to the CDC, 8.3 billion dollars are spent 

annually because of IPV (Spivak, et al., 2012). In 2009, a study in the Pacific Northwest 

that extracted data from a large health plan from 3,000 women, aged 18-64, found that 

health care costs for women who were living with ongoing abuse had a 42% higher 

annual health care utilization compared to women who had not experienced IPV 

(Bonomi, Anderson, Rivara, & Thompson, 2009b). Furthermore, a study published in 

Pediatrics in 2007 found that children exposed to IPV had more frequent emergency 

room visits as well as visits to their primary care provider and had three times greater 

utilization of mental health services even after they were no longer exposed to IPV 

(Rivara, et al., 2007). The costs are daunting and they are not only economic; the effect 

on all family members especially the children, the hope for our future, is of great concern.  

Some possible areas where preventive practices could be put into place were 

identified in this study. One of the suggestions in the Grand Rounds presentation was 

incorporating survivors of IPV in program evaluation (Spivak, et al., 2012). Once again 

who could shed greater light on public policy than those who have experienced the horror 

of IPV firsthand? Survivors of IPV should not only be involved in program evaluation 

but in planning. Likewise, although shelters and women advocacy groups offer support 

groups for women experiencing IPV, survivors can play a fundamental role as mentors to 

women in the discernment process and in the initial months post abuse, the most critical 

and dangerous time. Much like a sponsor in an Alcoholics Anonymous group, women 

need ongoing support and encouragement as they attempt to begin a new chapter in life 

post-abuse.  
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For Society  

Given the fact that IPV affects entire families, communities and society as a 

whole, it is paramount that the approach to addressing and preventing IPV is 

multifaceted. The familiar adage “it takes a village” rings true. The Centers for Disease 

Control and Prevention confirms that IPV prevention requires partnerships and 

collaborative approaches to foster healthy respectful societies (Spivak, et al., 2012). 

Antonovsky himself believed that it was the responsibility of societies to create 

conditions that foster health or strength in coping (cited in Lindstrom & Eriksson, 2010). 

“The key lies in a society and in people who care about others” (2010, p. 35). Experts 

suggest that prevention of IPV should start early on and continue throughout the life-span 

as “early education and prevention provide the best hope for creating healthy futures and 

fostering a society without domestic violence” (Spivak, et al, 2014).  

Educational systems.  

Most encounters of IPV (69.5%) begin early on between the ages of 11 and 24 

((Spivak, et al., 2012), much like the experience of the women in this study. Without 

doubt, the school environment where children spend a great deal of time, can be 

instrumental; however, programs that reinforce the importance of respect and gender 

equality need to start early on in culturally sensitive parenting classes as well as in pre-

schools. The National Alliance for Hispanic Families (cited in Schvaneveldt & Behnke, 

2012) encourages culturally relevant life education programs that promote stronger 

families and address challenges such as conflict resolution and communication skills and 

according to Schvaneveldt & Behnke, there are several good examples of these types of 

programs. There must also be an awareness of family history in the intergenerational 
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transmission of violence as well as the influence of social and economic conditions 

(Spivak, et al., 2012). For many young children, “a future of countless possibilities 

beckons, yet so many others seem disoriented and aimless, trapped in a hopeless maze of 

violence, abuse, and despair. Their problems are our problems.” (Pope Francis, 2015). It 

is imperative to keep in mind also that much of behavior is learned and studies show that 

although boys tend to be more aggressive than girls by the age four, there is little 

distinction in babies and toddlers (Conway, 2005). The messages that we give boys and 

girls are influential.  

Schools and community youth programs could invite those with a lived 

experience of IPV to speak of their experience and offer advice. Health classes in junior 

high and high schools that place emphasis on pregnancy and STD prevention should 

include IPV prevention in the curriculum and ample opportunity to address the 

importance of respectful relationships in dating. Ideally, the earlier the better, given the 

fact that Hispanics have the highest high school drop out rate among all major ethnic and 

racial groups (Pew Research Center, 2014).  

Religious institutions.  

In the recruitment process for this study, two churches opened their doors to me 

and one pastor invited me to speak to the congregation during a daily mass. At the end of 

the service, two aging women who were presently living in abusive relationships 

approached me and asked if they could be part of the study. Although these women did 

not meet the inclusion criteria, the look on their faces was sobering and provided an 

important opportunity to inform the pastor of the pivotal role that pastors can play in 
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educating their congregations about IPV, emphasizing the need for healthy relationships 

and informing parishioners about available resources in the community. This could be 

done on a regular basis as a periodic announcement in a weekly church bulletin. Given 

the fact that 42% of the Catholic Hispanic population attends a weekly church service 

(Pew Research Center, 2008), this practice alone could have an enormous impact. Local 

churches could also be instrumental in hosting or offering physical space for family life 

education programs (Schvaneveldt & Behnke, 2012). Religious institutions may also 

serve as social support and family for women who do not have the presence of extended 

family such as migrants or women affected by human-trafficking.  

Although some women may receive support from pastors and the church 

community in leaving abusive relationships, others may receive a different message and 

little support. This study included examples of both. However, a prominent Hispanic 

Catholic bishop in the U.S., Ricardo Ramirez, wrote a pastoral letter in 2001 on domestic 

violence and condemned the patriarchal structures that fostered violence exemplifying 

how powerful the church’s role can be in confronting violence against women. He 

labeled domestic violence as both “shameful” and “sinful” and scolded fellow clergymen 

for sending women back to harm’s way (Ramirez, 2001). Further exploration of the 

protective role of the church community in IPV prevention is needed. 

Social media. 

 Although, the media can unfortunately perpetuate norms that promote violence, it 

is also important to recognize the role that the media can play in IPV prevention. This 

was recently evident in the National Football League’s response to IPV when one of their 
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player’s blatant act of IPV, captured in an elevator on a video camera, made national 

news. An entire public service campaign, “NoMore,” (2014) was created to break the 

cycle of violence and has aired on major television networks. On a global level the “One 

Billion Rising Campaign,” established in 2012, acknowledges that violence against 

women affects a billion women worldwide (2015). This campaign, the largest mass 

action in human history to end violence against women, has combined the power of art 

and activism in a creative response to violence and promotes an annual event on February 

14
th
, with participation worldwide to increase awareness about IPV. To date 200 

countries have participated in a global outcry through dance to “break the chain” of 

violence against women. For many Hispanics, perhaps even to a greater extent for those 

who have strong ties to their country of origin, Spanish-speaking radio is an important 

avenue for not only enjoying music but also for public service announcements. A recent 

study illustrated that 60% of Spanish speaking Hispanics listen to at least an hour of radio 

on a daily basis (Nielsen Company, 2010). The radio could serve as an important 

instrument for IPV prevention as well as in announcing services for those affected by 

IPV. One participant in this study described how her life was changed by hearing about 

Al-Anon while listening to the radio. Through participation in Al-Anon she reclaimed her 

connection with herself and found trust in a higher power.  

 The women in this study were adamant about efforts to break the chain of 

violence for their own children and for future generations. One of the women, in the 

follow up interview, had written a powerful letter that she read to me for women who are 

still living in violence offering support and wisdom, acknowledging fears and concerns of 
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those still living in IPV. Survivors of IPV can be powerful voices for change and could 

be empowered to share their reflections with local media and women’s shelters in their 

communities to offer hope to women affected by IPV.  

Entire communities and all stakeholders need to recognize their role in promoting 

respectful societies and challenging cultural and social norms and individual beliefs and 

behaviors around IPV (Spivak, et al., 2012). Even though we as a society are becoming 

increasingly aware of IPV, patriarchy continues to prevail at many levels and has a subtle 

and often not so subtle influence on the power dynamics within relationships and must be 

addressed (White, Donat, & Bondurant, 2001).  

For Clinical Practice 

 Although IPV is recognized as a serious public health problem affecting one in 

three women globally (WHO, 2013b), interventions are lacking and increased awareness 

and response from the health care profession is crucial (Jewkes, 2013). Insights gleaned 

from this study have important implications for clinical practice as well. Eleven of the 

twelve women validated the importance of universal screening for IPV although only one 

revealed that she was ever asked about it. This finding is consistent with a study by 

Bonomi, et al. (2009a) where only 3% of the women were asked; however, 84% 

explained that they would have welcomed the conversation. Although there is 

inconsistency in the literature in regards to universal screening, if women are not asked 

about IPV, the opportunity for intervention and improvement in quality of life may be 

missed. A woman may not disclose IPV the first time that she is screened but she may 

begin to realize that her relationship does have an effect on her health (Liebschutz & 
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Rothman, 2012) and may be more inclined to disclose as a trusting relationship is 

established with her provider (Julliard, et al., 2008). As a nurse practitioner in primary 

care who screens my female patients at the time of their annual exams, I have witnessed 

this gradual process of disclosure time and again. Furthermore “not asking has serious 

implications for healthcare providers across disciplines” and even more so for those 

patients and their families who may be suffering in silence (Montalvo-Liendo, et al., 

2009, p. 366). 

In this study each woman, with the exception of the one who left the IPV before 

having children, voiced concern about the effect of IPV on their children. The impact of 

exposure to IPV on children is well documented in the literature (Rivara, et al., 2007). It 

is imperative that health care professionals recognize the effect of IPV on all family 

members. Screening should occur throughout the life span, during pregnancy, at well 

child visits and at annual preventive exams for boys and girls, women and men. If 

screening becomes a universal practice it also becomes a tremendous opportunity for 

health promotion, education, and prevention and to increase awareness of the effects that 

relationships do have on health across the life span. Including screening for IPV at well-

child visits also provides a tremendous opportunity to speak with parents about how to 

challenge sociocultural gender norms that might contribute to violence. Working with 

multidisciplinary teams, offering parenting classes, and identifying at risk children as 

soon as possible may help to prevent the intergenerational transmission of violence.  

In screening aging women for IPV, root causes of chronic pain and depression may be 

identified in place of simply treating a person’s symptoms (Lazenbatt & Devaney, 2014).  
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When asking about IPV in vulnerable populations with constrained choices an ethical 

framework is paramount otherwise the risk of revictimization or alienation is possible 

(cited in Schvaneveldt & Behnke, 2012). It is imperative that providers are well versed in 

regards to the myriad of sociocultural and contextual factors that may inhibit disclosure 

and make leaving even more difficult. Although the prevalence of IPV is still occurring at 

alarming rates, it is important to acknowledge that compared to the time when the women 

in this study were experiencing IPV, positive advancements have been made and there is 

increased awareness and hopefully less stigma. It is now common practice in many 

primary care and acute care settings to screen for IPV. Law enforcement officials, who 

may have remained silent during the time when some of the participants in this study 

experienced IPV, now play an important role on the frontlines in IPV intervention and it 

is not uncommon for them to transport patients from the emergency room to local 

shelters. Training in IPV prevention and detection however, needs to be ongoing and part 

of the standard curriculum for interdisciplinary health care professionals, law 

enforcement officers and all community stakeholders.  

  A recent community participatory photovoice border study sought to understand 

the relationship of IPV and sexual health for Latina immigrant survivors of IPV and 

asked 22 women survivors in the community to take pictures of images that spoke to 

them about the reality of IPV (Moya, et al., 2014). One of the recommendations 

identified by the participants and community stakeholders in the study was the need to 

train local health promoters or “promotoras” in IPV and sexual health. As a result of the 

study 20 “promotoras” participated in a 180 hour training program in basic IPV 
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knowledge and were empowered to be advocates and leaders for IPV prevention in their 

communities. “Promotoras de salud” or community health workers have played a 

prominent role in the health of migrants and farmworkers for over 70 years (cited in 

Schvaneveldt & Behnke, 2012). The above example illustrates the important role that 

“promotoras” could play in IPV prevention as well and deserves further exploration.  

Hightower et al. (2006) recognized that the stories of aging women who have 

survived IPV not only increase understanding of their reality but can be influential in the 

development of interventions for aging women with an IPV history. The stories of these 

twelve women are not only a testament of strength in adversity but offer much insight 

into the healing process beyond IPV. According to McGee “healing from trauma is as 

multidimensional as the wound itself,” and often a long arduous process (2005, p. 16). 

Perhaps some of the essential elements in their own healing process such as spirituality, 

self-reflection, letting go, forgiveness, and support of family and friends could be 

incorporated into programs for aging women dealing with the long term effects of IPV or 

other life adversities.  

Throughout the stories the holistic approach with which the women in this study 

embrace life was apparent and accentuates the need for programs for aging populations 

that nurture mind, body, and spirit. Likewise, more preparation is needed for health care 

professionals to increase comfort levels in including spiritual assessments within the plan 

of care. One study of 299 social workers found that although there was recognition of the 

importance of including spirituality in assessment and program planning especially with 
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the aging, almost 70% had minimal or no preparation in their graduate programs 

(Murdock, 2005).  

Furthermore, in a salutogenic vein, recognizing that sense of coherence has been 

found to increase with age (Lindstrom, 2010), it behooves gerontological experts to 

incorporate ways to build sense of coherence in this population especially when 

generalized resistance resources may be lacking. Finding meaningfulness, one of the key 

components to SOC, may be enhanced through programs that nurture the spirit. Afterall 

spirituality has been defined as “‘the search for meaning, purpose, and connection with 

self, others, the universe, and ultimate reality, however one understands it’ ” (cited in 

Murdock, 2005, p. 132; Sheridan, 2000, p. 20). Strengthening SOC through holistic and 

culturally appropriate interventions for healing may have an influential effect in overall 

health. Including chaplains in multidisciplinary teams caring for the aging is essential, not 

only at the end of life but to foster life and greater health ease versus dis-ease throughout 

the golden years.  

Lastly, it was natural for the women in this study to want to share their 

experiences in the hope that their stories would help others, including future generations, 

hence an intergenerational transmission of strength and support. According to Erikson 

(1982), this inherent desire increases as people age and is an integral part of the 

generativity stage of adult development. As the population ages, it is important for health 

care professionals working in geriatrics to capitalize on the vast wisdom in those cared 

for. Might the lived experiences of aging patients serve as wisdom for others? Could their 

wisdom and advice be incorporated into preventive practices for a number of health 
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problems including programs to prevent IPV? This could foster dignity in the aging much 

like Chochinov’s dignity therapy (2005) used in end of life programs to bolster 

personhood and dignity. Given the increasing longevity of the aging population due to 

modern medicine, no need to wait until the end stage of life for dignity therapy as this 

type of care, should be the standard of care.  

  A few studies have found that writing an ethical will, an ancient tradition dating 

back to biblical times, where values, advice and lessons learned from experience are 

written down to be shared with future generations, can be beneficial to both the person 

writing the will and the recipient (Cohen-Mansfield, Reiger, Peyer, & Stanton, 2009). 

Four of the women in the present study spoke of the deep respect and love that they had 

for their own grandmothers; one in particular recalled how she loved her grandmother’s 

stories and the wisdom that she shared.  

Pennebraker discovered in repeated studies that when participants wrote about 

traumatic events in their lives, there was a cathartic effect and an obvious boost in their 

immune system and improved health as compared to those who wrote only about trivial 

events (cited in Pennebraker & Seagal, 1999). It is important therefore, to provide 

avenues for aging women and men to integrate their own lived experiences in written or 

verbal form and in supportive environments to foster health. Furthermore, research has 

validated that when people tell their story, including the emotional upheavals, there is 

substantial improvement in both physical and mental health (Pennebraker & Seagal, 

1999).  
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Invaluable insights therefore, to improve health care outcomes can be gleaned 

from this study. Universal screening, holistic models of care for those affected by IPV to 

foster healing, and opportunities to share the wisdom gained from experience are some of 

the poignant examples that could help to foster health ease. 

For Further Research 

Munhall explained that “listening is an art” (p 151) and listening well is critical to 

qualitative research. This study illuminates the power of the art of nursing in research of 

this kind. Listening to patients’ stories is what we, as nurses, do best. Qualitative research 

presents a unique opportunity to enter into the life of another to further understand a 

phenomenon from the participant’s perspective. Indeed further research is needed in IPV 

and aging as we are just beginning to explore the reality of this phenomenon in older 

women and research with older men and IPV is almost non-existent. This section will 

highlight some possible areas for further research for not only nursing but 

multidisciplinary teams as well. 

According to Medrano et al., (2010) although Hispanics make up the largest and 

fasting growing ethnic minority in the US, they are not well represented in clinical 

research. This study could be replicated with other groups of aging Hispanic women from 

various subgroups as well as with aging women from other ethnic groups for whom the 

IPV experience has been more recent. Several factors were identified by the women in 

this story that contributed to their successful aging process. With the aging population 

increasing ongoing research to further understand the art of successful aging in the midst 

of life’s stressors, especially in ethnic minorities, is essential. Given the ever increasing 
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Hispanic population in the US, making up 17% of the total population (CDC, 2013), 

further exploration of the cultural and psychosocial factors that may have risks and 

benefits to health is essential (Gallo, 2009). 

 The women in this study spoke of how important forgiveness was to their healing 

process and in a few examples explained that their partners had returned to ask 

forgiveness of them or their families. It would be insightful to conduct research with 

aging men who were at one time a perpetrator of IPV to understand how they have 

integrated this experience within their own lives as they have aged. Would forgiveness of 

self be a topic to further be explored in perpetrators of IPV? At a recent workshop of 

Futures without Violence for healthcare professionals in Austin, Texas, one of the 

speakers explained that her own father, who was suffering from a terminal illness, called 

her, the morning of the conference to ask forgiveness for the abuse he had inflicted on her 

mother as well as towards her.  

Band-Winterstein and Eisikovits studied aging couples in Israel who were living 

in abusive relationships and found that the perceptions and recollections of IPV were 

quite different for the men in comparison to the women (2009). It would be interesting to 

conduct a similar study with aging Mexican-American couples. To my knowledge, no 

study has addressed IPV experienced by aging men, and while it may not be as prevalent, 

it exists. The CDC estimates that 1 in 10 men are living in abusive relationships (2014). 

Within the stories, some of the women spoke of mental health issues affecting their 

partners. Although the IPV literature has extant findings on the adverse effect of IPV on 

women’s mental health, there is need for further study on the mental health issues 
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affecting perpetrators. Perhaps this could shed light on the need for early detection of 

mental health concerns in young adolescent males that might place them at risk of 

becoming a perpetrator. Denzin’s reflections on the effect of violence on the perpetrator 

are sobering and call for a need for further exploration in the men who inflict the wounds 

of IPV (1984, p.502) 

That violence leaves its own marks of abuse is its paradox, for the violent man 

wishes to leave his mark on the other, yet those very marks are what incriminate 

and trap him in the violence that he has been drawn to. He becomes the passive, 

unmarked victim of his own violence.  

 

Interventional research in prevention is also needed. It would be interesting to 

conduct a longitudinal study in healthcare clinics where IPV prevention has been 

emphasized from the womb through adulthood and universal screening is the standard of 

care. Would the prevalence of IPV be less in families who received this type of ongoing 

education for violence prevention?  

Given that this group of twelve aging Mexican-American women did heal and 

move on to thrive beyond IPV, it would be interesting to further understand the influence 

of the “Hispanic Paradox” and acculturation in the healing process surrounding IPV. The 

strength obtained from cultural factors such as familismo and spirituality professed by the 

participants in this study from two border communities was obvious throughout the 

stories. To further understand the role that the protective factors of culture may play in 

the healing process, it would be revealing to conduct similar studies with other samples 

of aging Mexican-American women in other parts of the US as well as with non-Hispanic 

white women or women from other ethnic minorities. It is also important to recognize 
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that the findings in this study are from women who did leave. Further research is needed 

with aging Mexican-American women who are still living with IPV to identify the 

sociocultural factors influential to their experience both as protective factors as well as 

barriers to help-seeking to compare experiences. This need was echoed in other research 

with Mexican-American women in southern Texas (Brabeck & Guzman, 2009).  

Further studies, using a salutogenic framework with aging non-Hispanic women 

or Hispanic women from other subgroups or in other places in the United States with a 

history of IPV might shed further light on this phenomenon and may increase 

understanding of the roots of the resourcefulness and resiliency portrayed by the women 

in this study. Was this a vivid example of the Hispanic Paradox or cultural factors such as 

spirituality and familismo that nurtured positive outcomes or was it simply the purposive 

sampling or chance? It would also be important to conduct further studies with women 

who have not been so far removed from the IPV experience given that the women in this 

study left the abusive relationship several years ago, (M=34.9) a factor that could have 

been influential in their healing process. During the course of recruitment for this study, 

three women approached me who are still living in long-term abusive situations. 

Unfortunately, their story remains to be told as they did not meet the inclusion/exclusion 

criteria for this study, however resources were given to them. It was unsettling however, 

to reflect upon the number of women who may still be living in long-term abusive 

relationships. As one of the participants reflected: “¿cómo fue posible que soportaran 

tanto maltrato?...Como es posible que una relación de matrimonio pueda durar tanto 
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tiempo con el maltrato…?” (“How is it possible that they can put up with such 

mistreatment?...How is it possible that a marriage could last so long with abuse?”) 

Antonovsky’s Salutogenic Theory provided the sensitizing framework for this 

study and given the nature of the study, sense of coherence was not “measured” by 

quantitative means but certainly evident in a palpable way in the manner in which these 

twelve women lived their lives striving for health ease in place of dis-ease. Future studies 

using salutogenic theory in aging and IPV might follow a mixed-methods approach using 

Antonovsky’s Orientation to Life scale along with one on one interviews of women who 

score high as well as those with the lowest scores to compare the experiences. As the 

women in this study shared their wisdom so too did the findings generate a need for 

further knowledge in the area of IPV as these examples illustrate. 

CONCLUSION 

Wisdom is gained through lived experience. This qualitative study of twelve 

aging Mexican-American women with a history of IPV illuminates our understanding of 

an often hidden phenomenon that is also a serious public health issue affecting women 

worldwide. According to Campbell, et al. (2009), we know that women who experience 

and survive IPV have incredible strength yet there is need for research guided by theories 

that deepen understanding of the resources that have sustained them. This study, guided 

by Denzin’s interpretive interactionism and Antonovsky’s salutogenic framework is a 

response to this call. The Salutogenic Theory, a model for health in adversity, provided a 

unique sensitizing framework for a study of this kind and for IPV research and health 

promotion in general as it searches for factors that sustain health. As Antonovsky (1979) 
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searched for the reasons some women who had survived life in the concentration camps 

during World War II reported relatively good health in spite of their horrific experience, I 

too sought to understand the healing process for women who had experienced IPV. The 

women in this study were also imprisoned, not by an ethnocentric power, but an 

entangled web of love and violence but they too found healing and were living 

salutogenic lives. Although this was a qualitiative study and I was not specifically 

searching for the primary components of the Salutogenic Theory, the generalized 

resistance resources that shaped the lived experiences of these twelve women were 

obvious. Their strong sense of coherence or ability to comprehend and manage, and find 

meaningfulness in their lives; although difficult at times, was obvious as well and 

fostered health ease in place of dis-ease.   

 Denzin posits that there are two types of understanding: cognitive and emotional 

(2001). Cognitive understanding is rational, logical, and void of emotional feeling. 

Emotional understanding on the other hand, embraces human emotions, it is not rational 

or logical. It is impossible for me to imagine how one could understand experiences of 

IPV void of emotion. The twelve women in this study, although years removed from their 

IPV experience, recounted their life stories, laden with a multitude of feelings, with much 

conviction and strength.  

In order to increase understanding researchers must live their way into the life of 

another and the experiences of the other must move them at an emotional level (Denzin, 

2001). If a researcher enters into the life of another only superficially the result is 

“spurious understanding” or thin description. I am grateful that this study presented me 
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with the opportunity to enter in to the lives of these twelve women in a profound way. 

My hope is that the interpretations of their experience will generate “authentic emotional 

understanding” as they are read and reread. These twelve women shared much insight 

into IPV and aging and the healing process that is possible. It is paramount to remember 

however, that this is not the story of all aging women affected by IPV. Many may be 

silently suffering and others striving to heal.  

Finally, with wisdom and understanding is the mandate to work for change. 

Nurses, the majority being women, who make up the greatest numbers in the most trusted 

profession in health care, are in a unique and powerful position to work as advocates for 

change in regards to issues such as IPV. Our foundress, Florence Nightingale, professed 

the importance of creating healthy environments whereby the body would be in a better 

position to heal itself. According to the WHO, “A life free of violence is a basic human 

right, one that every woman, man and child deserves” (WHOb, 2013, p.36). One of the 

oldest participants in this study professed: "Pero hay que luchar, hay que luchar a que no 

haya abuso de…ni verbal, ni corporal, ni de ninguno, porque si enferma, enferma el alma 

tambien" We have to fight, we have to fight to end violence…whether it be verbal or 

physical, or of any kind because it is does harm, it harms the spirit as well.”  

According to Denzin (2001), critical qualitative research can contribute to 

positive social change. The twelve women interviewed for this study, not only shared 

their most agonizing moments but also shared their epiphanies, victories, their hopes and 

joys and concern for future generations. “We are writing for our lives, and for the lives of 

others as well, for our words matter” (Denzin, 2001, p. 155). It was with this conviction 
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and the hope for respectful and loving relationships for all people, my children, their 

children and all generations to come that I have filled the pages of this dissertation. Of 

course as Denzin reminds us, “all interpretations are unfinished, provisional, and 

incomplete" as “…interpretation is never finished” (Denzin, p.83). It is therefore 

paramount that further research continues at multidisciplinary levels to understand how 

respectful and healthy relations can be fostered as without a doubt, our relationships do 

affect our health throughout the life-span for better or worse (Umberson & Montez, 2010) 

as was evident throughout the stories of these women. May the wisdom of these twelve 

women somehow bring hope and greater health ease. May their stories empower health 

care professionals caring for an aging population to practice compassionate listening and 

recognize that everyone has a story and the story has etiological significance. Without 

doubt, the roots of violence run deep and are affected by sociocultural and historical 

influences, but even deeper is the quest of the human spirit to survive and even thrive. 

“There’s a lot of goodness in life…we need to see the good you know.” 
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Appendix A  Salutogenic Concepts 

 
 

 

 

 

Source: Eriksson, M. & Lindström, B. (2011) Life is more than survival: Exploring links 

between Antonovsky’s salutogenic theory and the concept of resilience. In: Gow, K.M. & 

Celinski, M.J. (Eds.) Wayfinding through life’s challenges. Coping and survival, page 33. 

New York: Nova Science Publishers. 
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Appendix B  An Overview of Similarities and Differences Between 

Salutogenesis and the Concept of Resilience 

                                                                                                                                                                                                 

Salutogenesis (Antonovsky)  

 

Resilience (Garmetzy et al.)  

THE FRAMEWORKS  

Prologue  The Holocaust  Vulnerable, invincible, resilient  

Attention on  Stress  Risk  

Approach  Contextual, situational, systems  Contextual, situational, systems  

Orientation  Life orientation, a dynamic process in a 

continuum of ease/dis-ease  

Health promotion  

A dynamic process of recovery in a 

continuum  

Health protection  

Focus  Resources, abilities, capacities, potentials, 

assets  

Resources, abilities, capacities, potentials, 

assets  

The core question  The origin of health, what creates health? 

Who are the people staying well? What 

can their experience tell us about health 

resources?  

Why do some people stay healthy and 

others do not, regardless of severe 

hardships and adversities?  

THE THEORETICAL FOUNDATION  

Definition  The original definitions of salutogenesis 

and the sense of coherence (Antonovsky) 

are generally accepted. Salutogenesis is a 

much broader concept than only the 

measurement of the SOC. There are many 

other theories and concepts with 

salutogenic elements available for 

explaining health (see The salutogenic 

umbrella)  

Hard to get a hold of the complete content 

of resilience. Many different definitions of 

the concept, because of different available 

applications on different levels. However, 

across the definitions, a general consensus 

of the community resilience has emerged.  

Key concepts  Sense of Coherence (SOC), 

multidimensional construct  

Resilience, “bouncing back”, beating the 

odds,  

multidimensional construct  

Elements  Comprehensibility, Manageability, 

 Meaningfulness  

Prerequisites  General Resistance Resources  Protective factors  

Status  Coherent theoretical framework, 

extensively and empirically examined, 

systematically and analytically 

synthesized, evident  

Lack of a coherent theory base, many 

theories depending on the level and 

dimensions explored  

Conceptually diffuse, “slippery” concept, 

principle, evidence  

THE OPERATIONALISATION  

The measurement  The Orientation to Life Questionnaire The 

original SOC-29 and SOC-13 item-scales, 

some modified versions with the same 

questions but with differing scoring 

alternatives  

Different questionnaires with different 

items depending on the level and 

dimensions explored  

THE IMPLEMENTATION                                                                         

Applicability Individual, group (families), and society 

level 

Individual, group (families), and society 

level 

Outcome Good perceived health (mental, physical, 

social) and Quality of Life (spiritual 

health) 

Survival, good perceived health and 

Quality of Life 

Evaluation The key concepts of salutogenesis, sense 

of coherence 

No clear way to evaluate dependent on the 

lack of a sound theory base. 

Effectiveness The global evidence base proves the health 

model works. 

Lack of coherent and comprehensive 

evidence. 

 

Source: Eriksson, M. & Lindström, B. (2011) Life is more than survival: Exploring links between Antonovsky’s salutogenic theory 

and the concept of resilience. In: Gow, K.M. & Celinski, M.J. (Eds.) Wayfinding through life’s challenges. Coping and survival, page 

33. New York: Nova Science Publishers. 
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Appendix C  Informed Consent (English) 
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Appendix D Informed Consent (Spanish) 
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Appendix E   Recruitment Flyer (English)  
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Appendix F Recruitment Flyer (Spanish) 
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Appendix G  Inclusion/Exclusion Criteria Checklist 

 

Participant:_______ 

 

Inclusion Criteria: 
_______55 years of age or older 

 

_______A history of intimate partner violence 

 

_______Are no longer living in an abusive situation  

 

_______Cognitive ability is intact as evidenced by ability to complete the demographic  

   questionnaire and informed consent process 

 

Exclusion Criteria 
 

_______ Any past hospitalizations for major depression or a previous suicide attempt 

 

_______ It has been less than five years since leaving an abusive relationship  
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Appendix H  Demographic Questionnaire (English) 

 

1. Age:_____ 

2. Religious Preference:_________ 

3. Highest Grade Level of Education:_________ 

4. Number of children:_____ 

5. Number of grandchildren:______ 

6. Number of Years in Abusive Relationship/s:__________ 

7. Number of Years since leaving abusive relationship:_________ 

8. Currently married?__________ 

9. History of Childhood Abuse? 

a. Yes______ 

b. No_______ 

 

10. Witnessed IPV as a child? 

a. Yes______ 

b. No_______ 

 

11. Country of Birth:_______ 

12. Number of years in the United States:________ 

13. Occupation:___________ 

14. Employed:___________ 

a. Yes_______ 

b. No________ 

 

15. Annual Income 

a. <10,000__________ 

b. 10,000-20,000_____ 

c. 21,000-30,000_____ 

d. 31,000-40,000_____ 

e. >40,000__________ 

 

Medical or Health Conditions:_____________________ 
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  Appendix I  Demographic Questionnaire (Spanish) 
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Appendix J  Interview Guide (English)  

 

Interview One 

How long were you and your partner together?  

What was good about those years? 

What was difficult? 

Tell me more about what it was like to live in a relationship of intimate partner violence. 

What strengths or resources helped you cope during that time? 

Were there any turning points in the relationship that caused you to see things differently 

in regards to the violence? 

Interview Two 

Have you had any further thoughts or reflections since our last visit that you’d like to talk 

about? 

How would you describe ways in which you have sustained health in the years since 

leaving the abusive relationship/s?  

How would you describe who you are today after living with intimate partner violence? 

What gives your life meaning? 

If you could give any advice to a young woman today about IPV, what would it be? 
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Appendix K  Interview Guide (Spanish) 

 

 

 



 312 

References 

Acevedo, M. J. (2000). Battered immigrant Mexican women’s perspectives regarding  

abuse and help-seeking. Journal of Multicultural Social Work, 8(3-4), 243-282. 

 

Agoff, C., Rajsbaum, A., & Herrera, C. (2006). Perspectivas de las mujeres maltratadas  

 sobre la violencia de pareja en México. Salud pública de México,48, 307-314. 

 

Alcozer, F. ( 2000). Secondary analysis of perceptions and meanings of type 2 diabetes  

among Mexican American women. Diabetes Educator , 26(5), 785-795. 

 

Alhabib, S., Nur, U., & Jones, R. (2010). Domestic violence against women: Systematic 

 review of prevalence studies. Journal of Family Violence, 25(4), 369-382. 

 

Alivia, M., Guadagni, P., & di Sarsina, P. R. (2011). Towards salutogenesis in the  

development of personalized and preventive healthcare. The EPMA journal, 2(4),  

381-384. 

 

Almedom, A. M., & Glandon, D. (2007). Resilience is not the absence of PTSD any more  

than health is the absence of disease. Journal of Loss and Trauma, 12(2), 127- 

143. 

 

Almedom, A. M. (2005). Resilience, hardiness, sense of coherence, and posttraumatic  

growth: All paths leading to “light at the end of the tunnel”?. Journal of Loss and  

Trauma, 10(3), 253-265. 

 

Ambriz-Mora, M. I., Zonana-Nacach, A., & Anzaldo-Campos, M. C. (2015). Factores  

asociados a violencia doméstica en mujeres mexicanas vistas en primer nivel  

atención. SEMERGEN-Medicina de Familia, (5), 241-246. 

 

American College of Obstetricians and Gynecologists. ACOG. (2012). Committee  

Opinion No.518 Intimate partner violence. Obstetrics and Gynecology, 119, 412- 

417. 

 

American Nurses Association. (2001). Code of Ethics for Nurses with Interpretive  

 Statements. Washington, DC: American Nurses Publishing. 

 

American Nurses Association. (2000). Position statement on violence against women.  

 Retrieved from http://.ana.org/readroom/position/social/viowomen.pdf 

Anderson, T & Aviles, A. (2006). Diverse faces of domestic violence. The ABNF 



 313 

Journal, 126-132. 

 

Angel, J. L., & Angel, R. J. (2006). Minority group status and healthful aging: Social  

 structure still matters. American Journal of Public Health, 96(7), 1152-1159. 

 

Angel, R. J., Frisco, M., Angel, J. L., & Chiriboga, D. A. (2003). Financial strain and  

health among older Mexican Americans. Journal of Health and Social  

Behavior, 44, 536–551 

 

Angel, R. J. & Angel, J. L. (2007). The health care safety net for Hispanics. In J. Angel  

 & K. Whitfield (Eds.), The health of aging Hispanics: The  

Mexican-origin population. (pp.1-14). Springer Science & Business Media. 

 

Angel, J. & Whitfield, K. (2007). Setting the stage: Hispanic health and aging in the  

Americas. In J. Angel & K. Whitfield (Eds.), The health of aging Hispanics: The  

Mexican-origin population. (pp.1-14). Springer Science & Business Media. 

 

Angel, R. J. (2009). Structural and cultural factors in successful aging among older  

Hispanics. Family & Community Health, 32(1), S46-S57. 

 

Antonovsky A. (1979). Health, stress and coping. New perspectives on mental and  

physical well-being. San Francisco, CA: Jossey-Bass. 

 

Antonovsky, A. (1987). Unraveling the Mystery of Health. San Francisco, California:  

 Jossey- Bass Inc. 

 

Antonovsky, A. (1993) The structure and properties of the sense of coherence scale.  

Social Science Medicine 36(6). 725-733 

 

Aranda-Naranjo, B. (1997). The health-seeking experiences of Mexican-American women  

with HIV/AIDS. (Doctoral Dissertation. The University of Texas at Austin).  

Retrieved from: ProQuest Dissertations and Theses. (Order No. 9822535). 

 

Avila-Burgos, L., Valdez-Santiago, R., Híjar, M., del Rio-Zolezzi, A., Rojas-Martínez,  

 R., & Medina-Solís, C. E. (2009). Factors associated with severity of intimate  

 partner abuse in Mexico: results of the first National Survey of Violence Against  

 Women. Canadian Journal of Public Health, 100(6), 436-41. 

 

Baca Zinn, M. (1982).Chicano men and masculinity. Journal of Ethnic Studies 10(2), 29- 

 44. 

 

Baltes, P. B., & Baltes, M. M. (1990). Psychological perspectives on successful aging:  

 The model of selective optimization with compensation. Successful aging:  



 314 

 Perspectives from the behavioral sciences, 1, 1-34. 

 

Bancroft, L. (2002). The process of change. In Why does he do that? Inside the minds of  

 angry and controlling men. New York: G.P. Putnam’s Sons. 

 

Band-Winterstein, T., & Eisikovits, Z. (2009). “Aging Out” of Violence: The Multiple  

Faces of Intimate Violence Over the Life Span. Qualitative Health Research,  

19(2), 164-180. 

 

Barr, D. A. (2008). Health disparities in the United States: Social class, race, ethnicity,  

 and health. JHU Press. 

 

Bauer, J. J., McAdams, D. P., & Sakaeda, A. R. (2005). Crystallization of deisre and  

crystallization of discontent in narratives of life-changing decisions. Journal of 

Personality, 73(5), 1181-1213. doi: 10.1111/j.1467-6494.2005.00346.x. 

 

Bauer, H. M., Rodriguez, M. A., Quiroga, S. S. & Flores-Ortiz, Y. G. (2000). Barriers to  

health care for abused Latina and Asian immigrant women. Journal of Health 

Care for the Poor and Underserved, 11(1), 33-44. 

 

Bekemeier B. & Butterfield P. (2005) Unreconciled inconsistencies a critical review of  

the concept of social justice in 3 national nursing documents. Advances in 

Nursing Science, 28(2), 152–162. 

 

Belenky, M. F., Clinchy, B. M., Goldberger, N. R., & Tarule, J. M. (1986). Women’s 

Ways of Knowing. New York: Basic Books. 

 

Belknap, R. A., & VandeVusse, L. (2010). Listening sessions with Latinas: documenting 

life contexts and creating connections. Public Health Nursing, 27(4), 337-346.  
 

Belknap, R. A., & Cruz, N. (2007). When I was in my home I suffered a lot: Mexican  

women's descriptions of abuse in family of origin. Health care for women 

international, 28(5), 506-522. 

 

Beltrán, A., & Freeman, L. (2007). Hidden in plain sight. Violence against women in  

Mexico and Guatemala. WOLA Special Report. The Washington Office on Latin 

America.  

 

Bent-Goodley, T. B. (2007). Health disparities and violence against women. Why and  

 how cultural and societal influences matter. Trauma, Violence, & Abuse, 8(2), 90- 

 104. 

 

Benzies, K. M., & Allen, M. N. (2001). Symbolic interactionism as a theoretical  



 315 

perspective for multiple method research. Journal of Advanced Nursing, 33(4),  

541-547. 

 

Berg,C., Smith, T., Hency, N., & Pearce, G. (2007). A developmental approach to  

psychosocial risk factors and successful aging. In Alwin, C., Park, C., & Spiro III, 

A, Handbook of health psychology and aging. (pp. 30-53). New York, NY: The 

Guilford Press. 

 

Billings, J., & Hashem, F. (2010, April). Literature review Salutogenesis and the  

promotion of positive mental health in older people. Paper presented at EU 

Thematic Conference “Mental health and well-being in older people-making it 

happen.” Organized byEuropean Commission Directorate-General for Health and 

Consumers and the Spanish Ministry of Health and Social Affairs. Madrid, Spain. 

 

Bird, C. E., & Rieker, P. P. (2008). Gender and health: The effects of constrained choices  

and social policies. Cambridge University Press. 

 

Black, M. C., Basile, K. C., Breiding, M. J., Smith, S. G., Walters, M. L., & Merrick, M.  

T. Stevens, MR (2011). The National intimate partner and sexual violence survey 

(NISVS): 2010 summary report. Atlanta, GA: National Center for Injury 

Prevention and Control, Centers for Disease Control and Prevention. 

 
Blumer, H. (1969). Symbolic interactionism: Perspective and method. Englewood Cliffs,  

 NJ: Prentice Hall. 

 

Bonomi, A., Anderson, M., Cannon, E., Slesnick, N., & Rodriguez, M. (2009a). Intimate  

 partner violence in Latina and non-Latina women. American Journal of  

 Preventive Medicine, 36(1), 43-48. doi:10.1016/j.amepre.2008.09.027 

 

Bonomi A.E., Anderson ML, Rivara FP, Thompson RS. (2009b). Health care utilization  

and costs associated with physical and nonphysical-only intimate partner 

violence. Health Services Research, 44(3): 1052-67. 

 

Brabeck K. & Guzman, M. (2009). Exploring Mexican-origin intimate partner abuse  

 survivors' help-seeking within their sociocultural contexts. Violence & Victims,  

 24(6), 817-832. doi: 10.1891/0886-6708.24.6.817. 

 

Brabeck, K. M., & Guzmán, M. R. (2008). Frequency and perceived effectiveness of  

strategies to survive abuse employed by battered Mexican-origin women. 

Violence Against Women, 14, 1274−1294. doi:10.1177/1077801208325087. 

 

Breiding M. J., Basile K. C., Smith S.G., Black, M. C., Mahendra R.R. (2015). Intimate  



 316 

Partner Violence Surveillance: Uniform Definitions and Recommended Data 

Elements. Version 2.0. Atlanta (GA): National Center for Injury Prevention and 

Control, Centers for Disease Control and Prevention. 

 

Browne, A. (1993). Violence against women by male partners: Prevalence, outcomes,  

 and policy implications. American Psychologist, 48(10), 1077-1087. 

 

Caetano, R., Schafer, J., Clark, C. L., Cunradi, C. B., & Raspberry, K. (2000). Intimate  

partner violence, acculturation, and alcohol consumption among Hispanic couples  

in the United States. Journal of Interpersonal Violence, 15(1), 30-45. 

 

Campbell, J. C. (2002). Health consequences of intimate partner violence. The  

 Lancet, 359(9314), 1331-1336. 

 

Campbell, J., Jones, A. S., Dienemann, J., Kub, J., Schollenberger, J., O'campo, P.,  

 Carlson Gielen, A., & Wynne, C. (2002). Intimate partner violence and physical  

 health consequences. Archives of Internal Medicine, 162(10), 1157-1163. 

 

Campbell, J., Sharps, and Parsons (2009). Strength and resilience in battered women and  

 their children. In Mitchell, C. & Anglin, D. (Eds.), Intimate partner violence: A  

 health-based perspective. New York, NY: Oxford University Press. 

 

Campbell, J. C., & Campbell, D. W. (1996). Cultural competence in the care of abused  

 women. Journal of Nurse-Midwifery, 41(6), 457-462. 

 

Campbell, J. C., & Henderson, A. (2006). A further celebration of nursing research in  

 violence. CJNR (Canadian Journal of Nursing Research), 38(4), 11-26. 

 

Campbell, J., Moracco, K., & Saltzman, L. (2000). Future Directions for Violence  

 Against Women and Reproductive Health: Science, Prevention, and Action,  

 Maternal and Child Health Journal, 4(2), 149-154. 

 

Campbell, J. C. & Parker, B. (1999). Clinical nursing research on battered women and  

 their children: A review. In A. S. Hinshaw, S. L. Feethum, & J. L. F. Shaver  

(Eds.), Handbook of clinical nursing research (pp. 535-560). Thousand Oaks,  

CA: Sage. 

 

Campbell, J., Sharps, P., & Parsons, K. (2009). Strength and resilience in battered women  

and their children. In Mitchell, C. & Anglin, D. (Eds.), Intimate partner violence: 

A health-based perspective. New York, NY: Oxford University Press. 

 

Caretta, C. (2008). Domestic violence a worldwide exploration. Journal of Psychosocial                 

Nursing, 46 (3), 26-35. 



 317 

 

Cassel, L., & Suedfeld, P. (2006). Salutogenesis and autobiographical disclosure among  

 Holocaust survivors. The Journal of Positive Psychology, 1(4), 212-225. 

 

Catalano, S. M. (2012). Intimate partner violence, 1993-2010. US Department of Justice,  

 Office of Justice Programs, Bureau of Justice Statistics. 

 

Cavanaugh, J. (1999). Theories of aging in the biological , behavioral, and social  

 sciences. In Cavanaugh, J. & Whitbourne, S. (Eds), Gerontology: An  

 interdisciplinary approach (pp. 1-32). New York, NY: Oxford University Press.  

 

Center for Disease Control and Prevention (CDC) (2014) Understanding Intimate Partner  

Violence Fact Sheet. Retrieved from  

http://www.cdc.gov/violenceprevention/pdf/ipv-factsheet.pdf 

 

Center for Disease Control and Prevention (CDC)  (2013). Minority Health. Hispanic or  

Latino. Retrieved from  

http://www.cdc.gov/minorityhealth/populations/REMP/hispanic.html 

 

Center for Disease Control (CDC) (2012) Understanding Intimate Partner Violence. Fact  

Sheet. Retrieved from http://www.cdc.gov/violenceprevention/pdf/IPV_factsheet-

a.pdf 

 

Chamberlain, L. & Levenson, R. (2013). Addressing intimate partner violence  

 reproductive and sexual coercion: A guide for obstetric, gynecologic,  

 reproductive health care settings. (3
rd

 Edition) Futures Without Violence. 

 

Champion, J. D. (1996). Woman abuse, assimilation, and self-concept in a rural Mexican  

American community. Hispanic Journal of Behavioral Sciences, 18(4), 508-521. 

 

Cho, Joo-Hyun. (1987). A social phenomenological understanding of family violence:  

The case of Korea. Unpublished doctoral dissertation, University of Illinois,  

Urgana, Department of Sociology.  

 

Chochinov, H. M., Hack, T., Hassard, T., Kristjanson, L. J., McClement, S., & Harlos,  

M. (2005). Dignity therapy: a novel psychotherapeutic intervention for patients 

near the end of life. Journal of clinical oncology, 23(24), 5520-5525. 

 

Cohen-Mansfield, J., Regier, N. G., Peyser, H., & Stanton, J. (2009). Wisdom of  

generations: a pilot study of the values transmitted in ethical wills of nursing  

home residents and student volunteers. The Gerontologist, 49(4), 525-535.  

 

Conway, A. (2005). Girls aggression, and emotion regulation. American journal of  

http://www.cdc.gov/minorityhealth/populations/REMP/hispanic.html
ttp://www.cdc.gov/violenceprevention/pdf/IPV_factsheet-a
ttp://www.cdc.gov/violenceprevention/pdf/IPV_factsheet-a


 318 

 orthopsychiatry, 75(2), 234-339. 

Coward, D. D., & Reed, P. G. (1996). Self-transcendence: a resource for healing at the  

end of life. Issues in mental health nursing, 17(3), 275-288. 

 

Cowles K. (1988). Issues in qualitative research on sensitive topics. Western Journal of  

Nursing Research,10: 163–79. 

 

Crimmins, E. M. (2004). Trends in the health of the elderly. Annu. Rev. Public Health,  

25, 79-98. 

 

Davis, J. W. (2008). Domestic violence: the" rule of thumb": 2008 Western Trauma  

Association presidential address. The Journal of Trauma and Acute Care Surgery,  

65(5), 969-974. 

 

Delgado, C. (2007). Sense of coherence, spirituality, stress and quality of life in chronic  

illness. Journal of Nursing Scholarship, 39(3), 229-234. 

 

Denham, A., Frasier, P., Hooten, E., Belton, L., Newton, W., Gonzalez, P., & ...  

 Campbell, M. (2007). Intimate partner violence among Latinas in eastern North  

 Carolina. Violence Against Women, 13(2), 123-140. 

 

Denzin, N. K. (2001). Interpretive interactionism (2nd ed.). Thousand Oaks,CA: Sage.  

 

Denzin, N. K. (1989). Interpretive interactionism. Newbury Park, CA: Sage. 

 

Denzin, N. K. (1984). Toward a phenomenology of domestic family violence.  

American Journal of Sociology, 90(3), 483-513. 

 

Diaz-Olavarrieta, C., Paz, F., Garcia de la Cadena, C., & Campbell, J. (2001). Prevalence  

 of intimate partner abuse among nurses and nurses’ aids in Mexico. Archives of  

 Medical Research 32, 79-87. 

 

Dickson-Swift, V., James, E. L., Kippen, S., & Liamputtong, P. (2008). Risk to  

researchers in qualitative research on sensitive topics: Issues and strategies. 

Qualitative Health Research, 18(1), 133-144. 

 

Divin, C. (2014). Salutogenesis in domestic violence: Three aging women’s stories.  

 Unpublished. 

 

Divin, C., Volker, D., & Harrison, T. (2013). Intimate partner violence in Mexican- 

 American women aging with mobility impairments: A secondary data analysis of  

 cross-language research. Advances in Nursing Science 36(3), 243-257. 



 319 

 

Dobash, R. E. & Dobash, R. P. (1979) Violence Against Wives: A Case Against the  

 Patriarchy. New York: Free Press. 

 

Draucker, C. B. (2002). Domestic violence: the challenge for nursing. Online Journal of  

 Issues in Nursing, 7(1), 2. 

 

Duran, D. G. (1995). The impact of depression, psychological factors, cultural  

 determinants, and the patient/care-provider relationship on somatic complaints of  

 the distressed Latina. (Doctoral dissertation, University of Denver). 

 

Erikson, E. (1982). The life cycle completed. New York:NY: W. W. Norton & Company. 

Erikson,E., Erikson, J., & Kivnick, H. (1986). Ages and stages. In Vital involvement in  

 old age. New York: W. W. Norton. 

 

Eriksson M. & Lindström B. (2011). Life is more than survival: Exploring the links  

 between Antonovsky’s salutogenic theory and the concept of resilience, some  

 conceptual considerations. In Gow, K. & Celinski, M. (Eds.), Wayfinding  

 Through Life's Challenges: Coping And Survival. New York: Nova Science  

 Publishers. 

 

Ernst, A., Weiss, S., Hall, J., Clark, R., Coffman, B., Goldstein, L., … Valdez, M. (2009).  

Adult intimate partner violence perpetrators are significantly  

more likely to have witnessed intimate partner violence as a child than non- 

perpetrators. American Journal of Emergency Medicine 27, 641-650. 

 

Evans, I., & Lindsay, J. (2008). Incorporation rather than recovery: Living with the  

legacy of domestic violence. Women’s Studies International Forum, 31(5), 

355–362. 

 

Fagan, Jeffrey. “The Criminalization of Domestic Violence.” National Institute of Justice.  

 U.S. Department of Justice. 1995. Retrieved from  

 https://www.ncjrs.gov/pdffiles/crimdom.pdf 

 

Faigan, C. & Pargament, K. (2011). Strengthened by the spirit: Religion, spirituality, and  

 resilience through adulthood and aging. In Resnick, B., Gwyther, L., & Roberto,  

K. (Eds), Resilience in Aging (pp. 163-180). New York, NY: Springer. 

 

Falk-Rafael, A. (2005). Speaking truth to power: nursing's legacy and moral imperative.  

Advances in Nursing Science, 28(3), 212-223. 

 

Field P. & Morse J. (1985). Nursing Research The Application of Qualitative  

https://www.ncjrs.gov/pdffiles/crimdom.pdf


 320 

Approaches. Rockville,MD: Aspen Systems Corp. 

 

Fedovskiy, K., Higgins, S., & Paranjape, A. (2008). Intimate partner violence: how does  

 it impact major depressive disorder and post traumatic stress disorder among  

immigrant Latinas?. Journal Of Immigrant & Minority Health, 10(1), 45-51. 

 

Finfgeld-Connett, D. (2013). Intimate Partner Abuse Among Older Women: Qualitative  

Systematic Review. Clinical nursing research, 23(6), 664-683. doi: 

10.1177/1054773813500301 

 

Frankl, V. E. (1985). Man's search for meaning. Simon and Schuster. 

 

Frias, S. M., & Angel, R. J. (2005). The Risk of Partner Violence Among Low‐Income  

 Hispanic Subgroups. Journal of Marriage and Family, 67(3), 552-564. 

 

Frías, S. M. (2008). Gender, the State and patriarchy: partner violence in Mexico.  

 (Doctoral dissertation, University of Texas at Austin). Retrieved from Proquest. 

 

Frías, S. M., & Angel, R. J. (2012). Beyond borders comparative quantitative research  

 on partner violence in the United States and Mexico. Violence against women,  

 18(1), 5-29. 

 

Galanti,G. (2003). The Hispanic family and male-female relationships: An overview.  

Journal of Transcultural Nursing.14(3), 180-185. doi: 

10.1177/1043659603253548. 

 

Gallo, L. C., Shivpuri, S., Gonzalez, P., Fortmann, A. L., Espinosade los Monteros, K.,  

Roesch, S. Talavera, G. & Matthews, K.S. (2013). Socioeconomic status and  

stress in Mexican-American women: a multimethod perspective.  Journal of  

behavioral medicine, 36(4), 379-388. 

 

Gallo, L. C., Penedo, F. J., Espinosa de los Monteros, K., & Arguelles, W. (2009).  

Resiliency in the face of disadvantage: do Hispanic cultural characteristics protect  

health outcomes?. Journal of personality, 77(6), 1707-1746. 

 
Gondolf, E. (1998). Assessing woman battering in mental health services. Thousand  

 Oaks, CA: Sage. 

 

Gondolf, E., Fisher, E., & McFerron, R. (1988). Racial differences among shelter  

 residents: A comparison of non-Latino Black, and Latino battered women. In R.  

L. Hampton (Ed.), Black family violence: Current research and theory (pp. 103 

113).Lexington, MA: Lexington Books. 

 



 321 

Gonzalez-Barrera, A. & Lopez, M. H. (2013). A demographic portrait of Mexican-origin  

Hispanics in the United States. Pew Research Center: Hispanic Trends. Retrieved 

from http://www.pewhispanic.org/2013/05/01/a-demographic-portrait-of-

mexican-origin-hispanics-in-the-united-states/ 

 

González-Guarda, R., Peragallo, N., Vasquez, E., Urrutia, M., & Mitrani, V. (2009).  

 Intimate partner violence, depression, and resource availability among a  

 community sample of Hispanic women. Issues In Mental Health Nursing, 30(4),  

 227-236. doi:10.1080/01612840802701109. 

 

Griffin, M. G., Resick, P. A., Waldrop, A. E., & Mechanic, M. B. (2003). Participation in  

trauma research: Is there evidence of harm?. Journal of traumatic stress, 16(3),  

221-227. 

 

Grossman, S. F., & Lundy, M. (2007). Domestic Violence Across Race and Ethnicity  

Implications for Social Work Practice and Policy. Violence Against Women,  

13(10), 1029-1052. 

 

Grossman, S. F., & Lundy, M. (2003). Use of domestic violence services across race  

and ethnicity by women aged 55 and older: The Illinois Experience. Violence  

against women, 9(12), 1442-1452. 

 

Grunfeld, A. F., Larsson, D. M., Mackay, K., & Hotch, D. (1996). Domestic violence  

against elderly women. Canadian Family Physician, 42, 1485. 

 

Hall, B. A. (1998). Patterns of spirituality in persons with advanced HIV disease.  

Research in nursing & health, 21(2), 143-153. 

 

Healthy People 2000 Retrieved from  

 http://www.cdc.gov/nchs/healthy_people/hp2000.htm 

 

Healthy People 2010 Retrieved from  

 http://www.cdc.gov/nchs/healthy_people/hp2010.htm 

 

Healthy People 2020 Retrieved from:  

 http://www.cdc.gov/nchs/healthy_people/hp2020.htm 

 

Hensing G. & Alexanderson K. (2000) The relation of adult experience of domestic  

harassment, violence, and sexual abuse to health and sickness absence.  

International Journal of Behavioral Medicine 7, 1–18. 

 

Hightower, J., Smith, M. J., & Hightower, H. C. (2006). Hearing the voices of abused  

 older women. Journal of gerontological social work, 46(3-4), 205-227. 

http://www.pewhispanic.org/2013/05/01/a-demographic-portrait-of-mexican-origin-hispanics-in-the-united-states/
http://www.pewhispanic.org/2013/05/01/a-demographic-portrait-of-mexican-origin-hispanics-in-the-united-states/
http://www.cdc.gov/nchs/healthy_people/hp2000.htm
http://www.cdc.gov/nchs/healthy_people/hp2010.htm
http://www.cdc.gov/nchs/healthy_people/hp2020.htm


 322 

 

Hill, T. D., Angel, J. L., Ellison, C. G., & Angel, R. J. (2005). Religious attendance and  

mortality: An 8-year follow-up of older Mexican Americans. The Journals of  

Gerontology Series B: Psychological Sciences and Social Sciences, 60(2), S102- 

S109. 

 

Hlavka, H. R., Kruttschnitt, C., & Carbone-López, K. C. (2007). Revictimizing the  

victims? Interviewing women about interpersonal violence. Journal of  

interpersonal violence, 22(7), 894-920. 

 

Hochhalter, A. K., Smith, M. L., & Ory, M. G. (2011). Successful aging and resilience:  

Applications for public health and health care. In Resnick, B., Gwyther, L., & 

Roberto, K. (Eds), Resilience in Aging (pp. 15-29). New York, NY: Springer. 

 

Horton, S., & Johnson, R. (2010). Improving access to health care for uninsured elderly  

 patients. Public Health Nursing .27(4), 362-370. doi: 10.1111/j.1525- 

 1446.2010.00866.x 

 

Hutchinson, S. A., Wilson, M. E., & Wilson, H. S. (1994). Benefits of participating in  

research interviews. Journal of Nursing Scholarship, 26(2), 161-166. 

Idczak, S. (2007). I am a nurse: nursing students learn the art and science of nursing. 

 Nursing Education Perspectives, 28(2), 66-71. 

Ingram, E. M. (2007). A comparison of help seeking between Latino and non- 

victims of intimate partner violence. Violence Against Women, 13(2), 159-171. 

 

Ingram, M., McClelland, D. J., Martin, J., Caballero, M. F., Mayorga, M. T., & Gillespie,  

 K. (2010). Experiences of immigrant women who self-petition under the Violence  

 Against Women Act. Violence against women, 16(8), 858-880. 

Irvine, F., Lloyd, D., Jones, P, Allsup, D., Kakehashi, C., & Ogi, A., (2007). Lost in  

translation?  Undertaking transcultural qualitative research. Nurse Researcher  

14(3), 46-59. 

 

Jackson, D., Firtko, A., Edenborough, M., 2007. Personal resilience as a strategy for  

surviving and thriving in the face of workplace adversity: a literature review.  

Journal of Advanced Nursing 60 (1), 1–9. 

 

Jewkes, R. (2013). Intimate partner violence: the end of routine screening. The  

Lancet, 382(9888), 190-191. 

 

Johnson, L. E., & Benight, C. C. (2003). Effects of trauma‐focused research on recent  



 323 

 domestic violence survivors. Journal of traumatic stress, 16(6), 567-571. 

 

Jokinen, P., Lappalainen, M., Meriläinen, P., & Pelkonen, M. (2002). Ethical issues in  

ethnographic nursing research with children and elderly people. Scandinavian  

Journal of Caring Sciences, 16(2), 165-170. 

 

Julliard, K. Vivar, J., Delgado, C., Cruz, E., Kabak, J., & Sabers, H. (2008). What Latina 

patients don’t tell their doctors: A qualitative study. Annals of Family Medicine 

6(6). 543- 549. 

 

Karolich, R. L., & Ford, J. P. (2010). Meaning, comprehension, and manageability of  

end-stage renal disease in older adults living with long-term hemodialysis. Social  

work in health care, 49(1), 19-37. 

 

Kearney, B. K. (1995). The experience of burnout in psychiatric/mental health nursing:  

An interpretive interactionist approach. Doctoral Dissertation. The University of  

Texas at Austin). Retrieved from: ProQuest Dissertations and Theses. (Order No.  

9534828).  

 

Kelly, U. A. (2009). “I'm a mother first”: The influence of mothering in the  

decision‐making processes of battered immigrant Latino women. Research in  

nursing & health, 32(3), 286-297. 

 

Kelly, U. A. (2010). Symptoms of PTSD and major depression in Latinas who have  

 experienced intimate partner violence. Issues in mental health nursing, 31(2),  

 119-127. 

Kershner, M., Long, D. and Anderson, J. E. (1999), Abuse Against Women in Rural  

 Minnesota. Public Health Nursing, 15, 422–431. doi: 10.1111/j.1525- 

 1446.1998.tb00369.x 

Klevens, J. (2007). An overview of intimate partner violence among Latinos. Violence  

 Against Women, 13(2), 111-122. 

 

Klevens, J., Kee, R., Trick, W., Garcia, D., Angulo, F. R., Jones, R., & Sadowski, L. S.  

(2012). Effect of Screening for Partner Violence on Women's Quality of Life A  

Randomized Controlled Trial Partner Violence on Women's Quality of Life.  

JAMA, 308(7), 681-689. 

 

Krane J., Oxan-Martinez J. & Ducey K. (2000). Violence against women and ethno racial  

minority women: examining assumptions about ethnicity and “race”. Canadian 

Ethnic Studies, 24, 1-18. 

 



 324 

Krause, N., & Bastida, E. (2011). Religion, suffering, and self-rated health among older  

 Mexican Americans. The Journals of Gerontology Series B: Psychological  

 Sciences and Social Sciences, 66(2), 207-216. 

 

Krishnan, S., Hilbert, J., & VanLeeuwen, D. (2001). Domestic violence and help-seeking  

 behaviors among rural women; results form a shelter-based study. Family  

 Community Health 24, 28-38. 

 

Ladinsky, D. (Ed.). (2002). Love poems from God: Twelve sacred voices from the East  

 and West. Penguin. 

 

Langeland, E., Riise, T., Hanestad, B., Nortvedt, M.W., Kristoffersen, K., & Wahl, A.K.  

(2006) The effect of salutogenic treatment principle on coping with mental health  

problems: a randomized controlled trial. Patient Education and Counseling 62,  

212–219. 

 

Langford, D. R. (2000). Developing a safety protocol in qualitative research involving  

battered women. Qualitative Health Research, 10(1), 133-142. 

 

Lazenbatt, A., & Devaney, J. (2014). Older women living with domestic violence:coping  

resources and mental health and wellbeing. Current Nursing Journal, 1(1), 10-22. 

 

Lazenbatt, A., Devaney, J., & Gildea, A. (2010). Older women’s lifelong experience of  

domestic violence in Northern Ireland. Cap Funding, Institute Governance.  

Belfast: Queen's University.  

 

Leight, S. (2002). Starry night: using story to inform aesthetic knowing in women’s  

health nursing. Journal of Advanced Nursing 37(1), 108-114. 

 

Liebschutz JM, Rothman EF. Intimate partner violence- What physicians can do. New  

Engl J Med. 2012; 367:2071-3.  

 

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry (Vol. 75). SAGE Publications,  

 Incorporated. 

 

Lincoln, Y. & Guba, E. (2000). Paradigmatic controversies, contradictions, and emerging  

confluences. In N. Denzin. In N. Denzin & Y. Lincoln, (Eds), Handbook of 

qualitative research 2nd ed., (pp.163-188). Thousand Oaks, CA: Sage. 

 

Lindström, B., (2010). Salutogenesis: An Introduction. In Lindstrom, B. & Eriksson, M.  

The hitchhiker's guide to salutogenesis: Salutogenic pathways to health  

promotion. Folkhälsan Health Promotion Research Report. Retrieved from 



 325 

http://www.ndphs.org///documents/2502/SALUTOGEN%20ESIS%20and%20NC

Ds.pdf 

 

Lindström, B., & Eriksson, M. (2010). A salutogenic approach to tackling health  

inequalities. In Morgan, A., Ziglio, E., & Davies, M. (Eds.). Health assets in a  

global context: theory, methods, action. Springer Science & Business Media. 

 

Lindström, B., & Eriksson, M., (2005). Salutogenesis.  Journal of  Epidemiology and  

 Community Health 59, 440–442. doi: 10.1136/jech.2005.034777 

 

Lipsky, S., & Caetano, R. (2007). The role of race/ethnicity in the relationship between  

emergency department use and intimate partner violence: Findings from the 2002  

National Survey on Drug Use and Health. American journal of public health, 

97(12), 2246-2252. 

 

Lundman, B., Aléx, L., Jonsén, E., Norberg, A., Nygren, B., Santamäki Fischer, R., &  

Strandberg, G. (2010). Inner strength—A theoretical analysis of salutogenic 

concepts. International journal of nursing studies, 47(2), 251-260. 

 

Lutgendorf, S. K., Vitaliano, P. P., Tripp-Reimer, T., Harvey, J. H., & Lubaroff, D. M.  

(1999). Sense of coherence moderates the relationship between life stress and  

natural killer cell activity in healthy older adults. Psychology and aging, 14(4),  

552. 

 

Luthar, S. S., & Cicchetti, D. (2000). The construct of resilience: Implications for  

interventions and social policies. Development and psychopathology, 12(4), 857- 

885. 

 

Lutz, K. F., Shelton, K. C., Robrecht, L. C., Hatton, D. C., & Beckett, A. K. (2000). Use  

of certificates of confidentiality in nursing research. Journal of Nursing  

Scholarship, 32(2), 185-188. 

 

Malterud, K., & Hollnagel, H. (2004). Positive self-assessed general health in patients  

with medical problems: A qualitative study from general practice. Scandinavian  

journal of primary health care, 22(1), 11-15. 

 

McDonald, P. W., & Dickerson, S. (2013). Engendering Independence While Living  

With Purpose: Women's Lives After Leaving Abusive Intimate Partners. Journal  

of Nursing Scholarship, 45(4), 388-396. 

 

McDonald, R., Jouriles, E. N., Ramisetty-Mikler, S., Caetano, R., & Green, C. E. (2006).  

Estimating the number of American children living in partner-violent 

families. Journal of Family Psychology, 20(1), 137. 



 326 

 

McFarlane, J., Malecha, A., Gist, J., Watson, K., Batten, E., Hall, I., & Smith, S. (2004).  

Increasing the Safety-Promoting Behaviors of Abused Women: In this study, a 

telephone intervention for victims of intimate-partner violence showed efficacy 

for 18 months. AJN The American Journal of Nursing, 104(3), 40-50. 

 

McGarry, J. (2010). How domestic abuse affects the wellbeing of older women. Nursing  

Older People, 22(5), 33-37. 

 

McGarry, J., Simpson, C., & Hinchliff-Smith, K. (2011). The impact of domestic abuse  

 for older women: a review of the literature. Health and Social Care in the  

 Community, 19(1), 3-14, doi: 10.1111/j.1365-2524.2010.00964.x 

 

McGee, T. R. (2005). Transforming trauma: A path toward wholeness. Maryknoll,  

 NY:Orbis Books. 

 

McLean, K. C., Pasupathi, M., & Pals, J. L. (2007). Selves creating stories creating  

selves: A process model of self-development. Personality and Social Psychology 

Review, 11(3), 262-278. 

 

Mears, J. (2003). Survival is not enough: Violence against older women in Australia.  

 Violence against women, 9(12), 1478-1489. 

 

Medrano, M. A., DeVoe, P. H., Padilla, A., Arevalo, L., Grant, J. W., & Aldape, A.  

(2010). A targeted review to examine reporting of translation methodology in 

Hispanic health studies. Hispanic Health Care International, 8(3), 145-153. 

 

Mellqvist, M., Wiktorsson, S., Joas, E., Östling, S., Skoog, I., Waern, M., & Brassard, J.  

(2011). Sense of coherence in elderly suicide attempters: the impact of social and 

health-  related factors. International Psychogeriatrics, 23(6), 986. 

 

Merleau-Ponty, M. (1964). The primacy of perception. Evanston, IL: Northwestern  

University Press. 

 

Merleau-Ponty, M. (1968). The visible and the invisible. Evanston, IL: Northwestern  

University Press. 

 

Merleau-Ponty, M. (1973). The prose of the world. Evanston, IL: Northwestern  

 University Press. 

 

Merton, (1961). New Seeds of Contemplation. New York: New Directions.  

Mills, C. Wright. (1959). The sociological imagination. New York: Oxford University  



 327 

 Press. 

 

Milberg, A., & Strang, P. (2004). Exploring comprehensibility and manageability in  

 palliative home care: an interview study of dying cancer patients' informal carers.  

Psycho‐Oncology, 13(9), 605-618.  

 

Minority Nursing Statistics (2009). Retrieved from  

 http://www.minoritynurse.com/minority-nursing-statistics.  

 

Mohr, W. K. (1997). Interpretive interactionism: Denzin's potential contribution to  

intervention and outcomes research. Qualitative Health Research, 7(2), 270-286. 

 

Montalvo‐Liendo, N. (2009). Cross‐cultural factors in disclosure of intimate partner  

 violence: an integrated review. Journal of advanced nursing, 65(1), 20-34. 

 

Montalvo-Liendo, N. M., Wardell, D. W., Engebretson, J., & Reininger, B. M. (2011).  

Victimization and revictimization among women of Mexican descent. Journal of  

Obstetric, Gynecologic, & Neonatal Nursing, 40(2), 206-214. 

 

Montalvo‐Liendo, N., Wardell, D. W., Engebretson, J., & Reininger, B. M. (2009).  

 Factors influencing disclosure of abuse by women of Mexican descent. Journal of  

 Nursing Scholarship, 41(4), 359-367. 

 

Montminy, L. (2005). Older women's experiences of psychological violence in their  

 marital relationships. Journal of gerontological social work, 46(2), 3-22. 

 

Morales-Campos, D., Casillas, M., McCurdy, S. (2009). From isolation to connection:  

  Understanding a support group for Hispanic women living with gender-based  

 violence in Houston, Texas. Journal of Immigrant Minority Health 11, 57-65.  

 

Mossey, J. (1995). Importance of self-perceptions for health status among older persons.  

In Gatz, M., Emerging issues in mental health and aging (pp. 124-162). 

Washington D.C: American Psychological Association. 

 

Moya, E. M., Chávez-Baray, S., & Martinez, O. (2014). Intimate partner violence and  

sexual health voices and images of Latina immigrant survivors in southwestern  

United States. Health promotion practice, 15(6): 881–893. 

 

Moynihan, B., Gaboury, M. T., & Onken, K. J. (2008). Undocumented and unprotected  

immigrant women and children in harm's way. Journal of Forensic Nursing, 4(3),  

123-129. 

 

Munhall,P. (5
th 

Ed.). (2012). Nursing Research: A qualitative perspective. Sudbury, MA. 

http://www.minoritynurse.com/minority-


 328 

Jones & Bartlett Learning. 

 

Murdaugh, C., Hunt, S., Sowell, R., & Santana, I., (2004). Domestic violence in  

 Hispanics in the Southeastern United States: A survey and needs analysis. Journal  

 of Family Violence 19(2). 107-115. 

 

Murdock, V. (2005). Guided by ethics: Religion and spirituality in gerontological social  

work practice. Journal of Gerontological Social Work, 45(1-2), 131-154. 

 

Musgrave, C. F., Allen, C. E., & Allen, G. J. (2002). Spirituality and health for women of  

color. American Journal of Public Health, 92(4), 557-560. 

 

National Coalition Against Domestic Violence. (NCADV). Herstory of the Battered  

 Women’s Movement. Retrieved from 

http://www.callcove.com/filesection/44/Herstory%20of%20the%20Battered% 

Women.pdf. 

 

Neikrug S., (2003). Worrying about a frightening old age. Aging and mental health, 7(5),  

 326-333. 

 

Nelson, H. D., Nygren, P., McInerney, Y., & Klein, J. (2004). Screening women and  

 elderly adults for family and intimate partner violence: a review of the evidence  

 for the US Preventive Services Task Force. Annals of Internal Medicine, 140(5),  

 387-396. 

 

Nicolaidis, C., Perez, M., Mejia, A., Alvarado, A., Celaya-Alston, R., Galian, H., &  

Hilde, A.(2011). “Guardase las cosas adentro” (Keeping things inside): Latina 

violence survivors’ perceptions of depression. Journal of General Internal  

 Medicine, 26(10), 1131-1137. doi: 10.1007/s11606-011-17470. 

 

Nicolaidis, C., McFarland, B., Curry, M., & Gerrity, M. (2009). Differences in physical  

and mental health symptoms and mental health utilization associated with  

intimate-partner violence versus childhood abuse. Psychosomatics, 50(4), 340- 

346. 

 

Nielsen Company. (2010). A snapshot of Hispanic media usage in the U.S. Retrieved  

from http://www.blackradionetwork.com/pdfstories/1284570118.pdf. 

 

Nomore (2014). Together we can end domestic violence and sexual assault.  Retrieved  

from  http://nomore.org/nflplayerspsa/ 

 

Norekval, T., Fridlund, B., Moons, P., Nordrehaug, J., Saevareid, H., Wentzel-Larsen, T.,  

& Hanestadd, B.(2009). Sense of coherence—a determinant of quality of life over  

http://www.callcove.com/filesection/44/Herstory%20of%20the%20Battered%25%20Women.pdf
http://www.callcove.com/filesection/44/Herstory%20of%20the%20Battered%25%20Women.pdf
http://nomore.org/nflplayerspsa/


 329 

time in older female acute myocardial infarction survivors. Journal of Clinical  

Nursing, (19), 820-831. 

 

Nygren, B., Aléx, L., Jonsén, E., Gustafson, Y., Norberg, A., & Lundman, B. (2005).  

 Resilience, sense of coherence, purpose in life and self-transcendence in relation  

to perceived physical and mental health among the oldest old. Aging & Mental  

Health, 9(4), 354-362. 

 

O’Brien, E. (1993). Latinos in higher education. Research Briefs, 4, 1-15.  

 

O’Keefe, M. (1994). Racial/ethnic differences among battered women and their children.  

 Journal of Child and Family Studies, 3, 283-305. 

 

Olshansky, S., Hayflick, L., & Carnes, B. (2004). No truth to the fountain of youth.  

Scientific American, Special Editions. 

 

Omery, A & Mack, C. (1995) Phenomenology and Science. In A. Omery, C. Kasper,  

& G. Page (Eds.), In Search of Nursing Science (pp. 139-158).Thousand Oaks,  

CA: Sage. 

 

One Billion Rising (2015) Retrieved from  

http://www.onebillionrising.org/about/campaign/one-billion-rising/ 

 

Orb, A., Eisenhauer, L., & Wynaden, D. (2001). Ethics in qualitative research. Journal of  

nursing scholarship, 33(1), 93-96. 

 

Park, C. (2007). Religious and spiritual issues in health and aging. In Alwin, C., Park, C.,  

& Spiro III, A. Handbook of health psychology and aging. (pp. 313-340). New  

York, NY: The Guilford Press. 

 

Passel, J.S., & D’Vera Cohn. (2009). A portrait of unauthorized immigrants in the United  

States. Pew Hispanic Center. Retrieved from 

http://www.pewhispanic.org/files/reports/107.pdf 

 

Passel, J. S., & D'Vera Cohn. (2008). US population projections, 2005-2050. Pew 

  Research Center. 

 

Pasupathi, M. (2003). Emotion regulation during social remembering: Differences  

between emotions elicited during an event and emotions elicited when talking  

about it. Memory, 11(2), 151-163. 

 

Pennebaker, J. W., & Seagal, J. D. (1999). Forming a story: The health benefits of  

narrative. Journal of clinical psychology, 55(10), 1243-1254. 

http://www.pewhispanic.org/files/reports/107.pdf


 330 

Pew Research Center (2014). Fry, R. U.S. high school dropout rate reaches record low,  

driven by improvements among Hispanics, blacks. Retrieved from 

http://www.pewresearch.org/fact-tank/2014/10/02/u-s-high-school-dropout-rate-

reaches-record-low-driven-by-improvements-among-hispanics-blacks/ 

 

Pew Hispanic Center (2013). A Statistical Portrait of US Hispanics.  

http://www.pewhispanic.org/2013/02/15/hispanic-population-trends/ph_13-01-

23_ss_hispanics17/ 

 

Pew Research Center (2008). Religion and Public Life. Religious Characteristics of U.S.  

Catholics.  Retrieved from 

http://www.pewforum.org/2008/03/27/a-portrait-of-american-catholics-on- 

the-eve-of-pope-benedicts-visit-to-the-us-2/#church 

 

Phillips, LR. Domestic violence and aging women. Geriatric Nursing. 2000;21(4):188- 

 193. 

 

Pico-Alfonso, M. A., Garcia-Linares, M. I., Celda-Navarro, N., Blasco-Ros, C.,  

 Echeburúa, 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. 

 

Plager, K. (1994). Hermeneutic philosophy: A methodology for family health and health  

promotion study in nursing. In P. Benner (Ed.), Interpretive phenomenology:  

Embodiment, caring, and ethics, in health and illness (pp. 65–84). Thousand 

Oaks, CA: Sage. 

 

Polit, D. F. & Beck, C. (2008). Nursing research: Generating and assessing evidence for  

nursing practice. (8
th
 ed.). Wolters Kluwer Health. 

 

Polkinghorne, D. E. (2005). Language and meaning: Data collection in qualitative  

research. Journal of counseling psychology, 52(2), 137-145. 

 

Pope Francis (2015). Speech to Congress: September 24, 2015. Retrieved from 

http://time.com/4048176/pope-francis-us-visit-congress-transcript/ 

 

Powers, R., & Kaukinen, C. E. (2012). Trends in intimate partner violence: 1980-  

2008. Journal of interpersonal violence, 27(15), 3072–3090. 

doi:10.1177/0886260512441077 

 

Pui-Hing Wong, J. & Kwong-Lai Poon, M. (2010). Bringing translation out of the  

http://www.pewhispanic.org/2013/02/15/hispanic-population-trends/ph_13-01-23_ss_hispanics17/
http://www.pewhispanic.org/2013/02/15/hispanic-population-trends/ph_13-01-23_ss_hispanics17/
http://time.com/4048176/pope-francis-us-visit-congress-transcript/


 331 

shadows: Translation  as an issue of methodological significance in cross-cultural 

qualitative research. Journal of transcultural nursing 21(2), 151-158. 

 

Ramirez, R. (2001). Speaking the unspeakable: A pastoral letter on domestic violence.  

Retrieved from http://arcc-catholic-rights.org/lascruces.htm 

 

Reeder, F. (1995) Passages through the heart: A hermeneutic of choice. In A. Omery, C.  

Kasper, & G. Page (Eds.), In Search of Nursing Science (pp. 194-204). Thousand 

Oaks, CA: Sage. 

 

Remen, R. N. (2002). Kitchen table wisdom: Stories that heal. Pan Australia. 

 

Rennison, C., & Rand, M. R. (2003). Nonlethal Intimate Partner Violence Against  

Women A Comparison of Three Age Cohorts. Violence against women, 9(12),  

1417-1428. 

 

Rivara FP, Anderson ML, Fishman P, Bonomi AE, Reid RJ, Carrell D, Thompson RS.  

(2007). Intimate partner violence and health care costs and utilization for children  

living in the home. Pediatrics, 120(6):1270-1277. 

 

Rivera-Rivera, L., Lazcano-Ponce, E., Salmerón-Castro, J., Salazar-Martínez, E., Castro,  

 R., & Hernández-Avila, M. (2004). Prevalence and determinants of male partner  

 violence against Mexican women: A population-based study. Salud pública de  

 México, 46(2), 113-122. 

Rizo, C. & Macy, R. (2011). Help seeking and barriers of Hispanic partner violence  

survivors: A systematic review of the literature. Agression and Violent Behavior,  

 16, 250-264. 

 

Rodriguez, J. (1994). Our lady of Guadalupe. Faith and Empowerment among Mexican  

American Women. Austin: U of Texas P. 

 

Rogoff, B. (2003). The Cultural Nature of Human Development. New York,NY: Oxford  

University Press. 

 

Rosenbaum, M. (1990). Learned Resourcefulness. On Coping Skills, Self-Control, and  

 Adaptive Behavior. New York: Springer Publishing Company. 

 

Rowe, J. W., & Kahn, R. L. (1997). Successful aging. The gerontologist, 37(4), 433-440. 

 

Sartre, J.P. (1963). Search for a method. New York: Alfred A. Knopf. 

 

Sawin, E. M., & Parker, B. (2011). " If looks would kill then I would be dead": intimate  

http://arcc-catholic-rights.org/lascruces.htm


 332 

partner abuse and breast cancer in older women. Journal of gerontological  

nursing, 37(7), 26.  

 

Scheffer Lindgren, M., & Renck, B. (2008). ‘It is still so deep‐seated, the fear’:   

Psychological stress reactions as consequences of intimate partner violence.  

Journal of psychiatric and mental health nursing, 15(3), 219-228. 

 

Schultz, P., Roditti, M., & Gillette, M. (2009). Resilience, social support, and  

 psychological disturbance in Hispanic women residing in a battered women's  

 shelter on the US/Mexico border. Hispanic Health Care International, 7(4), 224- 

 230. 

 

Schvaneveldt, P. L., & Behnke, A. O. (2012). Family life education with Latino  

immigrant families. Family life education with diverse populations, 165-186. 

 

Scott-Storey, K. (2011). Cumulative abuse: Do things add up? An evaluation of the  

conceptualization, operationalization, and methodological approaches in the study 

of the phenomenon of cumulative abuse. Trauma, Violence, & Abuse, 12(3), 135-

150. 

 

Smith, D. W., Letourneau, E. J., Saunders, B. E., Kilpatrick, D. G., Resnick, H. S., &  

Best, C. L. (2000). Delay in disclosure of childhood rape: Results from a national  

survey. Child Abuse & Neglect, 24(2), 273-287. 

 

Smith, H., Chen, J., & Liu, X. (2008). Language and rigour in qualitative research:  

Problems and principles in analyzing data collected in Mandarin. BMC Medical 

Research Methodology  8(44), 1-8. 

 

Söderhamn, U., Dale, B., & Söderhamn, O. (2011). Narrated lived experiences of self- 

care and health among rural-living older persons with a strong sense of coherence.  

Psychology Research and Behavior Management, 4, 151-158.  

 

Sorenson, S. B. (1996). Violence against women: Examining ethnic differences and  

 commonalities. Evaluation Review, 20(2), 123−145.  

 doi:10.1177/0193841X9602000201. 

 

Spivak, H. R., Jenkins, E. L., VanAudenhove, K., Lee, D., Kelly, M., & Iskander, J.  

(2014). CDC Grand Rounds: A public health approach to prevention of intimate  

partner violence. MMWR. Morbidity and mortality weekly report, 63(2), 38-41. 

Retrieved from Retrieved from 

http://www.cdc.gov/Mmwr/preview/mmwrhtml/mm6302a4.htm 

 

Spivak, H., Jenkins, E. L., VanAudehove, K., & Lee, D. (2012). Breaking the Silence:  

http://www.cdc.gov/Mmwr/preview/mmwrhtml/mm6302a4.htm


 333 

Public Health’s role in intimate partner violence prevention.[Powerpoint  

Presentation]. Retrieved from  

http://www.cdc.gov/cdcgrandrounds/pdf/gr_partner_violence_jun19.pdf 

 

Stacey, J. (1997). "Untangling Feminist Theory." In D. Richardson and V. Robinson  

 (Eds.), Introducing Women's Studies, (pp. 49-73). London: MacMillan. 

 

Staudt, K. (2012). Violence Against Women at the Border: Binational Problems and  

Multilayered Solutions. In Lusk, M., Staudt, K., & Moya, E. Social Justice in the  

US-Mexico Border Region. New York, NY: Springer. 

 

Straka, S. M., & Montminy, L. (2006). Responding to the needs of older women  

experiencing domestic violence. Violence against women, 12(3), 251-267. 

 

Sugarman, David B. and Murray A. Straus. (1988).  "Indicators of Gender Equality for 

American States and Regions." Social Indicators Research (20), 229-270. 

 

Sugihara, Y., & Warner, J. A. (2002). Dominance and domestic abuse among Mexican  

Americans: Gender differences in the etiology of violence in intimate  

relationships. Journal of Family Violence, 17(4), 315-340. 

 

Suh, E., Kagan, S., & Strumpf, N. (2009). Cultural competence in qualitative interview  

methods  with Asian immigrants. Journal of Transcultural Nursing, 20(2), 194-

201.      

 

Sulak, P. (2013). Living Well Aware. [Power point] Retrieved from 

http://healthcare-professionals.sw.org/resources/docs/division-of-

education/events/family-medicine-review/2013/0800-Wed-LivingWell-Sulak.pdf  

 

Sundin-Huard, D.& Fahy, K. (1999). Moral distress, advocacy and burnout: Theorizing  

the relationships. International Journal of Nursing Practice, 5(1), 8-13. 

 

Sundín D, Fahy K (2008) Critical, poststructural,interpretive interactionism: an update on  

Denzin's methodology'. Nurse Researcher. 16, 1, 7-23. 

 

Sussman, M. B., Steinmetz, S. K., & Peterson, G. W. (1999). Handbook of marriage and  

the family (2
nd

 ed.). New York: Plenum. 

 

Tabloski, P. (2010). Principles of gerontology. In P. Tabloski (Ed), Gerontological  

nursing (2
nd 

ed.). Upper Saddle River, NJ: Pearson Education. 

 

Taylor, M. A. P. (2001). An interpretive study of the health experiences of runaway and  

homeless girls. (Doctoral Dissertation. The University of Texas at Austin).  

http://healthcare-professionals.sw.org/resources/docs/division-of-education/events/family-medicine-review/2013/0800-Wed-LivingWell-Sulak.pdf
http://healthcare-professionals.sw.org/resources/docs/division-of-education/events/family-medicine-review/2013/0800-Wed-LivingWell-Sulak.pdf


 334 

Retrieved from: ProQuest Dissertations and Theses. (Order No. 3035986).  

 

Tetterton, S., & Farnsworth, E. (2011). Older women and intimate partner violence:  

 Effective interventions. Journal of interpersonal violence, 26(14), 2929-2942. 

 

Texas Council on Family Violence (2003). Hispanic Texans and domestic violence: A  

statewide study. Austin, TX: Texas Council on Family Violence. 

 

Thorne, S., Kirkham, S. R., & MacDonald-Emes, J. (1997). Focus on qualitative  

methods. Interpretive description: a noncategorical qualitative alternative for 

developing nursing knowledge. Research in nursing & health,20(2), 169-177. 

 

Thorne, S., Kirkham, S. R., & O’Flynn-Magee, K. (2004). The analytic challenge in  

interpretive description. International journal of qualitative methods, 3(1), 1-11. 

 

Titterington, Victoria B. 2006. "A Retrospective Investigation of Gender Inequality and 

Female Homicide Victimization." Sociological Spectrum 26:205-236. 

 

Tjaden, P., & Thoennes, N. (2000). Prevalence and consequences of male-to-female and  

female-to-male intimate partner violence as measured by the National Violence  

Against Women Survey. Violence against women, 6(2), 142-161. 

 

Torres, S. (1991). A comparison of wife abuse between two cultures: Perceptions,  

 attitudes, nature, and extent. Issues in Mental Health Nursing, 12, 113-131.  

Tower, M, Rowe J., & Wallis M. (2012) Investigating patients' experiences:  

Methodological usefulness of interpretive interactionism. Nurse Researcher.  

20(1), 39-44. 

 

Twinn, S. (1998). An analysis of the effectiveness of focus groups as a method of  

qualitative data collection with Chinese populations in nursing research. Journal 

of Advanced Nursing, 28(3), 654-661. 

 

Umberson, D., & Montez, J. K. (2010). Social Relationships and Health A Flashpoint for  

 Health Policy. Journal of Health and Social Behavior, 51(1 suppl), S54-S66. 

 

US Census Bureau (2014). QuickFacts. Retrieved from: 

 http://quickfacts.census.gov/qfd/index.html 

  

U.S. Department of Health and Human Services (USDHHS). (1986). Surgeon General’s  

Workshop on Violence and Public Health. Washington, D.C.: Health Resources 

and Services Administration. 

 



 335 

The United States Department of Justice. Office on Violence against Women. Retrieved  

 From http://www.ovw.usdoj.gov/domviolence.htm 

 

United Nations Children’s Fund, UNICEF, (2000). Domestic Violence against Women  

 and Girls (UNICEF Report No. 6, Innocenti Digest, Florence, Italy). Retrieved  

 from http://www.unicef-irc.org/publications/pdf/digest6e.pdf 

 

van Dernoot Lipsky, L., & Burk, C. (2009). Trauma stewardship: An everyday guide to  

 caring for self while caring for others. Berrett-Koehler Publishers. 

 

Violence Against Women Act (VAWA) (2013). Text of the Violence Against Women  

Reauthorization Act of 2013. Retrieved from 

https://www.govtrack.us/congress/bills/113/s47/text 

 

Vaillant, G. (2002). Aging well. Boston: Little, Brown. 

 

Vidales, G. (2010). Arrested justice: The multifaceted plight of immigrant Latinas who  

faced domestic violence. Journal of Family Violence. 25, 533-544. doi: 

10.1007/210896- 010- 9309-5. 

 

Volker, D. L. (2001). Oncology nurses' experiences with requests for assisted dying from  

terminally ill patients with cancer. In Oncology nursing forum (Vol. 28, No. 1, p.  

39). 

 

Volker, D. L., Kahn, D., & Penticuff, J. H. (2004, September). Patient control and end-of- 

life care part I: the advanced practice nurse perspective. In Oncology nursing  

forum 30 (5), 945-953. Oncology Nursing Society. 

 

Wagnild, G., & Young, H. (1993). Development and psychometric evaluation of the  

Resilience Scale. Journal of Nursing Measurement, 1 (2), 165–178. 

 

Weeks, L. & LeBlanc, K. (2011). An ecological synthesis of research on older women’s  

 experiences of intimate partner violence. Journal of Women and Aging, 23(4),  

283-302. 

 

Weiss, E. (2000). Surviving domestic violence: Voices of women who broke free.  

 Produced by Agreka Books. 

 

West, C., Kantor, G., & Jasinski, J. (1998). Sociodemographic predictors and cultural  

 barriers to help-seeking behavior by Latina and non-Latino White American  

 battered women. Violence and Victims, 13, 361-375. 

 

White, Donat, & Bondurant, (2001).A developmental examination of violence against  

http://www.ovw.usdoj.gov/domviolence.htm
http://www.unicef-irc.org/publications/pdf/digest6e.pdf
https://www.govtrack.us/congress/bills/113/s47/text


 336 

 girls and women. In Unger, R. (Ed.), Handbook of Psychology of Women and  

 Gender.(343-357). Hoboken, NJ: John Wiley & Sons, Inc. 

 

Whiting, J. B., Simmons, L. A., Havens, J. R., Smith, D. B., & Oka, M. (2009).  

 Intergenerational transmission of violence: the influence of self-appraisals, mental  

 disorders and substance abuse. Journal of Family Violence, 24(8), 639-648. 

 

WHO, (2013a). “Addressing Violence Against Women: Health Impacts and the Role of  

the Health Sector” Retrieved from 

http://www.who.int/violence_injury_prevention/violence/wha_outcome_statemen

t.pdf/ 

 

World Health Organization. (2013b). Global and regional estimates of violence against  

women: prevalence and health effects of intimate partner violence and non-

partner sexual violence. World Health Organization. 

 

WHO (2012) Fact Sheet on Depression. Retrieved from 

http://www.who.int/mediacentre/factsheets/fs369/en/ . 

 

Wiesmann, U., & Hannich, H.J., (2008). A Salutogenic view on subjective well-being in  

 active elderly persons. Aging & Mental Health, 12(1), 56-65. 

 

Wiesmann, U., Niehörster, G., & Hannich, H. J. (2009). Subjective health in old age from  

 a salutogenic perspective. British Journal of Health Psychology, 14(4), 767-787. 

 

Wilke, D. J., & Vinton, L. (2005). The nature and impact of domestic violence across age  

cohorts. Affilia, 20(3), 316-328. 

 

Wisner, C. L., Gilmer, T. P., Saltzman, L. E., & Zink, T. M. (1999). Intimate partner  

 violence against women: Do victims cost health plans more? The Journal of  

 family practice, 48(6), 439-443. 

 

Wolff, A. & Ratner, P. (1999). Stress, social support, and sense of coherence, Western  

 Journal of Nursing Research 21(2), 182-197.  

 

Wolkenstein, B. H., & Sterman, L. (1998). Unmet needs of older women in a clinic  

population: The discovery of possible long-term sequelae of domestic violence.  

Professional Psychology: Research and Practice, 29(4), 341. 

 

Women Thrive Worldwide (2012). Retrieved from 

http://womenthrive.org/issues/violence?gclid=CMiw7LqZubMCFStgMgod0EkAJ

g. 

 

http://www.who.int/violence_injury_prevention/violence/wha_outcome_statement.pdf/
http://www.who.int/violence_injury_prevention/violence/wha_outcome_statement.pdf/
http://www.who.int/mediacentre/factsheets/fs369/en/
http://womenthrive.org/issues/violence?gclid=CMiw7LqZubMCFStgMgod0EkAJg
http://womenthrive.org/issues/violence?gclid=CMiw7LqZubMCFStgMgod0EkAJg


 337 

Woodgate, R. L., & Degner, L. F. (2003). A substantive theory of keeping the spirit alive:  

The spirit within children with cancer and their families. Journal of Pediatric  

Oncology Nursing, 20(3), 103-119. 

 

Wu, H. L., & Volker, D. L. (2009). The use of theory in qualitative approaches to  

 research: application in end‐of‐life studies. Journal of advanced nursing, 65(12),  

 2719-2732. 

 

Yoshioka, R., Gilbert, L., El-Bassel, N., & Baig-Amin, M. (2003). Social support and  

 disclosure of abuse: Comparing South Asian, African American, and Hispanic  

 Battered Women. Journal of Family violence, 18(3), 171-180. 

 

Zink, T., Jacobson, C. J., Pabst, S., Regan, S., & Fisher, B. S. (2006). A lifetime of  

 intimate partner violence coping strategies of older women. Journal of  

Interpersonal Violence, 21(5), 634-651. 

 

Zink, T., Fisher, B. S., Regan, S., & Pabst, S. (2005). The prevalence and incidence of  

intimate partner violence in older women in primary care practices. Journal of  

General Internal Medicine, 20(10), 884-888. 

 

Zink, T., Jacobson, J. C., Regan, S., & Pabst, S. (2004). Hidden victims: The healthcare  

needs and experiences of older women in abusive relationships. Journal of 

Women's Health, 13(8), 898-908. 

 


