Perceptions of health care providers in Mulago hospital on prevention
and management of domestic violence

Dan K. Kaye,’ Florence Mirembe’, Grace Bantebya.?

Dept. of Obstetrics and Gynaecology, Makerere University Medical School, P. O. Box 7072, Kampala, Uganda.
“Department of Women and Gender Studies, Makerere University, P.O .Box 7062, Kampala, Uganda.

Abstract

Objective: To explore knowledge, attitudes and practices of health workers in Mulago hospital towards domestic violence prevention and
management, especially violence during pregnancy. ‘

Methods: From 5% to 25" March 2000, self-administered pre-coded questionnaires were given to a purposively selected sample of 48
health workers identified from staff of the Obstetrics and Gynaecology department, Mulago hospital, Uganda. The questionnaire had 22
statements assessing knowledge, attitudes and practices, to which participants gave responses on a Likert scale ranging from whether they
agreed, disagreed or were undecided. Responses were analyzed in terms of frequencies and percentages. To corroborate information
obtained, in-depth interviews were conducted with clinic and ward administrators on knowledge, attitudes, practices and barriers to
survivors’ management.

Results: Many respondents had poor knowledge of domestic violence management or prevention. Though they believed counseling
survivors was necessary, none of the in-depth interviewees had counseling skills or had ever referred patients or survivors for such
counseling. Lack of technical competence, negative attitudes and institutional constraints were cited as main barriers to provision of
optimal care to survivors.

Conclusion: Health workers of Mulago hospital lacked knowledge on management, had negative attitudes and provided sub-optimal care

to domestic violence survivors.
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Introduction

The American College of Obstetricians and Gynaecologists
defines domestic violence as ‘any act that is intended, or
perceived to be intended, to cause physical, or psychological barm by
people related through blood, intimacy or law’."Women are more
likely to suffer violence from family members or intimate
partners than from strangers.2 Domestic violence forms a
pattern of behavior and control which takes a variety of
forms. These include physical assault, psychological abuse
(threats, intimidation, degrading humiliating behavior),
sexual coercion and controlling behavior (isolation from
family or friends and restriction of freedom of movement
or control over resources).?

Domestic violence affects women’s ability to en-
gage in safe sexual relations free from coercion or disease,
make choices regarding pregnancy or fertility regulation,
go through pregnancy safely or seek appropriate healthcare
for self or family.* There were many reports of domestic
violence in local newspapers in Uganda (such as The New
Vision and The Monitor Newspapers) and radio stations
frequently air programmes on domestic violence. Despite
this, many cases are unreported or undiagnosed * which
leads to perpetuation of the cycle of violence. Sexual abuse
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increases risk of acquisition of sexually transmitted infections,
unwanted pregnancy and unsafe abortion.* A crosssectional study
on domestic violence in women attending antenatal clinic in
Mulago hospital on their firs visit found a prevalence of 57.1%.°
Little was known about perceptions of health workers in Mulago
hospital regarding management ot prevention of domestic vio-
lence, especially during pregnancy. The objective was to explore
knowledge, attitudes and practices of health workers in Mulago

hospital towards domestic violence.

Methods

From 5% to 25 March 2000, a purposive sample of 48 health
workers were identified the Obstetrics and Gynaecology
department. Respondents consisted of 16 doctors, 15 midwives,
10 nurse-midwives and 7 undergraduate medical students, se-
lected to represent views of all cadres of staff. A self-administered
questionnaire was given to each to determine their perceptions of
management of domestic violence. This questionnaire consisted
of 22 statements on knowledge about domestic violence in
pregnancy as well as attitudes and practices regarding screening for
domestic violence and management of survivors. Respondents
were requested to respond on a 5-point Likert scale whether they
agreed, disagreed or were undecided about the statements. Analysis
was made in terms of frequencies and percentages. To obtain in-
depth information about the reasons behind perceptions, in-depth
interviews were conducted with 12 purposefully-selected staff of
the department, who did not participate in answering the ques-
tionnaire. They included 3 post-graduate medical students (2
female, 1 male), 2 gynaecologists, 5 nurse-midwives of varying
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ranks (2 enrolled, 2 registered, 1 health visitor) and 2
undergraduate students. The area of discussion was
domestic violence and linkage to reproductive ill-health,
attitudes to screening for domestic violence in pregnancy,
practices (survivor management) and availability of infor-
mation on domestic violence. Thematic content analysis,
through systematic comparison of emerging codes and
categories (meaning units) across data texts, using the Easy
Text (EZ) software for data retrieval was used as described
by Creswell.¢

Results

Respondents had inadequate knowledge of domestic vio-
lence: its consequences, management or prevention (Table
1 and 2). Many health workers neither knew how to, nor
did routinely screen for domestic violence. Few believed
that victims might hesitate to seek care, 43.6% did not
perceive domestic violence as a major cause of ill health,
while more than 24% did not perceive it as a major public
health issuc. Many respondents neither knew that domestic
violence is common in pregnancy, nor associated it with
reproductive ill-health. In the study whereas 58.4%
approved routine screening, only 16.6% perceived this is
easy, though 83.3% thought something must be done
urgently.

In the in-depth interviews, all participants
reported having seen cases of domestic violence during
pregnancy, mainly those with physical injuries, admitted to
antenatal wards. Nine respondents were uncertain about
what care had been provided, and did not know what op-
timum care the patients should receive. Ten respondents

had the view that “survivors are the ones to blame”. The common
view was that domestic violence was a common practice, and some
referred to it as normal. Probed as to when they considered it
abnormal, the common view was that violence ceased to be nor-
mal if physical injuries resulted, as exemplified by one respondent,
a 23 year-old housewife:

“It is normal to discipline the wives, but the disciplining showld

w0t be excessive as to result in injuries.”

Respondents for in-depth interview were uncertain
whether domestic violence increases in frequency during preg-
nancy, but agreed that injuries are more severe and likely to cause
more damage. Whereas all agreed that counseling skills are neces-
sary in healthcare, none had ever recetved skills on counseling and
none had ever referred patients/survivors for such counseling.
However, all agreed that survivors require counseling. On sources
of information on domestic violence, newspapers were cited as
their main source. None had ever-received information on do-
mestic violence during their pre-service or in-service training. All
were of the view that domestic violence does not appear in their
standard text-books, which made it difficult for them to update
themselves with such information. Some respondents had come
across newsletters with information on domestic violence, but
could not recall the contents.

~ From in-depth interviews, none of the respondents
offered survivors counseling, referral to social workers or linkage
to the judicial services. Underlying reasons for knowledge, attitu-
des and practices were cultural stereotypes, lack of training and
inadequate knowledge. Personal negative attitudes, lack of technical
competence, cultural stereotypes or institutional constraints act as
barriers which limit ability or willingness to assist survivors.

Table 1: Response to whether domestic violence is a major public health issue in Uganda

Statement’ Response

Strongly agree Agree Undecided Disagree Strongly

disagree

No. % No. % No. % No. % No. %
Major cause of ill health 1 (21 26 (54.2) 7 (14.6) 9 (18.7) 5 (10.3)
Major Public health issue 10 (20.8) 24 (50.0 5 (10.3) 6 (12.5) 3 (6.3)
All social groups at risk ’ 15 (31.3) 20 (41.7) 7 (14.6) 6 (12.5) - -
Pregnant women at a higher risk 15 (31.3) 18 (37.5) 5 (14.0) 8 (16.7) 2 (43)
May increase in pregnancy 14 (29.2) 18 (37.5) 7 (14.6) 9 (18.7) - -
Pregnant women more vulnerable 25 (52.1) 15 (31.2) - - 5 (14.0) 3 (6.3)
Victims may hisitate to seek care 14 (29.2) 15 (31.2) 2 (4.2) 14 (29.2) 3 (62)
Physical abuse may manifest as non-specific
symptoms 6 (12.5) 25 (52.1) 10 (20.8) 4 (83) 3 (63)
Domestic violence worsens chronic diseases 22 (45.8) 16 (33.3) 5 (10.4) 3 (6.3) 2 (42)
Victims readily reveal cause of symptoms 9 (18.3) 20 (39.5) 5 (10.4) 14 (29.2) 1 20
Some emergency admissions are of victims
of physical abuse 3 (62) 10 (208) 4 (8.3) 25 (52.1) 6 (12.5)
Abuse hinders victims’ seeking of health care 8 (16.8) 20 (39.6) 5 (10.4) 15 (31.2) 1 @21
Care given is adequate 10 (28.8) 7 (14.6) 6 (12.5) 24 (50.0) 1 @)
Physical abuse as a cause of Foetal injury 20 (41.6) 15 (31.2) - - 10 (20.8) 3 (6.3)
Victims may resort to abortion or infanticide 13 (27.1) 20 (39.6) 4 (8.3) 10 (20.8) 2 (42)
Physical abuse hinders health care seeking 8(16.8) 20 (39.6) 5 (10.4) 15 (31.2) I @0
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Table 2: Perceptions of health workers of their knowledge in diagnosis or management of survivors

Statement Response
Strongly agree Agree Undecided Disagree Strongly
disagree
No. % No. % No. % No. % No. %
Have adequate training to identify victims 2 (42) 7 (14.6) 1 21 30 (62.5) 8 (16.7)
Received adequate training to manage vitims 3 (63) 4 (4.2) 1 (2.1) 20 (39.5) 20 (41.6)
Standard text books as adquate service of
information - - 9 (18.8) 12 (25.0) 25 (52.1) 2 21
Care currently given to victims not adequate 10 (20.8) 7 (14.6) 6 (12.5) 24 (50.0 1 (2.1
Screening is easy 3 (6.2) 5 (10.4) 7 (14.6) 25 (52.1) 8 (16.8)
Screening should be mandatory 8 (16.8) 20 (41.6) 4 (3.3) 16 (33.3) - -
Something» must be done 30 (62.5) 10 (20.8) 2 (42) 2 (4.2) 4 (8.3)

Discussion

The findings indicate that health workers had limited
knowledge on domestic violence, and didn’t know that it
was a problem of great public health importance.
Gazmararian et al,” in a review of 13 studies found a
prevalence of domestic violence in pregnancy of 1 to 11%.
Therefore, domestic violence is commoner than many
obstetric complications such as pre-eclampsia or diabetes
mellitus. Several respondents could not relate patients’
symptoms to violence. Most health workers didn’t know
how to screen for, identify, diagnose or manage survivors.
In the study only 18.6% of respondents felt they had
adequate knowledge to identify victims; while only 10.5%
felt they had received adequate pre-service or in-setvice trai-
ning. This knowledge deficit is compounded by scarcity of
information of domestic violence in standard textbooks.
As a result, few respondents felt that care given to survivors
was adequate.

Most health workers had some knowledge on
the consequences of physical assault in pregnancy. This is
probably due to the fact that domestic violence may result
in physical trauma, which appears in standard medical text-
books. Physical abuse may lead to ruptured uterus,
abortions, fetal death, premature membrane rupture,
preterm labour, abruptio placenta, low birth weight or
maternal death.” Such lesions may result from direct trauma
to the abdomen.>* Typical injuries occur on the face, head,
neck, breasts and abdomen, rather than the periphery of
the body."?” The type of lesion depends on the severity
of injury, the frequency of injuries, use of and type of
weapon used and any concurrent destructive behavior.*’

The health care system is the only institution that
interacts with almost every woman at some point in her
lifecycle. This provides healthcare providers, who come
1nto contact with survivors, with a unique opportunity to
identify and help them.'? In an American study, 88% of
women battered during pregnancy had history of battering
prior to conception.® Domestic violence tends to increase
both in severity and frequency in pregnancy.” A qualitative
study from Zimbabwe found that violence ongoing before
pregnancy increases in pregnancy.' But even those who

&
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seek healthcare don’t get optimal benefit. Guilt, shame, anxiety,
fear of more abuse and restriction of movement may be reasons
why survivors may not seek care or fail to reveal their symptoms.”

Regarding practices, health workers did not know what
is expected of them. A review of patients’ views in the United
Kingdom gives an insight of what their expectations are'’; “Pa-
tients want a doctor who listens, who sorts out their problems,
who provides personally delivered care that addresses their
problems...whom they trust and who has skills to assist them
in making strategic life decisions; ...who advocates for them and
coordinates care given by other team members. They also want to
see this same doctor at every opportunity”. It is possible that
survivors who seek healthcare but don’t report all their problems
are only waiting for health workers to broach the subject, and get
disillusioned if no such help is forthcoming.

Motsei ** summarized barriers to identifying and helping
survivors as: 1). Patient factors (reluctance to reveal cause of their
injuries or symptoms, or imagining health professionals will not
help) 2). Health professional barriers (lack of awareness or means
to identify the problem, believing that violence is not a health
issue or is culturally acceptable; blaming the woman or not knowing
how to intervene). 3). Institutional barriers (lack of an institutional
framework with clinic services, counseling staff or management
protocols).

One well-recognized barrier to provision of optimum
care to survivors is that health workers themselves lack knowledge
and skills. This is partly due to inadequate training or lack of such
information in standard medical textbooks. The lack of informa-
tion on domestic violence is universal. Parsons and Moore!
reviewed 48 obstetrics and nursing text books published between
1990 and 1996. Using a 12-point score of information related to
domestic violence, they found that only 37% of physicians’ texts
and 63% nursing text had any content on domestic violence.
How can bealth workers improve quality of care for survivors?

Patients present to health workers on many occasions
without health workers making the right diagnosis of the cause
of injuries. This leaves patients frustrated as they do not get the
desired help. In medical practice skills, knowledge and attitudes/
perceptions are all important elements of clinical expertise.
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McFarlane et al" found that routine asking of 3 assessment
questions in a private setting identified one in 6 women
who had history of abuse in pregnancy. This formed the
basis of the Abuse Assessment Screen, (a tool that has been
found to be valid and reliable), and increased prevalence of
abuse from a self-reported rate of 8% to over 29% in the
same population. Norton et al”® found that the Abuse
Assessment Screen had higher detection rates than when
the same questions are incorporated into standard inter-
view. Unfortunately, patients don’t readily reveal presence
of the problem. The cause of this could be that survivors
think health workers can identify the problem, will ask/
enquire about the problem or would disregard informa-
tion about violence. Some health workers often blame
survivors, so the survivors cannot easily trust them.

Conclusions

Health workers lack knowledge, have negative attitudes and
provide sub-optimal care to domestic violence survivors.
This is evidenced by limited knowledge and failure to identify
the problem despite often glaring injuries. The reasons for
this are: they don’t know how to, are unconcerned, fear to
get involved, don’t have the time, don’t have the opti-
mum environment (privacy, confidentiality or management

protocols) ot think survivors are to blame.

Recommendations

1 Care given to survivors should go beyond treating inju-
ries, to include case screening, counseling, documenting
injuries and referral to judicial and social/welfare
systems. They can help survivors cope or protect
themselves assisting them to develop a personal safety
plan.

2 The best (and often only) way to discover ongoing abuse
1s to ask about it. Health workers can help reduce the
problem of domestic violence if they asked clients/
patients about violence

3 Health workers should act as the victim’s advocate: should
avoid escalating danger which may occur through
normalizing, trivializing or minimizing abuse,
violating patients’ confidentiality as well as blaming
SULVIVOTS.

Acknowledgment

The author is grateful to SIDA/SAREC, who provided
the grant to the Department of Women and Gender Stud-
ies of Makerere University, from which this research was
funded under the First University-wide Gender
Mainstreaming Research. Special thanks to Prof. Florence
Mirembe and Prof Grace Bantebya (Department of
Women and Gender Studies) for supervising this research,
and to all staff of the Obstetrics and Gynaecology Depart-

ment, Makerere University who participated in the research.

African Health Sciences Vol 5 No 4 December 2005

References

1

10

11

12

13

14

15

American College of Obstetricians and Gynaecologists. Technical
Bulletin No. 209Inz J Gynecol Obstet 1995; 51: 161-170.
Heise L, Ellsberg M, Gottemoeller M. Ending violence against women.
Population Reporis: Series L,. No. 11, Volume XXVII; Number 4 Baltimore,
John Hopkins University School of Public Health, Population Infor-
mation Programme. December 1999, Pages 3-8, 13-18, 22-31.
Barzellato Jose:  Understanding Sexual and Reproductive Violence:
an overview. Int ] Gynecol Obstet 1998; Volume 63 (Supplement 1) : S13-
S18
Jejeebhoy SJ. Implications for Domestic violence for Women’s Re-
productive health. What we know and what we need to know. In:
Reproductive Health Research: The New Dimension. Biennial Report 1996-
1997. UNDP/UNFPA/World Bank. Pp 138-149.
Kaye D, Mirembe F, Bantebya G. Levels, types, severity and risk
factors for domestic violence among women attending antenatal
clinic in Mulago hospital, Uganda. Cent Afr | Med 2002; 40(5/6): 63-
68

Creswell JW. Research design: Qualitative and quantitative approaches.
Thousand Qaks, CA: Sage. 1994.
Gazmararian JA, Lazorick S, Alison MS, Ballard T), Saltzman LE, Marks
JS. Prevalence of Violence against pregnant women. J[AMA 199¢;
275: 1915-1920.
Helton AS, McFarlane ], Anderson ET. Battered and pregnant, a
prevalence study. Am J Public Health 1987; 77 : 1337-1339
Stewart D, Cecutti A. Physical abuse in pregnancy Can Med Assoc J
1993; 149:1257-1263.
Njovana E, Watts C. Gender Violence in Zimbabwe: A need for
collaborative action. Reproductive Health Maiters 1996; 7:46-54
Bond M. What do people expect from their doctors? World Heaith
Forum 1995; 16: 221-247.
Motsei M. Breaking the Cycle of Violence: The Role of the Family
practitioner. Afr Fam Pract 1993; 14:288-215.
Parsons LH, Moore ML. Family violence issues in obstetrics and
gynaecology, primary care and nursing texts. Obstet Gynecol 1997; 90:
596-599.
McFarlane J, Parker B, Socken K, Bullock L. Brief Report. Assessing
for Abuse during pregnancy. JAMA 1992; 267: 3176-3178.
Norton LB, Peipert JE,ct al. Battering in pregnancy : an assessment
of 2 screening methods Obster. Gynecol 1995: 85: 321-325.

318



