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Abstract

Domestic abuse is a public health issue with long term health and social consequences for

its victims. The prevalence of domestic abuse among women seeking healthcare is higher

than in the general UK population and often b egins or worsens in pregnancy. H ealth visitors,
because of their role with pregnant women and mothers are in a key position  to offer both
supportive interventions and to play a preven tative role in domestic abuse

The aim of this researchisto improve un derstanding of issues health visitors face when
working with Pakistani mothers living with domestic abuse. The study is set in the north of
Britain in an area that has experienced chain migration and settlement from the Mirpur and

Faisalabad regions of Pak istan since the 1970s. Taking a qualitative approach and informed
by a critical realist perspective , first -hand accounts from health visitors working in the area

are used.

The findings of the study  confirm that domestic abuse perpetrated against some Pakistani
mothersis a complex aspect of health visiting practice compounded by deep roote  d cultural
and social practices within many Pakistani families . The key challenge health visitors face
appears to be non -disclosure of abuse by many Pakistani women and the main approach
taken by health visitors in this situation is predominantly one of harm minimisation.

Inconsis tencies in practice  were however noted.

Three ove rarching themes were found from the analysis of the data which depict the
challenges health v isitors face andt he endeavours they take to keep women safe. The
theme of Presence depicts a range of actions linked to MVHHLQJYT RU pEWwbménJardl WK q

includes carrying out repeated enquiry into abuse . Role Strain describes how the  health
visitors express difficulty in fulfilling the various demands and expectati ons of the role . The
term Covert Actions encompass es a range of seemingly hidden or con cealed activities
undertaken by health visitors in an endeavour to maintain Presence .

The study provide s useful insight into the forms of evidence many health visitors deem can
legitimately inform their clinical interventions when working with this population group and

succeeds in extending  current understanding of the types of knowledge health visitors dra w
from to inform their dec isions in this  specific area of practice . It also provides awareness of
the wide r challenges health visitors can encounter when working more generally among
collectivi st and honour -based communities and raises questions about some of the
philosophical assumptions usually associated with Western models of healthcare

Implications for practice are that mainstream domestic abuse interventions should be used

with sensitivity to the different cultural contexts in which many Pakistani m others live, and
attempts should be made to develop appropriate interventions that derive from those

contexts. Thisincludes holistic assessment tools that are flexible enough to allow clinical

judgements to be informed by the more subjective elements of evidence gathering and
which take into consideration the impact of the multiple oppression s some women
encounter .

Recommendations for servi ce providers are thatthey should take a broader view of

GRPHVWLF YLROHQFH WKDW UHFRJQLVHYV epasbles hddlithhvigiEig DQG WKHUHIRU
interventions to be flexible and responsive to differing need. This includes considering more

community -based interventions among certain population groups
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Chapter 1 Introduction

The purpose of this introd  uctory chapter is to provide a pers onal, professional and  the

beginning of an academic rationale for an in-depth study of health v LVLWRUVT ZRUN ZLWK
Pakistani women living with violence and abuse. In this chapter  the background and

context of the study are described. M y position a s aresearcheris stated so how this may

have shaped the research process and outcome can be understood. The role that

reflexivity plays throughout the study is explained . Definitions and a rationale for the

choice of certain words and terminology used within the thesis are provided. The chapter

ends by stating the broad aims  of the study

1.1 Background and con text
This research was undertaken as a result of my own experience as a health visi tor
working for many years amid a south Asian, predominantly Pakista ni, population in the

north of England . Much of t he family structure and many social patter ns | observed
during that time  were indicative  of, and an exemplar of, a collectivist, honour  -based
cultural group.  Throughout that period I was also aware of numerous women who were

victims of domestic violence and abuse . For many of these women, like  countless other

women worldwide Garcia - Moreno et al., 2006 , the violence was frequently perpetrated

by an intimate partner . Within this particular population , however domestic abuse was
often reported to be being  effected by one or mor e me mbers of the extended family ,

which frequently included other women living in the same household.

Throughout that time | found it difficult to know how to effectively support those women
experiencing this type of violence , orindeed what good out  com es for such women might
be. Those who spoke out often later retracted th e disclosure and women who chose to
share their unhappiness  with me frequently felt they had no choic e but to accept their

situation and rejected any intervention | was able to offer.

The sense of impotence | felt at the time as a practitioner has remained with me and

prompted this research. I want therefore , by the application of academic rigour, to bring
about a better understa  nding of the issues facing health visitors working with this
population group .1 hope to addto the overall knowledge base of health visiting
interventions with Pakistani women experiencing abuse and contribute to finding more

effective ways of keeping such women safe.

| am aware however that Pakistani women a re not one homogenous group and I

acknowledge that some may quest ion the legitimacy of a white, w estern woman writing
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about Pakistani violence . |am mindful that  cultural relativists  might suggest that the
practices of a minority ethnic group cannot be cr iticised by anyone outside that group.

Anti -racists might argue that my writing deflects attention from the oppression of racis m
and perpetuates stereotypes , and some femin ists might propose  such research

propagates constructions of Pakistani women as pass ive victims.

While | recognise  such dangers , the focus of my research is on health visiting practice

and not why such violence might occur. | also however agree with those academics (see

e.g. |Afshar, 1994 |[Macey, 1999 ) who say that fear of such criticism should not detract

from scholarly pursuits aiming to improve policy and practice.

1.2 Lexicon

This section provi des definitions and a rationale for the choice of certain w ords and

terminology used within the remainder of the thesis .

1.2.1 Mothers

As the focus of contemporary health visiting practice lies predominantly with mothers,

fathers and their infants and pre -school children (Department of H ealth, 2010a ), the

term woman or women in this thesis frequently refers to mothers with pre -school

children , or pregnant women.

1.2.2 Pakistani

The term Pakistani refersto s omeone whose ancestral roots lie in what is now the
modern State of  Pakistan . This includes British born Pakistanis . l acknowledge that
Pakistani people are a mixture of several ethnic sub -groups , however | use the term

Pakistani as an overarching term to include all these groups.

Whilst every effort has been made within this thesis  to draw on literature specific to this
group , some authors and certain policy documents bracket the Pakistani population with
other south Asian ethnic g roups and use the broader term s outh Asian . Where this is the

case, for accuracy, | have also used thiste rminology when referring to those specific

works or references. Likewise , when certain statement s are made that may be
generalis able to the wider group of south Asian women or communities , the overarching
term is used.

10



1.2.3 Health visiting practice

Atthet ime of thisr esearch national health visiting practice was underpinned by the

Healthy Child Programme Department of Health, 2009 . In February 2014 The National

Institute for Health and Care Excellence produced guidance on domestic violence and

abuse for those working in health and social care which had implications for health

visiting practice NICE, 2014 ). The guidance, however, though referenced within this

thesis, was not fully embedded into the local policy of the healthcare provider under
study during the period this research was undertaken. Routine enqui ry of pregnant and
postnatal women  about domestic violence by health visitors  was however established

practice wit hin the organisation  at the time

1.2.4 Domestic violence and abuse

Within health visiting practice the overarching term domestic violence refers to violence

that is perpetrated in the home Robotham & Frost, 2005 . Within this thesist  he

following United Kingdom ( UK) cross -government definitio  n of domestic violence and

abuse is used:

Any incident or pattern of incidents of controlling, coercive, threatening behaviour,
violence or abuse between those aged 16 or over who are, or have been, intimate
partners or family members regardless of gender or sexuality. The abuse can
encompass, but is not limited to:

psychological
physical
sexual
financial
emotional

X X X X X

(Home Office, 2013)

Throughout the thesis , in orderto avoid  what might seem to be tedious repetition, | use

the terms violence and abuse interc hangeably as opposedto  the longer, combined

phrase WGRPHVWLF YLROHQ FlHedo@ghiGe bowederH Jthat WKH WHUP pYLROHQFH
DJDLQVW ZRPHQT LY SUHIHUUHG E\ VRPH DQG LV RIWHQ XVHG LQ D SRO
governments, organisations and pressure groups wh o work to combat  all violence

against women.

Some feminist researchers , for example |Dobash and Dobash (1992 point out that

domestic violence is a gender  -neutral term and as such fails to clarify who is the victim

and who is the perpetrator, masking the fact that, in heterosexual relationships, women

11



are most frequently subjected to violence by men. I more frequently choose to use the

words Miolence fand pbuse fhowever becauset hey are the terms generally employed

within the professional literature and UK domestic violence  policy documents . Both terms
includes violence that is not necessarily intimate partner perpetrated, including female to
female violence . Thephrase pYLROHQFH DJDLQVW ZRPWQ@3gkdas agéne@VVLRQD

term to include all acts of violence, not just that which is perpetrated in the home.

1.2.5 Survivors and victims

A survivorinthe  context of this research  describes someone who has experienced
domestic violence and has been ablet o0 exercise their agency and ma ke choices that
mean they are no longer victimised . The term victim  is used to define those who remain

living with violence and abuse.

Whist it is acknowledged that certain feminist groups dislike the term victim suggesting

it implies passivity and acceptance Nichols, 2014 ), itis aword widely used in the

literature to describe those harmed, injured, or killed as a result of domestic violence.

Itis myview that itmustbeuptoth ose who have experience  of violenc e and abuse to
ma ke the decisions as to how to identify themselves . For the purpose of this research
however the terms pVXUYLYRUY D Q@ ugédL in\ié eofitext described above

1.2.6 North of England

This research was undertaken wit hin a specific g eographical region in the north of

England . It is an area that has experienced ongoing migration from India and Pakistan

VLQFH WKH fVv SUHGRPLQDQWO\ IURP WKH 3DNLVWDEpad.GLVWULFWYV |
Evidence from the 2011 census suggests the Pakis tani population  of the region continues

togrow andis currently estimated at 10% of the total population University of

Manchester, 2013

In order to maintain the anonymity of those who have contribut ed towards this work , the
actual borough and region alluded to in the study is not named, neither is the healthcare
organisatio n that participated in the research . Every effort however has been made

within the thesis  to differentiate between statements mad e about the actual region,

those which are more generalis able to the north of England , and those which are

relevant to the UK as a whole

It is acknowledged that certain findings and conclusions drawn fro m the study will only
be applicable to the region w here the study was conducted . Certain links and similarities

between this population and others in the north of Britain are however made in the

12



literature review in Chapter Three . Similarly, whist the research focuses on one

particular community and their experience is unigue, the findings and implications may

be seen as an exemplar of the many challenges health visitors face  when working more

generally with collectivist and honour -based communities. It is anticipated therefore that
insig ht gained from the  issues explored in this study  will have relevance and be
transferable to health visitors w  orking in other parts of the UK with similar population

groups .

1.3  Positioning myself

It has been suggested e.g.Kahn & Fawcett, 1995 that all observations are viewed

through an existing frame of reference with the prospect t hat many expectations are
associate with it.  In order for my approach to this research to be better understood, |
will therefore state my position as a researcher and how | feel my personal perspective

may have influenced this work

1.3.1 Professional perspecti ve

| am a health visitor and general nurse and most recently worked as a senior manager in

a community healthcare organisation. Certain preconceptions arising from my own
personal experience as a health visitor were brought to this study indeed these

assu mptions were integral to the study aim and design. They were however tested and
examined throughout the research process and in particular at the very onset of the

study by carrying out a scoping exercise so that the research was not automatically
shaped b y these perceived notions. This is discussed in more detalil inthe M ethods
Chapter . Similarly, within the M ethod s Chapter, my role as a senior manager of the
organisation where the research was conducted is also explored in terms of how this

might have inf luenced the research process. How | have attempted to mitigate any

effects of this is also detailed within the chapter.

1.3.2 Epistemological perspective

Creswell (2013 ) states that we always bring certain beliefs and philosophical

assumptions to our research whether we are aware of it or not. Chapter 4 of this study
which looks at methodology and methods , describes in more detail the theoretical
framework whereby my own phil osophical assumptions were applied to this research.

this se ction however , in order to provide clarity on the ideas and beliefs that informed
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the research process, | begin by describing my epistemological orientation and my

stance with regards to the na ture of reality

Critical realism
The epistemological framework underpinning this study is critical realism . Though not

the author of the phrase, Roy Bhaskar (1944 -2014) is more generally associated with

th e thinking behind the philosophical movement of critical realism Collier, 1994 ) which

is built on earlier work in the realist philosophy of scie  nce, particularly that of Rom Harré
Sayer, 2000

A critical realist philosophy is based on an assumption that reality exists i ndependently

of human consciousness. It sees reality as layered and seeks to explore causative

mechanisms for what is experienced and observed Walsh & Evans, 2014 ). This layered

(or stratified) ontology is used to disting uish between different strata of knowledge +the
HUHDOY WKH pDFWXDOY DTh&empkithl is ddnSituted éhly Oyfthat which is
experienced by individuals, the actual is constituted by events which may or may not be

experienced, while the real is constituted by  penerative mechanisms  fthat contribute to

our understanding of the pctual fbut wh ich are not fully explanatory - rather, they are

tendencies for causative agents Danermark, Ekstrém, Jakobsen, & Karlsson, 2002

Sayer, 2000 ||Walsh & Evans, 2014 ). Critical realists conceive that individu als have the

power or agency to make decisions and change, but that decisions are also constrained
by s tructural factors, and that structure and agency are given equal weight. To

understand determinants of health, critical realism suggests that the interac tion of

underlying agency and structural factors must be understood Harwood & Clark, 2012

Realism has been described as a philosophy of , and for , the whole of the natural and

social sciences (Sayer, 1992 ). Indeed the literature offers numerous examples of its use

for theory and research in a range of di sciplines including economics, evaluation and

health (Harwood & Clark, 2 012). Wainwright (1997) suggests that realism can provide
3DQ RQWRORJLFDO DQG HSLVWHPRORJLFDO aadWalsh arIEvenx UV LR J’

(2014 ) claim t hat critical realism can offer an important theoreti  cal perspective for many

complex healthcare interventions

Several interpretations of critical realist philosophy have however been developed. |Fox,

Martin, and Green (2007 for example define critical realism as a mid - point between

positivism and social ~ constructivism , whereas |Wainwright (1997 describesitasa meta -

theory thatis an  alternative to variations of positivism and constructivism. My approach

to critical realism an  d its application in this study is drawn on ideas and principles from

14



several auth ors, though is predominantly based on the definition below proposed by

Maxwell (2012). He describes critical realism as combining :

SD UHDOLVW RQWRORJ\ WKH EHOLHI WKDW WKHUH LV D UHDO ZRUO
our beliefs and constructions) with a constructivist epistemology (the belief that our

knowledge of this world is inevitably our own construction, created from a specific

YDQWDJH SRLQW DQG WKDW WKHUH LV QR SRVVLELOLW\ RI RXU DFI
account that is independent of all SDUWLFXODU SHUVSHFWLYHV ~

Maxwell, 2012, p. vii

Research underpinned by a critical realist approach will  therefore explor e meaning and

be interpretive. T he task of the researcher will be more about constructing a narrative

than discovering the truth Cruickshank, 2003 ). It will involve decision making, but does

not claim to capture decision making objectively (Harwood & Clark,2 012).Hencei tcan

be argued that when taking a critical realist perspective the researcher becomes part of
the narrative of the research and as a consequence reflexivity within this approach is key
to ensuring candour  and rigour . What became critical in this study therefore was my

ability to cast a backward gaze at my own subjective positioning and engage in ongoing

reflexivity.

Reflexivity

Throughout the development and u ndertaking of this study | have kept a reflexive
research diary in which my own thoughts about the research proce ss were recorded

(Appendix A ). In doing this | have been able to see and demonstrate how certain

decisions were reached and choices were made throughout the pr  ocess. This provides

transparency and also  insightinto the imp  act that my experience and presence as a

researcher , a woman and a health visitor has had on this study. In doing so however |

agree with |Freshwater (2005 who arguesthat D UHVHDUFKHUYV ELDV FDQ QHYHU EH

known and we can only articulat e that which we are aware of.

1.4 Rationale and broad aims of the study

In undertaking this study | ai m to provide a  better understand ing of the issues health
visitors face when working wit h Pakistani mothers living with domestic violence . Doing so
will add to the overall knowledge base of health visit ing interventions with women
experiencing abuse and  therefore contribute to finding more effective ways of keeping
women safe. Findings from the research can also be usedto inform future po licy and

developm ents in health visiting pr  actice.
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The approach is to use first person accounts so that personal experience can be

explored . By o btaining the persp ectives of those with intimate knowledge of the issues
powerful insight is provided into factors that might otherwise remain unknown. First
however , the subject areas are each considered in terms of current understanding of the

broader issues. The following chapter therefore c ontains a detailed discussion on the
topics of health visitin g and domestic violenc e. T he theory underpinning and influencing

these subjects is described, as are relevant policy and statute . The chapter also includes
an analysis of prevalence and the specific nature of violence towa rds Pakistani women . A
review of the academic literature on these topics, with a focus on any gaps in current

knowledge , can be foundin  Chapter Three
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Chapter 2

Health Visiting, Violence and Pakistani W omen

2.1  Health visiting

The focus of this study is about the perception of a group of health visitors on a specific
area of practice, how they address the subject, the barriers they encounter and the way

they endeavour to overcome those challenges. In order for issues to be seen in context
the following section provides a brief descript ion of contemporary health visiting practice,
the theory underpinning and influen cing practice and relevant aspects of the healt h
YLVLWRUVY UR O Hwioave Kgéher&llp Gehsidered hard to reach

Health visiting has been described as a long standing yet 3 FRQWHVWHG ™ SURIHVVLRQ DQ(

field of nursing practice in that, whilst there is broad agreement about the phenomenon,

there are continuing debates about its nature, form and purpose Cowley et a |., 2015a,

p.30 ). Itisa profession whose roots lie in public health and is today a specialist branch

of nursing providing universal services to families with young children Peckover, 2013

Health visitors are freque  ntly linked to General Practice form ing part of the

multidisciplinary p  rimary healthcare team. As public healt h practitioners they operate in

a way that is similar to public health or community health nurse s in some other countries
through home visiting and community outreach Cowley, Caan, Dowling, & Weir, 2007
Whilst the focus of the profession has changed many times, t  he princ iples of health

visiting have not varied sincet  hey were first articulated four decades ago by the then

Council for the Education and Training of Health Visitors, these being:

The search for health needs

The stimulation of ana  wareness of health needs
The influence on policies affecting health

The facilitation of health enhancing activities

X X X X

CETHV, 1977

7KH ORQJ KLVWRU\ RI WKH KHDOWK YLVLWRUVY VSHFLILF UROH ZLWK F|
remained constant over the years with the health visitor being seen as the key health

professional for pr  e-school children and women with children under five years of age

Luker, Orr, & McHugh, 2012 . The service is currently underpinned by the Healthy Child
Programme (Department of Health, 2009 , the engagement of health visitors within
safeguarding children being a key feature. The Healthy Child Programme sets out a

universal schedule which is offered to all children and families together with additional
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tailored packages of care and support as required. Health need is identified thr ough

assessment and screening.

Health visitors are therefore lik ely to encounter abused women in pregnancy or  at key

SRLQWY LQ WKH ILUVW ILYH \HDUV RI| D WBker€aG fpvovBibn kb mothessD UW RI WKH
and families. In addition to this, t KH u8QLYHUVDO 3DUWQ H bfthE H&ItBYOCKNET OHY HO
Programme, which is for families dealing with ¢ omplex issues, provides another

opportunity for health visitors to assess need and identify women at risk of harm.

2.1.1 Health visiting theory

Peckover (2013 ) has suggested that despite various attempts to develop a theoretical or

conceptual basis for health visiting, the profession is caught between various disciplines
such as nursing, medicine and social work, and has struggled to establish itself as a
discrete discipline underpinned by a scholarly body of work. She therefore describes

KHDOWK YLVLWLQJ DV EHLQJ HSLVWHqPREDREﬂ,IZGIB,Q’b.C].P_?GL\BO(RIFD WHG”

(2011 ) however claims health visiting has DQ S HFOHFWLF PL[ RI XQGHUSLQQLQJ
epistemo ORJLHY DQG GLVFRXUVHV™  LQ WKDW LW LV JURXQGHG LQ VRFLRO
psychology, biology as well as medicine and nursing (p. 18) .

It has been suggested that most of the nursing models that guide practice and the
development of theory are not compatibl e with health visiting practice as they generally

imply a state o fill health rather than health , and that this is irreconcilable with the

health emphasis of health visiting Carnwell, 2005 ).|Porter (2005 ) states that health

visitors therefore tend to work within two models of health, the medical model and the

social model. Others, however, for example |Elkan, Blair, and Robinson (2000 , have

cited several models, b ut have attempted to broadly group the models into disease

models and structural approaches.

Alternatively, |Robinson (1982 ) describes two modes of practice relating to two distinct

priorities for health visiting, each of which relies on a di fferent theoretical structure. The
firstist he problem orientated approach, which is related to screening techniques and is
generated by the me  dical model of health . The secondis the relat ionship approach

which Robinson relates to psychotherapeutic intervention techniques derived from

psychological notions of normal human growt h and development.

Billingham (1991) cited in Elkan et al. (2000 suggests three models of health visiting -

the preventive, radical  -political and self -empowerm ent models. The preventative focuses

on behaviour change,t he radical political is concerned with the promotion of social and
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environmental change by political action to address the causes of ill -health andt he self -

empowerment model aims to empower indivi duals and communities to achieve change.

The contemporary focus of health visiting theorists however appearsto be debating the
merits of evidence based practice , whichissaidtobe WKH FXUUHQW 3NQRZOHGJH SURW

inthe NHS (Robinson, 2012, p. 10 . An approach to clinical decision making driven by
PHDVXULQJ pHIIHFWLYHQHVVYT DQG GHPRQVWadtykited @R/ FRPHY KRZH®

healt h visiting scholars .|Elkan et al. (2000 for example argue that health visiting cannot

be viewed merely as a technology through which scientific solutions are ap plied to social
problems, rather needs to be viewed as a political movement, based on a particular
model of society, which shap es the goals whic h health visitors pursue and infl uenc es the

strategies they adopt to achieve their goals.

Itis not the intenti  on here to describe and analyse the full range of models or theories
pertaining to health visiting practice. My purpose is simply to demonstrate that there is,
as|Peckover (2013 describes,an 3DPELJXRXV DQG FRQWHVWHG NQRZOHGJH EDVL

which has resulted in adding complexity and perhaps contradiction to health visiting

practice over several decades . This alleged ambiguity however means that variations in
practice almost inevitably exist and consequently research using individual health

visitors fperspective s will be heavily influenced by their personal interpretation of how
theory and knowledge should be applied to practice.  Paradoxicall y however, it could also
be argued that ongoing empirical researchis therefore crucial in order to uncover and
highlight any such adverse variance and address contradiction. Itis argue d therefore

that r esearch which includes talking to professionals would be particularly useful in

helping elucidate their current perspective on some of this apparent lack of clarity

2.1.2 Health visiting and hard to reach groups

7KH XPEUHOOD WHUP pKDUG WR UHDFKY LV RIWHQ XVHG WR UHIHU WR
engage to any significant extent with health and social care sy stems, or to people for

whom services may be hard to reach, although it could imply people who are hard for

services to engage Cowley et al., 2015a . The term frequently includes those from

minority ethnic groups Wilkinson, Stockl, Taggart, & Franks, 2009 and Pakistani
women have been described as D 3VRFLDOO\ H[FOXGH (Bov&ER & Méak/ L R Q

Domokos, 1998, p. 489 . The consequence of the phenomenon is felt to contribute

towards inequalities in health  and is classed by some as an injustice Almond & Lathlean,

2011 ). Language or literacy barriers and a lack of cultural competence in practitioners
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are frequently cited as the largest causes of inequality of access to services for clients

from black and minority ethnic backgrounds (Latif, 2010).

Health visiting has for many decades been a profession wh ich aims to identify and
reduce the impact of  health inequalities , and all health visitors are required to comply
with the UK Human Rights Act 1998 (Smith & Horne, 2012 . With their  pivotal role in the

public health agen da and wor k with mothers and the under -fives health visitors  are said

to be in a key position to advocate forand raise specific concerns about the numerous

vulnerabilities facing  many women and children Peckover, 2013 ). Not only is there a

legislative requirement for health visitors to uphold human rights, but it could also be

argued from an ethical standpoint that health visitors have a moral duty to promote and
protect human rights as a means to securing health Smith & Horne, 2012 . NICE Public
Health Guidance 50 - Domestic Violence and Abuse NICE, 2014 ) which is aimed at

health and social care organisation makes specific reference to helping people who find it
difficult to access services and includes those from ethnic minorities as an example of

those groups.

Over the years, healthcare organisations, in an attemptto p rovide what they perceive to
be more equitable services, or achieve equal outcomes for ethni ¢ minority groups , have
invested in schemes or specific roles to compl ement health visiting teams. Typical

examples are cultural awareness training e.g. Almond & Lathlean, 2011 ) and the
employment of interp  reters (Tribe & Tunariu, 2009 . The challenge organisations face
however when advocating approaches to practice which  value ethnic diversity , is to
ensure that practitioners are able to distinguish between val id cultural demands and
fundamental human rights. It could be argued thatw ithout careful consideration, for

those working with abused women from ethnic minority groups , the fear of not wanting

to be seen as racist may blind those who feel they must tolera  te difference.

2.2 D omestic abuse

In this section the broad concept of dome stic violence is introduced, its prevalence
worldwid e and in the UK described , and the situation with women pertinent to this study
put in context with  in thos e demographics. The heal th impacts of domestic violence are
briefly discussed so  that the significance of the role of the health visitor with abused
women can be understood. Health visiting theory and policy with regards to domestic
violence is also describedint  his section howe ver the empirical literature which  looks at
research into health visiting practice and domest ic abuse is discussed in the literature

review in Chapter T hree.
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Violence against women was recognised as a fundamental infringement of human rights

in the 1993 United Nations Declaration on the Elimination of Violence against Women

United Nations, 1993 and was a major topic at the 1995 Beijing Fourth World

Conf erence on Women UN Women, 1995 ). Although anyone can be a victim of violence,

including children and women and men of all ages, recent figures from the World Health
Organisation indicate that one in three women globall y have experienced physical and,
or sexual violence by an intimate partner or sexual violence by someone other than a

partner in their lifetime (WHO, 2015) . Most commonly, abuse is perpetrated on women

by men (Dennis, 2014b ), and rates increase during pregnancy Bacchus, Mezey, &

Bewley, 2002 ||Steen & Keeling, 2012 . The British Crime Survey (BCS) in 2011/12 (now

called Crime Survey for England and Wales) suggested that around 1.2 million women in

England and Wales were victims of domestic abuse and around 400,000 were v ictims of

sexual assault (Home Office, 2013

Difficulties in establishing with certainty the prevalence of domestic abuse due to under

reporting however is acknowledged (Chaplin, Flatley, & Smith, 2011 Hester &

Westmarland, 2005 NICE, 2014 ). Available pol ice incident data therefore do not

adequately reflect  either the prevalence of domestic violence, or the continuum of

violence and abuse suffered by victims . A key finding of the most recent BCS was that,

of those surveyed, only 23% had reported their experiences to the police Leaman,

2015 ). The Pennine Domestic Violence Unit which operates in the north of England

suggests domestic violence is largely a hidden problem and cites numerous barriers that
prevent those who are experiencing violence from reporting it. For some ethnic minority
groups t hese include language barriers, fear of deportation, fear of bringing shame to

RQHTV FRPPXQLW\ DQG IHDU WKDW & samketeiinvditRv@ib@achl URP W K
confidentiality PDVG, 2015

Salter (2014 ) suggeststhata significant proport ion of reports of domestic violence

against women involve multiple perpetrators and that these incidents are frequently

treated as single -perpetrator incidents. Girls and women from certain ethn ic minority

communities are thought to be particularly vulnera  ble to multi -perpetra tor violence (Gill,

2008 | |Latif, 2011 ). Perp etrators are said to include ext ended kin netw orks, friends and

associates who may collude in the collective victimisation of a woman or girl Salter,

2014
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221 Domestic abuse as a health issue

Domestic ab use is widely considered a public health issue with long term health and

social consequences for its victims Bradbury a&ones & Taylor, 2013 Ellsberg et al., 2008

Evanson, 2006 ). Women who experience partner violence are twice as likely to suffer

from depression and 1.5 times more likely to have a sexually transmitted infection
including HIV, compared to those who have never been exposed to such violence. They
are also more likely to have unwanted pregnancies, unsafe abortions and when the

violence occurs during pregnancy to suffer miscarriages, st illbirths, premature births and

to have low birth weight babies WHO, 2015 ). The most predominant  effect is on mental

health (Gregory et al., 2009 Trevillion, Oram, Feder, & Howard, 2012

The prevalence of domestic violence among women seeking healthcare is higher than in

the general population Gregory et al., 2009 and the healthcare system has become

recognised as an important site for domestic violence programmes Haggerty &

Goodman, 2003 ). Whilst all nurses play a key role in recognising and responding to

domestic violence Bradbury dones & Taylor, 2013 and most are required to undertake

mandatory training in safeguarding vulnerable adults and children (Potter, 2005 ), the

fact that many community nurses ! work within patients own homes puts them in a

unique positiontor ecognise abuse (Griffith, 2014 ). They may also be able to spot the

potential f or violence before it begins or worsens Department of Health, 2013b

Evanson, 2006 ). This wo uld suggest that community nurses such as health visitors  have

more opportunity than other specialisms within nursing to offer both supportive

interventions and play a preventative role in domestic violence.

2.2.2 Theories of violence against women

Whils t the focus of this study is on health visiting practice, the work includes a subtext

which is violence towards Pakistani women. In order to bring about an enhanced insight

into the way the issues are understood by health visitors working with this populat ion
group and add to the overall knowledge base of health visiting interventions, it is felt

necessary to e xplore how theories of  violence against women have developed and

appear to influence contemporary health visiting practice. In doing so, the way heal th
visitors perceive the issues and respond to t hem can be better interpreted. The literature
pertaining specifically to theoretical approaches to explaining domestic violence is

explored in Chapter Three.

! Community nursing is a generic term covering a whole range of nursing specialisms working
within Primar y Care and a range of Public Health settings, including the home.
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There have been ma ny theories put forward for the phenomenon of violence towards
women with resulting differences in professional response s adv ocated to address the
problem. These include individual/athological theories, a family system approach,

structuralism  theories, and more recently post structurali st theories arguing tha  t the

language of violence  against women lies at the root of social and professional

construction of the discourse Lombard & McMillan, 2013

Cavanaugh (2012 ) advocates that a full understanding of violence requires a multi -

layered theoretical approach, as no one paradigm has emerged thus far to explain the

RYHUDOO pmbBoX etidal §xplanations of  violence against women can however be

broadl y divided into individualistic persp ectives and social perspectives Jeevan, 2009

Lawson, 2012

Indivi dualistic explanations suggest a possible genetic predisposition towards violence,

e.g.Guille, 2004 ) or that violence towards women is as a result of learned behaviour

e.g.Hague & Malos, 1998 . Until recently, the most common research approach to

intimate partner violence was to investigate the personal characteristics of the

perpetrator or the victim Liang, Goodman, Tummala -Narra, & Weintraub, 2005 . Those
critical of taking an individualistic approach to understanding violence  towards women
suggest such perspectives fail to recognise structural and cultural barriers, and the wider

social, political and economi ¢ contexts involved in ~ violence (Burman & Chantler, 2005

Social perspectives include the social -structural theo ry a nd feminist writings on violence.

The current dominant U K discourse about domestic violence is said to come from the

feminist perspective Peckover, 2014 ) which treat s violence as an issue fundamentally

related to gender and specifically to the patriarchal domination of men over women
Lawson, 2012 ). ,QGHHG IRU RYHU WZR GHFDGHV ZRPHQTVY DGYRFDF\ JURXS)

working to draw more attention to the physical, psychological, and sexual abuse of

women and to stress the need f or action (Heise, Ellsberg, & Gottmoeller, 2002 . A

second major influence in the emergence of the f eminist perspective on violence against

women in the UK is thought to be the election of New Labour in 1997 which brought to

government a more gendered approach to public policy Annesley, Gains, & Rumm ery,

2007 | |Skinner, Hester, & Malos, 2005

Throughout the  1990s and the 2000s , the cumulative outcome of both of these factors

began to drive a reform agenda across health and other public service s which brought
certain expectations about how agencies must respond to gender -based violence. One
example was the policy document Living W ithout Fear (Women's Unit, 1999 which
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advocated an integrated approach to tacking violence against women by health and

other public services. This is considered one of many attempts by the government of the

day to move gender viol  ence towards the mainstream Skinner et al., 2005

In 2010, following  the election of a Coalition government (Conservatives and Liberal

Democrats), there was a further shift in policy direction with a broad gender -based

agenda to end violence against women and girls Home Office, 2013 ). Itis said that the

body of evidence th at was born out of these early feminist discourses went on to
influence future health visiting policy and practice (Peckover, 2014). Indeed one key
health visiting text written during that decade suggests that violent behaviour in private

VSDFHV LV VLEWQQQRLQWHUZRYHQ ZLWK PDOH VXHRBAMEDWLRR RI ZRPH

Frost, 2005, p. 248 suggesting that patriarchy within society is a signif icant factor in the

phenomenon.

Domestic vio lence is however also  a crime with public health consequences, suggesting

more of an individualistic approach to the issue. The Department of Health Professional

Guidance on Domestic Violence and Abuse for Health Visitors and School Nurses

GHVFULEHVY WKH YLROHQFH DV SUHYHQWDEOH DEXVHUV DUH VSRNHQ R
recipients of viol HQFH FODVVHG D(Dgpart ientloPHEdIth, 2013a reflecting

language used within the criminal justice system. Professional guidance reminds
practitioners of perpetrator education programmes and preventative interventions, again
suggesting a behavioura | explanation for domestic vi olence and reflecting more of a

disease based model of practice.

Similarly, the recent Rapid Review to Update Evidence for the Healthy Child Programme

Public Health England, 2015 suggests to practitioners that prevention and screening

efforts for female genital mutilation are best framed in relation to benefi WV IRU ZRPHQTV
KHDOWK UDWKHU WKDQ RSSRVLQJ WUDGLWLRQDO SUDFWWHFHYVY RU EHOL
one recent peer reviewed professional paper for health visitors speaks of domestic

YLROHQFH DV DQ XQDFFHSWDEOH 3P HD QDenRis, BOHABRO29L QJITRR QIOLFW’

again, indicates a move aw ay from a social -structural approach to the issue to more of

an individualist perspective on violence .

Such example sreflect how the ever changing nature of health visiting policy and practice
on violence against women is influenced by differing theoretical perspectives and the
prevailing political climate. This seemingly constant shift in approach could on one h and

be seen as the profession being  responsive to the changing landscape, however

alternatively could be , as|Pritchard (2005 suggests, indicative of a profession where
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long standing debates about its function and purpose brings confusio

practitioners.

n to individual

2.2.3 The health visitor % role within domestic violence and abuse

By the nature of their role , health visitors are often one of the first professiona

become aware of domestic violence or abuse occurring within a family

Is to

Department of

Health, 2013b ). Studies have sho wn that health visiting services are among the most

accessible for abused women Peckover, 2002b

2003b

. Pregnancy and early

parenthood, which is a time when health visitors engage with women, is when

statistically women are most vulnerable to domestic violence

Department of Health, 2005

Cowley et al., 2015b

In the past many practitioners have been said to be slow to respond to domestic

violence through lack of education and training, embarra

guestions and concerns about upsetting relationships

the regulato ry body for nurses and midwives, the Nursing

have required that Specialist Community Public Health Nurses

ssment about asking direct

Robotham, 2005b

. From 2004

and Midwifery Council (NMC)

proficiency around the prevention, identification and minimisation of the risk of

interpersonal abuse or violence before they can be

2004, p. 5 ). Health visitors are  therefore being made aware

FRQVLGHUHG 3ILW I1RIMCSUI:

of the need to increase their

knowledge of the many aspects of violence they might encounter.

Recognising the significant part the health visitor, along with the m

2 meet stated standards of

idwife and school

nurse, can play in the identification and early intervention of abuse within families, the

Department of Health has in recent years produced

detailed professional guidance which

sets out main principles and actions for effective practice

. At the time of this study the

most recent publication was in 2013 Department of Health, 2013b

. Key

recommendations for  practice in this guidance are to act immediately on disclosure and

respond to risk.  Routine enquiry is advocated and ¢

hild safety is considered paramount.

This do cumentcites FHUWDLQ 3FXO W Xal §pexiflriBR% R(P.®) ‘and references

associated guid ance on the use of interpreters.

NICE Public Health Guidance 50 was published in February 2014 and

recommends how

health services, social care and the organisations they work with can respond effectively

to domestic abuse NICE, 2014 ). This guidance describes

both human and economic terms as being significant

the cost of domestic abuse in

and how working in a multi -agency

2 The Specialist Community Public Health Nursing (SCPHN) part of the nursing register contains

registered nurses and midwives who are working in public health roles and

NMC approved SCPHN course  s.
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partnership is the most effective way to approach the issue at both an operational and

strategic level. Recommendation s ix is particularly pertinent to health visiting practice:

Ensure trained staff in antenatal, postnatal, reproductive care, sexual health,
alcohol or drug misuse, mental hea Ith, children's and vulnerable adults' services
ask service users whether they have experienced domestic violence and abuse.
This should be a routine part of good clinical practice, even where there are no
indicators of such violence and abuse
(NICE, 2014, p.12)

Much of health visiting policy on domestic violence developed since 2000 however
pertains to safeguarding children recognising the inter -relationship between domestic
violence and the abuse and neglect of children. The National Service Framework for

Children, Young People and Maternity Services (2004) highlighted the serious effects on

children who witness domestic violence Department for Education and Skills, 2004 and

The Framework for the Assessment of Children in Need and their Families Department

of Health, 2000 noted the impact of domesti ¢ abuse on parenting capacity. The Every

Child Matters Outcomes Framework Department of Children Schools and Family, 2003

set targets that children affected by domestic violence are iden tified, protected and
supported. The interagency document Worki ng Together (2006, revised 2010 , 2015 )

contains statutory and non - statutory guidance to public agencies to work together in

relation to domestic violence to protect children, including unborn children Department

for Education, 2015

Health visiting practice therefore is underpinned by a plethora of policy documents which

sets out the responsibilities of healthcare organisations, operational ser vices and
practitioners in relation to domestic violence. There are statutory duties  for health
visitors with regards to safeguarding children and consequently meeting the needs of
any child or chi Idren within the household would always be considered param ount. Itis

noted however that, with such a strong focus on families, the voice of the childless or
older woman experiencing domestic abuse appears absent from contemporary health

visiting discourses.

2.2.4 Measuring effectiveness in domestic abuse work

Measur ing health outcomes is a broad concept and can be difficult for health visitors and

other community nurses who have public health, prevention and health promotion as the

major focus of practice, and where measures are scarce Dolan & Kitson, 1997 Rowe,

2008 ). Indeed the Health Visitor Association stated in 1995 that there are outcomes in

health visiting practice which cannot be measured HVA, 1995 ). Others have commented

that the need to defi  ne measurable outcomes by which to evaluate their work may be
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perceived by some health visitors as a threat Elkan et al., 2000 ).[Whittaker and

Cornthwaite (2000 suggest that owing to the difficulty in demonstrating quantitatively

the effects of health visiting on positive parenting ,ithas mainly persistedas Xilent

work ~

on the need to identify the outcomes of all healthcare interventions Murphy, 2012

S 89). Nevertheless, in recent times we have witnessed an increasing emphasis

The Department of Health has acknowledged that it is difficult to gauge the level of

success of domestic violence assessment and interventions, however has sugge sted

certain quantitative measu res that can be used by organisations to conside rthe impact

of implementing  professional g uidance. Indicators include:

X X X X

Increased numbers of disclosures

Increased confidence and awareness by professionals
Numbers of referrals  to local services / programmes
Numbers of referrals to MARAC  *® and IDVA * services

Department of Health, 2013b

These mea sures however clearly refer to service or process outcomes as opposed to

demonstrating effectiveness in terms of behaviour change , or from the perspective of

the service user.  Similarly,t he Department of Health G uide for Commissioners of

Services for Wome n and Children who Experience V. iolence focuses on factors such as

value for money and social r eturn on investment as well as effectiveness Department of

Health, 2011a ). Positive heal th outcomes are cited as a rationale for intervention in a

recent rapid review of the evidence undertaken for the Department of Health Public

Health England, 2015 ). Pressure groups, activists and some domestic violence

community projects however do often focus on outcomes for wome n, such as reducing

recurrent incident s or levels of violence , access to specialist services or transition to

independence (e.g.|Batsleer et al., 2002 Hester & Westmarland, 2005

It can be s een therefore that measuring success in domestic violence work is described

in numerous ways  depending upon the perspective and objectives of the organisation.

is however often the lack of robu st evidence on effectiveness that is cited within the

empirical literature Williamson & Abrahams, 2014 suggesting that more research i S

required. Data which describe the effectiveness of interventions from the perspective of

the practitioners  could , for example, contribute towards service evaluation or provide

insight into the use  fulness of current domestic violence pathways and protocols.

% Multi Agency Risk Assessment Conference
* Independent Domestic Violence Advocates
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2.3 Violence and Pakistani women

Haj - Yahia (2011 ) has described how societies vary in their appro aches toward violence

as well as in their attitudes and responses toward abused women and violent men. In
this section the prevalence and specific nature of violence towards Pakistani women is
discussed. The purpo se of this is to elucidate how Pakistani wo men frequently experience

abuse differentlyto  many other populatio n groups and therefore how health visiting

practice is perhaps challenged in different ways compared to the mainstream
This study relates  to Pakistani women from the north of Britain and was carried out in
one specific geographical region in the north . Itis ther efore considered necessary to

understand not just the demographics of the area, but also how immigration patterns

may have influenced family life and certain behaviours in those ¢ ommunities . In doing
so, some of the issues experienced by health vi sitors serving those populations can be
better understood. = The subject of collectiv ist communities residing in countries where

the majority society is considered individualist e.g. south Asian immigrants in Western

Europe (Haj-Yahia, 2011 ) is considered an important factor  in some of these issues

2.3.1 Immigration and settlement in the north of Britain

The primary motive for Pakistani migration to Britain in the late 50s and early 60s was

socio -economic (Department of Communities and Local Government, 2009 . Single men,

and many married men with wives and children, left their family in Pakistan to come to

Brita in which was suffering from an acute shortage of labour Alam & Husband, 2006

Azam, 2006 ) and where labouring jobs offered thirty times more than similar jobs in

Pakistan (Shaw, 2000 ). During that period Commonwealth citizens had an unrestricted

right of entry into Britain.

Most Pakistani migrants were of peasant background and came in large numbers from a

few compact areas, notably the Punjab and rural M irpur District of Azad Jammu and the

Kashmir region of Pakistan Department of Communities and Local Government, 2009

At that point the migration itself was generally regarded as a means of improving the
VWDWXV RI WKH FORVH NLQ uDW KRPHY UDW K Hadcil &dva@cdingnD URXWH WR
Shaw, 2000 ||Werbner, 2009 ). Many, however, tempted by the relatively high incomes

began to bring their wives and children to join them Ballard, 1982 ||Shaw, 2001

From 1962 legal ¢  hanges made it more difficult for adult men to enter Britain, but men

already here were entitled to be joined by their families Werbner, 2009 ). Paradoxically

therefo re, as an unexpected consequence of the introduction of immigration controls,
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there was a sudden influx of women and children arriving from Pakistan Alam &

Husband, 2006 Shaw, 2000

More recent changes in immigration legislation have made it much less easy for spouses

to settle permanently in Britain. Evidence is now required of having lived together for

two years to demonstrate that the mar riage was not solely motivated by a desire to live
in the UK. Wives have a probationary year in which their immigration status is insecure

and during which time they have no entitlement to state benefits. If the marriage fails

during that period the woman has no right to remain in the country and faces
deportation back to the country of origin Anitha, 2010 |[Sharma & Gill, 2010 [[Wilson,
2006

The settlement pattern in the north of Britain to a large extent reflected the labour

shortages of the 1950s onward Peach, 2006 ) and from 1962 work vouchers brought
worke rs to many northern cities . As was occurring elsewhere in the country each
settlement had a distinctive regional character with the Pakistani Mirpu ris and

Faisalabadis being a significant prese nce in the north Shaw, 2000 ). Mirpur particularly,

was a relatively economically backward region of Pakistan, and many migrants were

contentto w ork in largely unskilled, low paid jobs Ballard, 1990 7KH pFKDLQ PLJUDWLRQ

process which followed over the next few years had the subsequent effect of recreating

the village structure left behind Peach, 2006 ). Collectivist cul ture, the p revailing

ideology within  many Pakistani communities in s outh Asia continued to reside in the

behaviour patterns of  many family members living in northern towns and cities Alam &

Husband, 2006

Subsequent years of migration in  to the north of Britain endured and saw familial growth

and consolidation in the settlement areas followed by encroachment outwards in

response to successive waves of migrants Werbner, 2009 ). This was accompanied by a
VR FDOOHG pPZKLWH IOLJKWY ZKLFK UHVXOWHG LQ WKH GRPLQDWLRQ LC

numerically, of Pakistani families Ballard, 1990 ). Today many Pa kistani groups in the

north of Britain  continue to live excluded lives Abbas, 2009 ), are badly house and

poorly educated Peach, 2005 ) existing near or atthe b~ ottom of local area economic and

social contexts (Abbas, 2009 ||Department of Communities and Local Government,

2009 ).|Ballard (1990 ) noted that Mirpuris, in common with other Muslim groups, tend to

sustain much tighter and more inward -looking s ocial networks than some other s outh

Asian populations, even in diaspora.

Information from The Office for National Statistics suggests b irth rates among Pakistani

populations li ving in certain areas in the north of England are higher than elsewhere in
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the UK (ONS, 2012) . By British definition (Housing Act, 1985) many Pakistani families
live in overcrowded  conditions with several generations of the family living in the same

house .

2.3.2 Prevalence and typology of violence against Pakistani women

Oxfam International assert thatin the state of Punjab itis estimated that one in five girl
children is missing due to selective abortions, 80% of Pakistani women experience

viol ence in their homes and in 2002 more than 450 Pakistani women or girls were ki lled

by relatives in so - F D O eh6Gurikillings 9, and at least as many were raped Oxfam

International, 2004 . M+tRQRXUY FULPHVY KDYH EHHQ SDUW RI 3DNLVWDQTV VRF

history for centuries Warraich, 2005 ) and Oxfam International suggest many such

crimes go unreported (Oxfam International, 2004 as women ar e discouraged from
speaking out (Warraich, 2005 ). This sile QFLQJ RI ZRPHQ Ti¥ saidtt Betaflected in

the largely absent public discourse about domestic abuse in some south Asian

communities (Guzder, 2011 ) including those in living Britain Ahmed, Reavey, &

Majumdar, 2009 Latif, 2011 | [Wilson, 2006

A recent Domestic Abuse Needs Assessment carried out in the north of England

concluded that the re is little meaningful local data available to establish trends over t ime

by ethnicity breakdown Leaman, 2015 ). Indeed it has been sugge sted that very little

domestic violence research has been soughtto expl ore the situations of different groups

of women in the UK Thiara & Gill, 2010a ). Thereislitle empirical evidence therefore

about similar atrocities  to those i n Pakistan occurring among Pakistani populations in the
north Britain, and violence against women is certainly not unique to any particular

cultural group.  There are however some well documente d cases of forced marriage and

MK R Q RoAdddviolence within ~ south Asian communitiesin  the north of  Britain (Gill,

2009 | [Siddiqui, 2005 ) and Crown Pro secution Service f igures state approximately 12

1K R Q RMibig® take place in the UK every year Gill, 2009 ). There is some indication

that s outh Asian women in the UK are likely to experience more severe abuse and over a

longer period of time than white women Thiara & Gill, 2010a ). There are also

suggestions within the literature that the nature of abuse suffered by many south Asian

women is impacted by particular cultural practices and compounded by extended fam ily

living (ldriss & Abbas, 2011 ). Perpetrators of domestic abuse are said to be sometimes

wider family members , including other women | as well as intimate partners Thiara &

Gill, 2010b

®Inthis context KH ZRUG MKRQRXUYT FDUULHY FRQQRWDWLRQV WKDW FRXOG HQFRXU
their actions as morally defensibl e sois encl osed in inverted commas to stress the problems
inherent in using this term
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Violence against women from collectivist and honour based cultures

It is accepted to view collectivism as a cultural pattern and sometimes as a political and
economic pattern  which prevail s in the Middle East and in certain countries around the

Mediterranean Sea as well as in Africa, As ia, South America, the Paci  fic, and many

Eastern European countries Haj - Yahia & Sadan, 2008 Triandis, 2001). By contrast, 0 ne

classic work by [Hofstede (1980 ) described Britain as one of the most individualist

countries and Pakistan one of the least. Members of collectivist communities are usually
characteris ed by a sense of emotional, moral, economic, social, and political commitment

to their collective. That commitment is re flectedin a strong desire by members to meet
the needs and exp ectations of their collective  and in their own wish to be in har mony
with their collective as well as to maintain harmony . Members will often sacrifice

personal needs, aspirations, goals and expectations for the bene fit of their collective

Haj - Yahia, 2011 ). Honour in some collectivist and honour -based cultures can be

associated with  dignity and integrity; however honour is generally seen as residing in the
bodies of women. Frameworks of honour and its corollary shame there fore operate
within the  family or community WR FRQWURO GLUHFW DQG UHJXODWH ZRPHQTYV '

freedom of movement by male members of the family Coomaraswamy, 2005 ). An
HKRQRXUY FULPH LV RQH RI D UDQJH R tomkRi@dd Q Wthe banelXVLYH DFWYV

honour to justify violence against women in the name of religion and culture and is

esse ntially about defending family honour or the honour of the community Siddiqui,
2005
In collectivist ~ societies there is a tendency to relate to violence against women more asa

personal and family issue than as a social and criminal problem and members of the

collective will often strongly prefer that domestic violence is kept within the family Haj -

Yahia & Sadan, 2008 ). p+ R Q R Xitdes pgerpetrated against individuals by family

members can be seen as being justified in order to conserve family reputation or status

withi n the community  and can be the reason why some women are unable to leave

abusive situations Siddiqui, 2005 ). Abused womenin many collectivist societies

therefore tendto conceal th eir sufferingand  ask for help only in the most severe and

ongoing cases of violence, and afterthey have made every attempt to deal with th e

situation on their own Haj - Yahia & Sadan, 2008 Lee & Hadeed, 2009 ). Request of

assistance from healthcar H SUDFWLWLRQHUY DQG WKH SUDFWLWLRQHUYYV GHVL

seen as an attempt to undermine the harmony of the family and arouse intense anger

towards the woman and there may often be tremendous pressure exerted on the women

by the family to sever co  nnections with the practitioner Haj - Yahia, 2011
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Health visitors  working with abused women from collectivist and honour based

populations in the north of B  ritain therefore appear to face complex issues , particularly

as intervention models tend to be based on ideologies for application in Western

individualist societies. It could be argued thatf  rom an ethical and professional

perspective certain  healthvisit ing LQWHUYHQWLRQV PD\ DSSHDU WR EH LQ WKH ZF

interest howeve r, as the literature suggests e.g. Haj -Yahia, 2011 ), could ultimatel y lead

to a perpetu ation of violence towards her.

2.4 Conclusion

Health visitors as community nurses with a pub lic health remit are seena s one of the
key health professiona Is to identify and provide interven tions aimed at prevent ing
domestic abuse. It has been suggested  however that , as aresult of shifting policy and
numerous influences on the profession over recent years, at times practitioners lack
clarity about the irremitand role . At the same time we have seen how claims have been
made about the nature and prevalence of the abuse some Pakistani women living in the
north of England suffer in that it oft en differs from that encountered within many other
ethnic groups . 7KH ZRP H&fevence , and consequently their health needs, are

therefore likely to be complex and can not necessarily be met by taking a unidimensional
approach to health visiting interventions . However whilst  flexibility may  allow responsive
practice to flourish,  variance and inconsistency is likely to  prove unhelpful . It also seems
that inappropriate int ervention in the case of some cultural groups might cause further

distress or even harm to women .

Gaining understanding of how WKLV DOOHJHG pPGLIIHUHQFHY LPSDFWV RQ KHDOW
and how health visitors perceive they are able to respond to the n eeds of abused

Pakistani women  would, it seems, provide useful insight into how knowledge, theory and

policy are being currently managedin this complex practice area. It could also offer

valuable information to those practitioners and policy makers workin ginthe wider and

more general field of domestic abuse  inthe UK .

The study continues  with a review of the empirical literature on many of the key issues

discussed thus far.
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Chapter 3 Review of the Literature

3.1 Introduction

In the following r  eview of the academic literature, the topics and issues introduced in the
previous chapters  are further examined and considered. What is already known

empirically about each, and any current gaps in knowledge are considered with particular

emphasis on thei r relevance to contemporary health visiting practice. The chapter

concludes with an additional rationale for the thesis further informed by the literature

review, and ends by describing the aim and objectives of the ensuing study which are

based on an analysis of the evidence.

3.1.1 Search strategy

The approach to the exploration of the  empirical literature for this study was iterative as
opposed to linear  so that the search could be refined and reworked as understanding of
the issues was gained.  Whil st the intention was not to assume a traditional systematic

review or follow a pre -defined sequence , a systematic process was undertaken . This
began with a broad overview of the literature relating to women and domestic violence

so that the global and nati onal context was understood. The review then progressively
focused towards the research aim, and conclude d in a detailed search for studies

pertaining specifically to health visitors fwork with abused Pakistani mothers. This overall

approach was comparable to the framework  described by |Merriam and Simpson (2000

that depicts how the literature review is used to gradually refine and narrow  the research
topic to an identifiable gap in what is known about the issue . The gap is then articulated

into a proble m statement that clearly delineates what the field needs to investigate

(Merriam & Simpson, 2000). This process takes the reader SDORQJ W RintnKéte 8 R

obvious what needs to be done “(p.19) .

For this study t he literature searches were undertaken using the search engine Summon

which incorporates  an electronic search of the main databases relating to healthcare. In
addition individual datab  ases such as Medline and Cinahl were examined; however in the
main they vyielded a similar output. The Cochrane Database was searched specifically for
relevant systematic reviews. The grey literature was viewed via the e -thesis on -line
service EThOS which p rovides access to recent Doctoral theses through the British

Library.
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The databases were searched using the defining attributes and characteristics of topics
addressed , as key words or word combinations . This topic based search was also used as
a meansto categorise and organise the ensuing large literature base. Initially the
broader searches relating to women and domestic violence /abuse undertaken to identify
the main trends and issues yielded thousands of papers , however the more recent
population studi  es were felt to give a higher accuracy of the current global and national
situation with regards to prevalence , SO were prioritised . No date restrictions were
applied to searches focusing on health visiting and domestic violence/abuse as the

historical pra ctice and policy context was consid ered important to this study.

Searches relating to Pakistani and/or south Asian women and violence generated several

hundred studies however many of those were carried out among Indian or Bangladeshi

groups therefore w  ere not considered relevant to this study. Certain other papers
retrieved referred specifica OO\ WR pOXVOLPY @étd® bl ega@ed as not relevant
to this research whenthey included women from beyond the subcontinent, e.g. northern

Africa or Iran , in that population group. 7KH WHUP pOXVOLPY ZzDV DOVR FRQVLGHUHC
to people who share a common faith (i.e. Islam) as opposed to an ethnic group e.g.

Pakistani , so was treated with caution . Much of the empirical work found pertaining to

Pakistani imm igration, dia spora and cultural practices appears to have been carried out

in the US and Canada , therefore , again ,these particular papers were not considered

relevant to the aim of this study

As the literature review progressed and became more focused , the search terms were

limited to keywords and combinations of the phrases MKHDOWK YLVLWLQJYT pPKHDOWK Y|
M3DNLVWDQL ZRPHQYT u3DNLVWDQL PRWKHUVY uVRXWK $VLDQ ZRPHQT
MGRPHVWLF YLROHQFHY DQG WXRIRyildgasL Blldviadihtu§aneous  searches

for phrases such as health visit -s, health visit -or, health visit -ing) . Thiswas to ensure

that athorough and robust search for- DQ\ SUHYLRXV ZRUN UHODWL&PIicW R WKLV VW,
purpose was carried out. No date restriction s were applied at this point  due to the

paucity of papers found . Some studies found at this  later stage, on reading , were

considered of poor quality , however coll ectively contributed towards the depth of

understanding on certain issues. Certain papers cite d early work considered by their

authors as seminal to the topics which had not been identified via the initial searches.

These were therefore also retrieved and included +often using the inter  -library loan

facility and via the British Library.

Details of f urther and more specific ways the literature search was managed are

contained with in each of the following sections.
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3.2 Women and domestic  violence

Much of the academic literature on violence against women focuses on intimate partner

violence (IPV) w hich has been defined as physical and, or sexual assaults by a current or

former partner Ellsberg et al., 2008 , physical, sexual, and psychological violence by an

intimate partner Taft et al., 2013 and violence between current or former spouse or

cohabiting couples Coker et al., 2002 ). Battering tends to be a term used more within

the American literature e.g.McHugh & Frieze, 2006 . Whilst women can be perpetrators

of IPV much o fthe literature centres on wome n as victims (Lucarini, 2008 Venis &

Horton, 2002

A large body of literature exists and studies have been undertaken from a broad range of
perspectives. The major source of studies into violence against women however appear

to come from the disciplines associated with health and the so cial sciences. Many are
prevalence studies, and are summarised below. This section also includes a summary of
systematic reviews on domestic violence where these appear to have relevance for

health visiting practice. The section however begins with a look at what the academ ic

literature tells us about theoretical approaches to domestic violence.

3.2.1 Theoretical approaches to domestic violence

The literature contains a large body of work undertaken from the perspective that
domestic violence is a gendered crime which functions within a broader continuum of
violence against women , predominantly perpetrated by men. Theories associated with

power imbalance between genders are frequently used in those works that seek to

explore causality of domestic violence see e.g. Rodriguez -Menés & Safranoff, 2012 and

mainly take a feminist perspective.

(DUO\ IHPLQLVW ZRUN RQ pZLIH EHDWL Q |DbbEdh @ndEDob¥eDFHG)EDFN WR
The 3VH[LVP  SHUYV sffidmiflitny H{Rodriguez -Menés & Safranoff, 2012, p. 585

asserts that sexist cultural system s of domination subj ugate women to men. This is done
directly, through cultural norms of deference and obedience ba cked if necessary by the
use of force, RU LQGLUHFWO\ E\ VKDSLQJ ZRPHQ TWsRE&R WCWLizs@LWLHY DQG F

the feminist emphasis on patriarchy as the ultimate causal factor of domestic violence

see this explanation  as one directional and simplistic e.g. Dutton, 2006 ignoring other
factors such as class, age and unemployment e.g. Anderson, 1997
Much of the feminist literature place s discussion about patriarchy in the context of male

to femal e violence , orinte rms of IPV , castingwomen as victims or s urvivors rather than
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agents of violence . Paradoxically f eminist theory found within the literature could
however also be used to elucidate why some women can be perpetrators of violence

towards other women  in the domestic situation for example mother -in-law to daughter -

in-law abuse , a phenomenon for which there is a growing body of evidence Gangoli &

Rew, 2011 |[Raj etal., 2011 ||Rew, Gangoli, & Gill, 2013 . Using the work of Kandiyoti

(1988 ) and applying a feminist perspective, violence from elder women in t he home can

beseenasa IRUP RI uySDWULDURKD® EDBWZHHIDIWK HxRended household
In such households the culture is often structured by a model of patriarchy that stresses
3FRUSRUD WitaBdd ©nitities " rather than more aut  onomous mother an  d child units
(Kandiyoti, 1988, p. 275). Writing specifically about Middle Eastern, and South and

South -East Asian familial systems, Kandiyoti suggests that many women derive power
from being mothers of sons and that this is inextricably connected with the ir role in the
house in maintaining male honour and prestige. This behaviour is conceptualised as a
form of proxy male violence against women. The assumption accompanying this theory
is that women are on the whole unaware of the degree of their participati onandco -

option within the classic patriarchal model.

Dependency theory for violence against women is linked in the literature  to this wider
M E D U JD lggispgdtive (Rodriguez -Menés & Safranoff, 2012 . Dependency theory is

also heavily associated with  the concept of patriarchy and analyses how low
RSSRUWXQLWLHY DQG PXOWLSOH FRQVWUDLQWY VWHPPLQ@J IURP ZRPH(
economic structureaf IHFW ZRPHQTV FRQWURO RYHU WKHLU OLYHV PDNLQJ W|

their male partners, and raising the probability of experiencing violence Harway &

Hanson, 2004 ||Kim & Gray, 2008

The status inconsistency  perspective which is sometimes referred to as exchange theory

Rodriguez -Menés & Safranoff, 2012 can be traced back to work by O'Brien (1971 ) and

Rodman (1972 ) and describes how differences in occupational and educational

attainment favouring women in intimate relations disrupt traditional patriarchal roles,

leading to violence against women. This theory which is also feminist and built around
the concept of patriarchy  , describes how whenthe male partner has lower socio -
economic status or fewer resources than his wife, violence serves to restore the

traditional order.

The feminist perspective on domestic violence is frequently assumed in the health
YLVLWLQJ OLWHUDWXUH 7KH 3JHQGHUHG QDWXUH" RI KHDOWK YLVLWL(

discourses that point to the fact that much health visiting work is mediat ed through

women as mothers and undertaken by a mainly female workforce Peckover, 2002a, p.

36



254 ). Indeed m uch of the current  knowledge base utilised by health  visitors about the

HIWHQW DQG QDWXUH Rl GRPHVWLF YLROHQFH DQG RI ZRPHQYTV VXSSR

has been accumulated by feminist academics and activists e.g. Hester & Westmarland,

2005 ). Earlier health visiting scholarship was influenced by those such as Orr (1986

who argued that health visiting work should be informed by a feminist perspec tive and
suggested that domestic violence is an important practice issue. Much less appears
within the health visiting literature about alternative theories of domestic violen ceor
which discusses violence perpetrated by female non -intimates.  Further research
therefore appears to be required to enhance knowledge about areas of practice less

frequently studied, such as domestic violence executed against women by women.

3.2.2 Prevalence of domestic violence

Prevalence studies seem to be mainly generated by organisations associated with public
health and are frequently population based -surveys. Many authors however recognise
discrepancies in prevalence rates arising from differen ces in definitions of IPV, sensitivity

of tools, modes of data collection, reporting time frames, and risk variation in the

populations sampled WHO, 2013

In what seems to have been the largest prevalence study undertaken in recent years,

the World Health Organisation (WHO) in 2006 carried out a multi -country investigation

which looked at 15  diverse sites in 10 countries Garcia -Moreno et al., 2006 . Whilst

acknowledging methodological differences among studies reviewed, and that most

evidence came from the larger industrialised settings, the authors felt there was

sufficient evidence to say that physical and sexual partner violence against women is
widespread. The study did not however include other types of violence against women. A
systematic review of worldwide evidence on the prevalence of all types of violence
against women concluded that suc h violence has reached epidemic proportions in many
societies (Alhabib, Nur, & Jones, 2010

Fewer UK studies into the prevalence and the epidemiology of domesti c violence appear
to have been undertaken. The main source of i  ncidence and prevalence data used in the
academic literature comes from British C rime Survey (now referred to as Crime Survey

for England and Wales)  reports . The BCS in 2011/12 suggested that around 1.2 million

women in England and Wales were victims of domestic abuse and around 400,000 were

victims of sexual assault Home Office, 2013
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Some UK prevalence studies have however been undertaken in A ccident and Emergency

departments (e.g.Boyle & Todd, 2003 , midwifery services e.g.Bacchus, Mezey, Bewley,

& Haworth, 2004 and among those receiving psychiatric care e.g.Trevillion et al.,

2012 ). In a systematic review of prevalence studies Alhabib et al. (2010 found a high

proportion of women attending these services are likely to have experienced domestic
abuse. These however will  only represent a proportion of the total problem, as will those

women reporting the crime.

Many of the UK public health prevalence studies also cite the cost of violence against

women in terms of not only hu man and emotional cost but also the associated public

sector expenditure e.g.Garcia -Moreno, Heise, Ellsberg, & Watts, 2005 .INICE (2014

suggest domestic violence and abuse cost the UK an estimated £15.7 billion in 2008. It
could be argued that such public health studies on domestic violence have particular
significance for the health visi ting profession which historically has always been heavily

influenced by the broader societal and political public health agenda. A recent

government investment in increasing the numbers of health visitors Department of

Health, 2011c ) could be seen as one way of addressing what was described as a

depleted health visit  or workforce Dennis, 2014b ) in an effort to address the associated

cost to the treasury of domestic violence.

3.2.3 Systematic reviews of domestic violence

A search for systematic reviews was undertaken in order to gain an overview of the
empirical work that  is often used to influence domestic abuse policy decisions in the UK
and conseque ntly health visiting practice. Systematic reviews on domestic violence

generally fall into two broad categories:

Risk factors and associated health disorders

Several of th ese reviews focus on the impact of violence against women on health,

particularly mental health (e.g.|Beydoun, Beydoun, Kaufman, Lo, & Zonderman, 2012

Devries et al., 2013 concluding that there is an increased risk of depressive symptoms

among women  exposed to IPV relative to non -exposed women. Risk factors are of
relevance to health visitors as knowledge of t hese could influence assessment and
routine enquiry. The authors of one systematic review into IPV grouped risk factors into

a) contextual characteristics b) developmental characteristics and behaviour c)

relationship influences and interactional patterns Capaldi, Knoble, Shortt, & Kim, 2012

They also note that the weight of findings indicate that being a member of a minority

group is a risk factor for IPV.
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Screening and routine enquiry

The second ca tegory of systematic reviews is those that evaluate domestic violence
interventions, for example screening ® orfocus on the experience of those who
encounter domestic violence services. The following summary of this group of reviews is
not exhaustive, ho  wever studies that might have significance for health visiting practice

are included and their perceived relevance highlighted.

The effectiveness of screening tools for the identification of IPV is the subject of several
systematic reviews O'Reilly, Beale, & Gillies, 2010 29&DPSR .LUVW 7VDPLV |[&KDPEHU

& Ahmad, 2011 Rabin, Jennings, Campbell, & Bair -Merritt, 2009 | |[Taft et al., 2013

Todahl & Walters, 2011 . The most recent review (Taft et al, 2013) examined universal

screening of women by healthcare professionals for IPV in a range of healthcare settings.

The review included eleven studies, nine of which were Randomised Control Trials (RCT),

and extended the focus of screening to include not only ide ntification of victims but also
referralsto and the take -up of support services and ZRPHQYV H[SHU Lvidiéned R

following screening.

The reviewers found that screening increased the identification of victims, particularly in

antenatal settings. The ev  idence from the three studies that examined referrals to

support services suggests that screening does not significantly increase referrals for

support, and there was insufficient evidence to judge whether it resulted in increased

uptake of specialistserv. LFHV 6LJQLILFDQWO\ WKH WZR VWXGLHV WKDW PHDV?’
experience of violence after screening found no effect in terms of a reduction in levels of

abuse at 6, 12 or 18 months Public Health England, 2015

The study by |[Todahl and Walters (2011 found recipients  of healthcare service, including

victims of violence, are generally supportive of IPV universal screening provided it is

done with anon -judgmental attitude, privacy, and a rationale is provided for screening.

21&DPSR HW D @ found screening is more likely to be successful when there are

support services to enable th e victim to address their short and long -term health, social

and safety needs.

®Screening is where members of a defined population, who do not necessarily perceive they are at

risk of, or are already affected by a disease or its complications, are asked a question or offered a

test, to identify those individuals who are more likely to be helped than harmed by further tests or
WUHDWPHQW WR UHGXFH WKH ULVN RI D GLVHDVH RU LWV FRPSOLFDWL
the application of a standardised question or test according to a procedure that does not vary from

place to place

Routine enquiry , as it pertains to IPV, refers to asking all people within certain parameters about the

experience of domestic violence, regardless of whether or not there are signs of abuse, or whether

domestic violence is suspected
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The NICE gu idance on respondingto domestic violence and abuse NICE, 2014 ) is based

on several reviews of the evidence, including a review of intervention effecti venes s, one
cost effectiveness review, one economic modelling study, and five expert reviews.
Although insufficient evidence was found to recommend screening or routine enquiry

within all healthcare settings it was noted that routine enquiry is viewed as best p ractice

by some professionals Public Health England, 2015

L, QWHUYHQWLRQV WR DGGUHVYV ,39 LQ SUHJQDQF\ DQG DIWHU WKH FKLO

four systematic reviews Jahanfar, Howard, & Medley, 2014 Ramsay et al., 2009

Sharps, Campbell, Baty, Walker, & Bair -Merritt, 2008 | [Van Parys, Verhamme,

Temmer man, & Verstraelen, 2014 . One examined a range of interventions, two

examined home visiting programmes and one examined the effectiveness of advocacy

programmes. Reviewing the findings from these four reviews Public Health England

(2015 ) suggested that screening is insufficient on its own, and tha t the addition of a

specific IPV component or intervention to perinatal home visiting programmes is needed

to reduce IPV and improve maternal and infant health.

Another key finding for health visiting services that undertake routine antenatal visiting

caPH IURP WKH V\VWHPDWLF UHYLHZ FDUULHG RXW E\ 25HLOO\ HW DO
interventions for domestic violence during pregnancy care. The authors of this study

drew attention to the need for antenatal care providers to develop rapport with pregnant

women. The review emphasised the importance of the ongoing relationship between

practitioner and victim to enable women to feel safe reporting violence. This could be an

important issue for those health visiting services that provide minimal contacts during

this period and would suggest close liaison with midwifery colleagues would be

beneficial.

Significantly, none of the systematic reviews highlighted above considered domestic

abuse perpetrated by wider family members or looked at woma n to woman violence
where the women were not in an intimate partner relationship. Few systematic reviews

were found during the search on violence against women that differentiated between

cultural groups in terms of screening, interventions or service user experience of

dome stic violence services.

One s ystematic review looked at the effectiveness of interventions designed to prevent

female genital mutilation (FGM) Berg & Denison, 201  2). The World Health Organisation

has calculated that 100  -130 million girls and women have been subjected to some form
of FGM in Africa, Asia, and the Middle East WHO, 2008 ). The authors examined eight

evaluation studies of preventative interventions all from African countries, however th ere
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was low relevance to the UK. All studies were judged to be of low quality, making
conclusions difficult. Three different prevention approaches in this field were however

identified - empowerment, health educa  tion, and community activities.

Another sys tematic review undertaken in the Middle East and North Africa was an
RYHUYLHZ RI WKH OLWHUDWXUquleypHKR\Qilﬁdbé,UZMNL D. PHigphvtice
isd HVFULEHG E\ WKH DXWKRUV Rl WKH UHYLHZ DV D 3ZRHIXOO\ XQGHUU'

(p.1442). Studies revealed victims were found to be mostly young females who were

murdered by their male kin. It was acknowledged the many of the studies included in

the review had persistent methodological limitations which restrict the generalisability of

some of their findings. Interestingly however comments were made by the authors of

the systematic review on the general paucity of studies into the issue relative to the

presu med magnitude of the problem, claiming an estimated 5,000 women and g irls are
NLOOHG LQ WKH Q D PdaclRyear Watl@RdE U T (United Nations Population Fund,

2000 ). Despite their limitations, the Kulczycki and Windle (2011 and |Berg and Denison

(2012 ) studies might suggest ongoing vigilance is required among health visitors when

working among certain population groups.

In conclusion to this section of the literature review we have seen how there is a large
body of empirical work relating to violence against women. Though this is not an

exhaustive search, it seems that most of these studies refer to IPV and to violence

where men are the perpetrators. Fewer systematic reviews se em to have been
undertaken about domestic violence among different cultural groups or which focus on

abusive practices more common among specific ethnic groups in the UK.

Whilst it is acknowledged that the focus of this examination of systematic review s has
been on those studies with particular relevance to health visiting practice, many of the

UK reviews found were in relation to the various aspects of screening for domestic

abuse. The literature suggests screening for IPV by healthcare workers in the UK
appears be generally acceptable to victims and does seem to increase disclosure rates,
particularly in the antenatal setting and when carried out during home visiting

programmes. Screening however does not ultimately appear to reduce levels of abuse

wit hout additional interventions.

Screeni ng is the process of identifying healthy people who may be at increased risk of

disease or condition UK National Screening Committee, 2013 . However to view
GRPHVWLF YLROHQFH DV D pFRQGL WhoRed §ndEreditdted ¥enfe Q EH GLD

seems, to heavily medicalises the issue. The public health perspective frequently taken

within the literature inevitably acts to shift the focus from the individual to the risks
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posed to wider population groups. T he health consequences and public sector cost of
domestic abuse highlighted then become the concern for policy makers rather than
raising alarm about issues more associated with injustice, human rights, or the role that

social factors might be playing in the prevalence of IPV.

The literature suggests that the approach to domestic abuse most commonly taken relies
on disclosure as an important requirement of detection - the number of disclosures often
measuring the success of the activity. Interestingly, the UK Nationa | Screening

Committee do not recommend screening for domestic violence on the grounds that there

is insufficient evidence on the benefit of interventions UK National Screening

Committee, 2013 ). As health visitors are required to play a key role in the prevention

and identification of domestic abuse, the question arises as to how they feel they are
able to su pport women following detection when the evidence suggests increased

identification does not lead to increased referrals to specialist services.

3.3 Pakistani women and domestic abuse

This section of the literature review focuses on what is known empirically about Pakistan
women and domestic violence. Whilst the purpose of this study is to look at health
visiting interventions with Pakistani women in the north of England it was felt that
certain studies from the small body of literature on violence against women in Pakistan
could be useful to this literature review. We know that chain migration and settlement

patterns in Britain over the last 40 yea rs have led to residential clustering in certain UK

urban towns and cities Peach, 2006 ) and that family structure together with certain

cultural and social practices have been maintained to a considerable degree in thes e

populations (Abbas, 2011 ). Knowledge gained from studies carried out in the country of

origin could therefore be said to have relevance to British Pakistani communities a nd
have consequently been considered as pertinent to this research. The initial section

therefore looks at those studies. The literature review then looks specifically at studies

carried out among south Asian women living in the UK to elicit what is known about
domestic abuse among  this population. Though each of the UK studies discussed
included Pakistani women in the sample group, many studies do not differentiate

between populations within that ge neralised term, so for the UK section of the review

the o verarching definition is more frequently  used.

The last section of this part of the literature review is an overview of the general t hemes
that have emerged thus far . I ssues that might have relevance for a study of health

visiting practice are highlighte d, as are gaps in the evidence.
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3.3.1 Violence against women in Pakistan

Several studies researching violence towards women in Pakistan look at the health

consequences. These are cited as predominantly mental health problems Critelli, 2012
which includes suicide Guzder, 2011 ) and reproductive health issues Hussain & Khan,
2008 | [Kapadia, Saleem, & Karim, 2010 . One study discusses associated psychosocial

factors and sh owed high levels of unhappiness and anger among Pakistani women in

abusive relationships Naeem, Irfan, Zaidi, Kingdon, & Ayub, 2008

Other studies looked at the wider forces that hold Pakistani women in abusive

relationships (Chaudhuri, Yingling, & Morash, 2014 Zakar, Zakar, & Kramer, 2012

These are said to be lack of financial or community support for women who wish to
leave, judgemental and victim blaming attitudes of the wider community, notions of

family honour and the stigmatisation of divorce, an d perceptions  of violence as a normal

part of marriage Critelli, 2012 ||Naved et al., 2006

The role that religion pl  ays in these issues is also discussed and debated in some studies
Douki, Nacef, Belhadj, Bouasker, & Ghachem, 2003 Hajjar, 2004 ). The general

consensus appears to be that while selective excerpts from the Koran are often used to
prove that men who beat their wives are following God's commandments, a fair reading
of the Koran shows that wife abuse, like genita | mutilation and so called ponour Ykillings

are a result of culture rather than religion.

Many of these studies take a feminist perspective in claiming that gender violence is

deeply rooted in Pakistani society e.g.Critelli, 2012 and focus on patriarchy, power and

how the culture privileges men over women e.g.Khan & Hus sain, 2008 ). Whilst most

studies refer to violence against women in Pakistan as being perpetrated by intimate

partners, some look at the role the wider family plays in the perpetration of violence

towards younger women Kapadia et al., 2010 Niaz, 2003 ). These studies reveal that

family members at times reinforce the abusive behaviour perpetrated by intimate

partners.

The limitation of this body of work is that few studies included interviews with the

women victims themselves. One that did spoke to women living in shelters and the

authors acknowledge sample sizes were small Critelli, 2012 ). Other researchers carried
out surveys in healthcare settings Alietal., 2011 Kapadia et al., 2010 or used
community based health workers to identify participants Zakar, Zakar, & Kramer,

201 2). All these studies portray leaving violence as extremely challenging for Pakistani

ZRPHQ DQG WKH 3VLOHQF lql@;ﬂf,' 2R, p.RY H Pmeans that the voices of most

victims are never heard. As a consequence it could be suggested that even this small
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body of first hand testimonies fails to completely reflect the lived experience of most
women because they are never able to escape their violent situation therefore can never

speak of it.

This section of the review h as also further highlighted how the focus in the literature on
intimate partner  violence noted above (section 3 .2) can excl ude violence in the home

towards women arising from a range of other perpetrators.

3.3.2 South Asian women living in the UK

Six recent empirical studies have been carried out in the UK relating to forced marriage,
and include south Asian women in the population group. These studies w ere discussed in

a published literature review which aimed to highlight the importance of recognising

forced marriage as a form of domestic violence Chantler, 20 12). In the conclusion of the

review the author claimed that there is a tension between the conceptualisation of forced
marriage as purely cultural, and forced marriage as a form of gender based violence.

She also found that there is a lack of reporting of forced marriage due partially to the
absence of professional knowledge on the subject, and also because of fear of

intervention.

Several studies have been carried out which explored various aspects of UK domestic

abuse provision for south Asian women. Included in this definition are shelters, refuges

and counselling. One study carried out in Manchester looked at the experiences of a

UDQJH RI 3SPLQRULWLVHG” ZRPHQ LQ WKH DUHD DQG IRXQG VHUYLFH SU

specific needs of such women and was also under resourced Chantler, 2006, p. 27
:LOVRQ ZULWLQJ LQ IRXQG JHQHULF ZRPHQTVY forktheXultdrsl QHLWKHU S
needs of south Asians  nor offer ed D 3UDFUVYPH DWPRVSKHUH" ZKHUH GHHSO\ WUD X

women can recover Wilson, 2007, p. 27

7ZR IXUWKHU VWXGLHY FRQVLGHUHG KRZ pFXOWXUHY LV FRQVWUXFWHU(

providers and foun dthatit is often constructed as either the problem , or the reason for

non -intervention Batsleer et al., 2002 and that certain constructions of culture within

services can potentially serve as a barrier to adequate service provision Burman,

Smailes, & Chantler, 2004

Looking specifically at sexual violence, and in particularly IPV, Ahmed et al. (2009 were

interested in examining how British south Asian women draw on notions of culture in
relation to seeking support and, or solutions. This study is one of the few British studies

that looked at domestic ab XVH IURP WKH SHUVSHFWLYH RI VRXWK $VLDQ ZRPHQ

44



The research found that the women in this study may have reproduced a dominant

GLVFRXUVH RI 3 FXOWXUH DV SUREOHPDWLF DQG XQFKDQJHDEOH" WR PI

experiences, but they also showed resist ance to these discourses and had challenged

ideas regarding their roles as daughters who embody responsibility for family honour

Ahmed et al., 2009, p. 23 . Limita tions of this study were however that it was

conducted among educated English speaking women who had the resources to attempt
to tackle the problem by either physically escaping the abuse, or by trying to access

services as a way of seeking help.

A very different study was carried out by Latif (2011) in which she explored the nature
and dynamics of domestic violence within the British Pakistani Mirpuri community . The
study found that the con cept of familial honour provides domesti c violence perpetrators

with opportunity to enforce a culture of submission upon certain female family members.

7KH DXWKRU DOVR VSHDNV RI WKH 3VLOHQFLQJ" RI %ULWLVK 3DNLVWDC

domestic abuse, which she suggests could partly account for the paucity of research on

violence within this specific population group Latif, 2011, p. 29

Ahmed et al. (2009 have advocated that the dearth of UK research among south Asian

survivors is partly because of difficulties in accessing women. This can, they claim be

SDUWLDOO\ H[SODLQHG E\ ZRtB tldpnt YorwaddGaxdradeEsQ sertices through

fear of discrimination or fear sometimes grounded in the delivery of racist clinical and

social work practices. It could however also be suggested that there is a variance in how

domestic violence is experienced and conceptualised among those different ethnic

JURXSY EUDFNHWHG XQGHU WKH XPEUHOOD WHUP pu6RXWK $VLDQT
experience also impacts on their differing ability or willingness to speak out about the

issue.

Whilst it is acknowl  edged that victims are often never able to tell their stories and

survivors can be  difficult to access , research which furthers u nderstanding on how some
of the above issuesim pact on health visiting work could provide ways of informing future
practice so that women can be better supported. First -hand accounts from those
practitioners with knowledge and experience of working with Pakistani women could

illuminate the key barriers to keepin g women safe and shed light on how some of these

challenges are curren tly being met .
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3.3.3 Recurrent themes across the literature on violence and
south Asian ’ women

This section provides an overview of the general themes found in the literature

pertaining to violence and south Asian women. Some of the issues have been intr oduced
in earlier sections with specific reference to the subject under discussion. Here they are

set in context within the broader bodies of work. In a similar manner to previous

sections, issues of specific relevance to health visiting practice are prior itised.

7KH WKHPHV RI pbVLOHQFHY MLQYLVLELOLW\Y DQG pKLGGHQY VHHP WR I

literature relating to violence in south Asian families. Many authors refer to how either

the women are silenced from speaking out and seeking help Ahmad, Driver, McNally, &

Stewart, 2009 Gill, 2004 | |Latif, 2011 |[|Thiara & Gill, 2010a or that the community

themselves are silent on the issue of violence Kulwicki, Aswad, Carmona, & Ballout,

2010 | |Payton, 2011 $ WKLUG YLHZ LV WKDW SROLWLFDOO\ LQ %ULWDLQ VF
voices are not heard Patel, 2008 RU WKDW ZRPHQ YLFWLP{ChBktabbritKLGGHQ 1
Spalek, & Garland, 2006 Gangoli, McCarry, & Razak, 2008 Natarajan, 2002 ). For health

YLVLWRUV LQ WKH 8. WKLV pVLOHQFHYT KDV PDMRUistldsa®@bfILFDQFH IRU S

abuse is considered a successful outcome  of routine enquiry Department of Health,

2013b

This concept of silence is often linked within the literature to issues relating to collectivist

cultures and the impact of living within such population groups has on women and their

apparent r eluctance to speak out or leave Haj-Yahia, 2011 7KH WHUP 3SFROOHFWLYH
VWLJPDWL YHyad, [ 2R1Q, p. 1045 has been used to describe how incidents and

certain behaviours among group members in ¢ ollectivist societies are seen to reflect on

the entire community or population group and not just the individual who acts out those

behaviours. [Haj-Yahiaand Sadan (2008 ), in a study looking at interventions with

battered women in collectivist societies, describe how among these groups, which
includes some south Asian populations, there is a tendency to relate to violence against

women more as a personal and family problem than as a social and criminal problem.

This notion links closely with another recurrent theme within the literature, that of
honour and the fear some south Asian women are said to have of bringing shame or

dishonour to the family. Several studies refer to shame as a contributing factor in the

perpetuation of violence towards south Asian women (e.g.|Gill, 2004 ||Zakar, Zakar, Faist,

"In this section, for accuracy, the broader term south Asian is used. This is because much of the
literature relating to the topics discussed does not differentiate between the various ethnic sub -
groups included in that study.
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& Kraemer, 2012 ). Telling, it is claimed, would dishonour the family by making public

something that it is felt ought to remain private. Shame is also portrayed as a reason for

failure to speak out or report the violence Anitha, 2011 ||Lee & Hadeed, 2009

5HVHDUFK LQ WKH ILHOG RI phKRQRXUY FULPHYV KDV EHHIKYyaVDLG WR KDY

lack of agreement regarding the definition of the term Gill, 2008 ). Many of the British
studiesonho QRXU DUH LQ UHODWLRQ W(Rill12083Q|R2R0A9 { | MeketoaRLNMrday

2011 ). Whilst this literature search revealed several academic essays and peer reviewed

commentary relating to the subject, there were fewer papers describing actual empirical

research. Many of the academic commentaries were found to focu s on the characteristics
R1 pKR Qrelxédifiolence, and discuss issues of race, gender, class and religion in

terms of bein g contributory factors in violent acts.  For health visiting and other health
services for example midwifery, these findings have c linical significance in that this

culture of secrecy and silence are likely to impact on the outcome of routine enquiry into

domestic abuse. Little appears to be discussed or explored within the empirical literature
about how to support or help keep safe w omen who, for cultural or other reasons,

choose not to disclose the violence they are experiencing.

Another of the themes within the literature is the growing body of evidence of in -law
violence towards younger south Asian women living within extended fa mily situations.
Examples cited include burning and starving Chaudhuri et al., 2014 Lee & Hadeed,

2009 | [Raj et al., 2011 ). Several studies focused specifically on the role other women

within the household often play in the condoning of, or as perpetrators themselves of the

abuse. (Rew etal., 2013 ). Many of these studies are carried out in India and Pakistan

however authors writing specifically about violence against south Asian women in Britain

also refer to this phenomenon Abbas, 2011 ||Meetoo & Mirza, 2011

One British study carried out within the discipline of midwifery, cites mothers -in-law as a
specific barrier to south Asian women reporting intimate partner violence Wellock,

2010 ). Issues of maintaining family honour and avoiding shame are sa id to be strongly
associated. Several other studies look at barriers south Asian women face in seekin g
help. These include  high acceptance of violence, stigma and fear of greater harm Naved
et al., 2006 ), fear of deportation and fear of the introduction of a se cond wife (Chaudhuri

et al., 2014 ), social stigma, rigid gender roles, marriage obligations, expected silence,

loss of social support after migration, limited knowledge about available resources and

myths about partner abuse Ahmad et al., 2009
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Many studies differentiate between the help -seeking behaviour of immigrant and non -
immigrant women recognising the different factors affecting each group, for example

welfare support ® (Burman et al., 2004 RU GHVFULEH WKH LmmigratibnQdidtedr | 3
DEXVH ™ R Qs&ekiy®ehaviour Ammar, Couture -Carron, Alvi, & San Antonio, 2013,

p. 1452 ). Although research findings have examined the natu re and extentof h  elp-

seeking behaviour among IPV victims, a theory of help -seeking that provides a

framework for such findings has yet to be developed. Liang eta I. (2005 ) however drew

from more general models of help -seeking to develop a conceptual framework for

understanding the processes of help -seeking among survivors of IPV. Using cognitive

behaviour theory from the general literature on help -VHHNLQJ LOPPWW.]LQJ" VLWXDWLRQ
three relevant processes or stages are suggested on seeking help in the IPV context.

These are defining the problem, deciding to seek help, and selecting a source of support

Liang et al., 2005, p. 71

A decision of whether to seek help is however also influenced by how the woman views
her situation and conceptualises the behaviours she is subjected to. Applying the logic of

help -seeking to the approaches described above, the woman must first recognise her
circumstances as undesirable, and there are several studies among the literature that

suggest south Asian women tend to report abuse incidents and seek help only when the

violence reach ed a severe or crisis level (e.g.|Abraham, 2002 ||Ahmad et al., 2009 Haj -

Yahia, 2011 ||Lee & Hadeed, 2009 ). Alternatively, applying what we already know from

the literature about the hidden nature of abuse, it could be that women living within
cultures where speak ing out is considered taboo are finding more secretive ways of
seeking help , however there is currently not enough research for us to know this for

sure.

L&RSLQJT W Kthhtisl | fidiey day -to-day strategies for dealing with the abuse and

remaining in the family, appears from the literature to be the choice many south Asian

women make. Coping could be viewed as passive, and Gill (2013 ) suggests that this is

the way many such women are portrayed in the UK by the state and public services.

Alternatively, and as is described within some of the literature, coping can be seen as a

form of resistance in the context of gender arrangements in the family (e.g.|Abraham,

2002 | |Zakar, Zakar, & Kramer, 2012

8:RPHQ VXEMHFW WR WKH pWZR \HDU UXOHY ZKR KDYH XQFHUWDLQ OHDYH WR V
PDUULDJH WR D %ULWLVK FLWL]JHQ RU ZLWK UHVLGHQF\ ULJKWVY KDV EURNHQ
IXQGVY L H ntiNeiEnt td welfare benefits or claim on public funds is disallowed. This often

places them in a situation of absolute exclusion from all systems of support.
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The Patriarchal Bargaining Framework Kandiyoti, 1988 has been used by some

researchers and theorists to explain why women will often accommodate certain
gendered practices, for example veiling. The framework highlights the issue of agency as

women strive to achieve their goals within the constraints of family and culture.

Chaudhuri et al. (2014 used the framework in one study of abused immigrant south

$VLDQ ZRPHQ LQ WKH 8 6 WR H[DPLQH WKH ZRPHQYV FRSLQJ VWUDWHJ
concluded that, judged against a comparison group, th e women confronting abuse and
extreme patriarchy most often used three strategies in their efforts to manage it. They

became unnoticeable, obeyed their husbands, and prayed and relied on their faith.

Several authors of  the literature on violence against south Asian women refer to t he

concept of intersectionality within their work. Intersectional theorists reject the notion

that there is a single, key oppression from which all other types of oppression against

women derive. The y also refute the additive mo del of oppression which assumes that

HWKQLF PLQRULW\ ZRPHQ DUH VXEMHFW WR UDFLDO (B ®WIBHHQGHUHG uG

Instead they talk of the multiple intersecting inequalities many women face Strid,

Walby, & Armstrong, 2013 .|Lee and Hadeed (2009 describe the combined effects of

the intersectionality of gender, race, and class , and the marginalization of battered Asian
ZRPHQ DV pyPXOWLSOH MH R{tesgmtjrﬁh\dﬂ Ra2, WRekrdvid, \Erickson, & Stewart,

2013 ) have described how immigrant VRXWK $VLDQ ZRPHQ IDFH WKH pWULSOH MHF

economic challenge, limited social support and ethnic minority status. Irrespective of
the definition, the literature is clear that many south Asian women face hardships that
are often magnified several fold s. It could also be argued that another layer of
complexity is added in some communities, for example certain collectivist Pakistani
populations in the UK, where personal needs and human rights are often sacrificed in
favour of the group, or family. The implication for health visitors working with this
community is that these multiple layers of intersecting issues are likely to make the task

of supporting women much more complex than the mainstream.

This section of the review has described what the empir ical literature tells us about the
many issues south Asian women living with violence face, and the different ways they
respond. Complex and intersecting factors are evident and there is little doubt many

Pakistani women in the UK experiencing abuse live w ith hardship and injustice. In the
next section the academic literature pertaining to role of the health visitor in supporting

these women is explored. It first begins however by looking at the broader research

topic of health visiting practice and domesti c abuse.
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3. 4 Health visiting and domestic abuse

In a recent review of the literature, Cowley et al. (2015a , hoted that there have been a
dearth of studies on health visiting and domestic vio lence under takenin the last decade
and little exploration within the liter ature as to the reasons why . This section therefore

draws on early empirical work on the health visiting role and domestic violence and looks

at how this has influenced contemporary policy, practice andresearch . Areviewoft he
small body of later studies will then highlight what appear to have to been the issues,
challenges and priorities for practitioners working with abused women in more recent
years . Relevant s tudie s are included which | ook at what the literature tells us about

the se issues from the perspective of women victims and survivors. A small nhumber of
studies are carried out in disciplines other than health visiting but are included because

findings have implications for health v isiting practice.

Health visitors, according to Dennis (2014b ) and |Hester and Westmarland (2005 can

make an important contribution to tackling domestic abuse. They do this by focusing on

W KH ZR PDs@féty and that of her children and by providing information, advice an d
intervention strategies that enable women to access specialised services. The literature

however suggests that historically, women have been reluctant to talk to health visitors

about domestic violence feeling they did not receive adequate support or pro tection from
the service . The evidence also suggested that h ealth visitor s at the time felt  ill-equipped
to address the issue Peckover, 1998 [|2003a |[2003b

3HFNRYHU fndl studyPih 1998  and subsequent papers were among the first to
identify gapsin practitioner understanding of the extent and t he nature of domestic
abuse, variance in  their knowledge about the topic and to illuminate what was described
asa 3SURIHVVLRQDO VLOHOQFH (A2ekevErY2008& H. 205 V 4 HWork by Frost,
published at a similar WLPH LGHQWLILHG K Ecbdemskabyut safety R Wideh

undertaking home visiting and , like Peckover, cited lack of traini ng about domestic

violence as aconcern (Frost, 1999

Since the publication of those earlier studies a number of tools, guidelines and
information resources have been put in place for health visitors working with abused
women (e.g.|Dennis, 2014a ||Department of Health, 2005 Department of Health, 2013a

The subsequent evidence suggests that there is now increasing professional recognition

that abuse is occurring Peckover, 2014 ) how ever it seemsthat confidence in domestic

° ,Q PXFK RI WKLV VHFWLRQ WKH WHUP puZRPDQY PRUH IUHTXHQWO\ UHIHUV WR
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abuse work among practitioners does not appear to have improved. One Scottish study

found many health professionals, including health visitors, still do not feel ¢ onfident or at
ease discussing the issue Taylor, Bradbury  dones, Kroll, & Duncan, 2013 . This apparent
ongoing reluctance of health professionals to inquire di rectly about abuse has been
attributed to a number of factors, including lack of knowledge and training, time
constraints and fear of offending women Salmon, Mur phy, Baird, & Price, 2006 , lack of
confide nce, time, competing priorities and resources (Hester & Westmarland, 2005

Insu fficient time to handle domestic violence cases, a lack of knowledge about dealing

with disclosure, and subsequent knowledge of interventions or services were suggested
as possible contributory factors by |Robinson and Spilsbury (2008 . Itis disappointing to
note that several of these issues are consistent with those found more than two decades

ago, suggesting that recent effo rts to provide practitioners with better resources from
which to inform their practice with abused women, have to some extend been

ineffective.

As well as looking at KHDOWK YLVLWRUVYT XQGHUVWDQGLHRNRIY 8V VWLF DEX

work (Peckover, 2003b ) also explored the experiences of women victims and survivors

of abuse. The findings suggest ed that although abused women are reluctant to disclose
abuse they still want the issue to be discussed . More recent research concur s with

Peckove U fcunclusion that abused women want to be asked about the ir experiences of

domestic violence (e.g. |Feder et al., 2009 Robinson & Spilsbury, 2008 Spangaro,
Poulos, & Zwi, 2011

Studies looking at routin e enquiry into domestic abuse have more frequently b een

carried out inthe field of midwifery where women have been shown to have a positive

view of enquiry carried out in the antenatal period (Salmon, Baird, & White, 2015

Recent health visiting interventions set in other healthcare settings appear to be less

well researched, however the few studies undertaken have identified similar findings

e.g.Bateman & Whitehead, 2004 . Raising the issue of domestic abuse, it has been

suggested, creates a culture in which women are made aware of the impact of abuse and
understand there are avenues of support available to them. Women, it is claimed, may

choose not to disclose the abuse at the initial time of asking, but asking signifies a

woman can disclose at a later contact Salmon et al., 2015 . Pregnancy, it is claimed by

Bacchus et al. (2002 is seen by some women as an opportune time to a sk about

domestic violence as it makes them think seriously about their future and how their

children might be affected in the long term.
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Frost (1999 ) found wom en are more likely to disclose abuse to health visitors with whom

they have a supportive relationship . Forming arel ationship with the woman, Frost noted,
could also help alert the health visitor to domestic violence by observing change in the
ZR P D Q fowd &ct. Other studies have since highlighted t he nature of the relationship

between an abused woman and the health professional as being an important factor in

successful domestic violence interventions. Bacchus et al. (2002 , for example, albeit

ORRNLQJ VSHFLILFDOO\ DW ZRPHQTY SHUFHSWLRQV DQG H[SHULHQFHYV
domestic abuse ina  maternity service, found that trusting relationships were important,

as were factors such as the empathy and compassion of the clinician. Bacchus, Mezey,

and Bewley (2003 HI[SORULQJ ZRPHQfVY H[SHULHQFHV RI WWhabNLQJ KHOS IUR

KHDOWK SURIHVVLRQDOV WDONHG DERXW KRZ ZRPHQ YDOXHG WKH pKF
visitor. They also found that PRVW ZRPHQ WKRXJKW WKDW LW ZDV 3DSSURSULDW
visitors to enquire about domestic abuse (p.11). Women in the study described t heir

contacts with health visitors as less formal than with GPs, and felt that health visitors

were better able to provide them with continuing support. The women felt that health

visitors were attuned to their needs, and they trusted them to act in their best interests.

Home visits were considered important.

There is other contemporary evidence within the lit erature of the positive impact that
home visiting schemes can havein domestic violence in terventions. One example is the

Family Nurse Partnership  programme (FNP) which is an evidence -based nurse '° home

visitation program for socially disadvantaged first -time mothers Davidov & Jack, 2014

Evaluation of th e programme is said to hold promise in preventing IPV and improving
outcomes for women expose  d to violence. The evidence behind the FNP comes from
three large scale RCTs carried out in the U.S. which tested the programme with diverse
populations in differe  nt contexts. Thereis  reported to be an emerging evidence base in
the UK (Department of Health, 2011b

Other research findings suggest visiting women in their hom es has several advantages

from the perspective of identifying domestic violence and, or , enabling disclosure as

visitors to the home are said to be more likely to pick up social problems Bacchus et al.,

2003 ) which often coexist with domestic violence Cowley et al., 2015a . A systematic

review by |Sharps et al. (2008 which looked at home visiting programmes that included

screening for IPV and which found high rates of prevalence concluded that home visiting

may provide a good opportunity to screen for IPV but this demands training and
networking capacities for those who deliver home visiting programmes. Van Parys et al.
(2014 ) who reviewed nine RCTs of home visiting programmes found h ome visiting for

10 Many FNP schemes in the UK employ health visitors to carry out home visiting
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IPV interventions to be more effective when it is delivered by trained nurses rather than
by parapr ofessionals. This may have significance for those organisations that employ

health visiting assistants.

Robinson and Spilsbury (2008 suggest that the personal location of home visits
facilitate disclosure because it reduces the potential for shame and embarrass ment .
Some of the respondents in their study however suggested that in some circumstances

home visits were not helpful because the focus of the health professional (usually a
KHDOWK YLVLWRU ZDV RQ WKH FKLOGTV QBattBusleDalW(RIO WKDQ WKH YLF

conducted a qualitative study interviewing 16 women who had experienced domestic
violence who were seen ata London hospital. They identified that women we re hesitant

to discuss domestic violence in a hospital Accident and Emergency department because

of a lack of privacy. |Evanson (2006 ) however points out that th ere is no conclusive

evidence that indicates the effect of home visiting on the prevalence of domestic abuse.

Looking at perceptions of domestic abuse work from the perspective of the health
professional, one study on clinical practice with abused women used Critical Incident
Technigueto H[SORUH WKH UHODWLRQVKLS EHWZHHQ WKH KHDOWK SURIHYV

domestic abuse and how these align with the perspectives of abused women Taylor et

al., 2013 ). Participants included 11 health visitors. Findings were similar to those of

previous studies in that discussing abuse with women is something that health
professionals find difficult, but women want to be asked . This study also identified
however that, irrespective of the type of abuse, some health professionals believed that

on occasions, they recognise abuse even when women themselves do not identify that

they are being abused. The authors also noted that seve ral practices can be adopted by
health professionals to keep women safe post -GLVFORVXUH LQFOXG(TJoe&tRGH WDON"
al., 2013, p. 249

A Home Office st udy, entitled Violence agai  nst Women Initiative, undertaken 2000 -2003 ,

aimed to find out which approaches and practices were effective in supporting victims of

domestic violence, rape and sexual assault Hester & Westmarland, 2005 . Thirty -four
multi -agency victim focused pilo  t projects were funded aiming to develop and implement
a range of interventions for various population g roups in a number of different settings

and contexts. One of the projects involved evaluating routine enquiry as a method of

enabling disclosure of domestic abuse and was carried out among a group of health

visitors working in Wakefield, West Yorkshire. The study concluded that although routine

enquiry appeared to encourage disclosure, practitioner training was a crucial pre -

UHTXLVLWH LQ DOOHYLDWLQJ WKHLU IHDU Va&hcemS iiich®as D FDQ RI ZRUF
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previously prevented them asking about domestic abuse (pg. 40). Routine enquiry was
found to be most effectively implemented where practitioners could find ways to

incorporate it into their existing patterns of work

Much of the focus of contemporary health visiting professional and academic interest i n

domestic abuse relates to aspects of safeguarding children or how violence in the home

can impact on the health and wellbeing of children (e.g.|Appleton & Cowle vy, 2008a

Harlow & Smith, 2012 Peckover & Trotter, 2015 . Key challenges include difficulties in

determining the focus of interventions w hen th e safety and support requirements of

women need to be addressed alongside those of their children Peckover & Trotter,

2015 ). Recognition that women experiencing domestic abuse often have unrea listic

expectations placed upon them by professionals such as leaving the relationship or

having sole responsibility for p rotecting children, has however , more recently  shifted

attention more towards supporting mothers and providing advocacy Lapierre, 2008

Radford & Hester, 2006 Ramsay et al., 2009

In conclusion to this section we have seen how there have been few empirical studies in

relation to health visiting and domestic violence carried out inrecentyears . The small
body of contemporary work reviewed has looked predominantly at routine enquiry , and
at the confidence  and competence of practitioners in asking the question. It has been
suggested in the literature  that h ome visiting plays a positive role in enabling disclosure
Another key issue within  the health visiting literature is safeguarding ¢ hildren , and there
are debates within the literature about balancing the needs and choices of the mother

whist at the same time pr otecting any children in the household

The health visiting literature, simila r to other academic research on domestic viole nce
appears to consistently view success in domestic violence work as being detection and
disclosure. Few studies have been found that explore the experiences of health visitors

post -disclosure and | ittle appears known about health visitors work with women who
continue to live with violence . There also appear to be a dearth of studies which explore
whether the challenges are any different for those health visitors working with abused

women from specific ethnic populations.

3.5 Health visiting and Pakistan i women experiencing abuse

For this final section of the literature review a comprehensive search of the empirical
literature was undertaken in order to find studies on health visiting and Pakistani women
experiencing abuse.  An electronic search of the ma  in d atabases relating to healthcare

was undertaken using the search engine Summon. The Cochrane Database was searched
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for relevant systematic reviews. The grey literature was viewed via the e -thesis 0 n-line

service EThOS. No date restrictions were applied.

No studies were found  which lookeda W KHDOWK Wark/ it @& used]Pakistani
mothers . The search however found some studies that did reveal issues that might have
relevance f or health visitors work  ing with abused Pakistani women or which illuminate
factors associated with the topic. The following therefore is a description of , and

discussion about the relevant elements those studies.

There are several studies that relate to aspects of depression among British Pakistani

women (e.g. |Chaudhry, Husain, Tomenson, & Creed, 2009 Husain et al., 2011

including one study on assessing risk factors for depressi  on, suicide and self -harm

among south Asian mothers living in London which was carried out among health visitors

Baldwin & Griffiths, 2009 . Depressionis kno wn to be a common factor among
Pakistani women experiencing domestic abuse Critelli, 2012 ) and has been shown to be
occasionally misdiagnosed as homesickness among immigrant women Guzder, 2011

Some of the findings from these studies therefore may have relevance for health visitors

who are responsible for assessing mental health in pregnancy and in the antenatal

period (Department of Health, 2009

One such study carried out in Manchester and East Lancashire was undertaken within

midwifery services Husain et al., 2014 and looked at depression in pregnancy and the

efficacy of different screening tools among Pakistani women. Maternal depression was
foundto EH 3KLJKO\ SUHY DO hpgtisipaidstoRtkestudy (p.1090). The authors
however acknowledged certain limitations to the findings, one being potential

underreporting of symptoms due to the stigma attached to mental illness among the
Pakistani community.  Another issue which arose from the study and also holds potential
resonance f or health visitors undertaking routine enquiry into domestic abuse, was that

some family members would insist on being present throughout the interview, even if

they were requested to leave the room for confidentiality purposes. Having a family

member pres ent particularly a mother  -in-law, the authors of the study noted, is seen as
the norm in many Asian households. They concluded that the presence of a third party

may have also contributed towards underreporting of the depressive symptoms. Similar

barriers were also reported in a study by Clifford, Day, Cox, and Werrett (1999 who

noted that mothers  -in-law would hinder the screening process by being present and a Iso
discouraged the further participation of the subjects in case the family would be looked
at in a negative way. Health visitors in one study undertaken among the Pakistani

community in Glasgow  highlighted the importance of relationships within families, and

55



the need for health visitors to show proper respect for these, including the role of the

mother -in-law (Bowes & Meehan Domokos, 1998

The complexity oft  he structure and role of the ext ended family was said to add
additional challenge to work with Pakistani families in another study which looked at
KHDOWK YLVLWRUVY H[SHULHQFHV RI ZRUS$ br@ thenieWsof BBNLVWDQL PRWKI

women about the health vis iting service (Hogg, Kok, Netto, Hanley, & Haycock &tuart,

2015 ). Though the study was not looking at domestic violence specifically, the topic was

raised within the paper. The authors found health visitors were perceived as supportive
by the women, although sometimes their advice and information given was considered
FXOWXUDOO\ LQDSSURSULDWH E\ WKH ZRPHQ 7KH KHDOWK YLVLWRUVT

poorly understood.

Cultural competence is the general term used here to describe a range of issues found
within the literature that suggest why some practitioners find work with ethic minority

groups challenging. One study carried out among health visitors in the West Midlands

Jackson, 2007 ) explored hea Ith beliefs, knowledge and practice using a Culturally

Competent Development Model adapted from Papadopoulos, Tilki, and Taylor (1998

The authors found there to be a dearth of information in relation to empirical research in

this topic area in the UK, however concluded from their study that there was a significant

GLITIHUHQFH LQ KHDOWK YLVLWRUVY DELOLW\ WR PHHW WKH QHHGV RI F
opposed to their ability to meet the white population needs. Another study which looked

DW VRXWK $VLDQ ZRPHQYV H[SHULHQFH RI GRPHVWLF YLROHQFH IRXQG
working with abused women often tolerate violence towards south Asian women or find

it difficult to challenge due to lack of knowledge about the culture and not wishing to

appear disrespectful Jeevan, 2009 ).|Chantler (2012 ), commenting specifically on forced

marriage, found that many practitioners struggle to know how to intervene and
concl uded that it appears that issues of culture and the desire to maintain good
community relations are in danger of being given priority over intervention in abuse

related work.

Earlier work by Peckover which was carried out in the north of England and incl uded
interviews with 24 health visitors looked at their understanding of domestic abuse
Peckover, 2003a ). One of the findings from this study was that despi te an awareness

that domestic violence occurred across the boundaries of race and ethnicity, many health

visitors expressed a reluctance to intervene, particularly in relation to Asian women,

often because they felt ill equipped to provide effective interv entions in this group. Th e
study also highlighted lack of interpreting services as being problematic for health

visitors working with this population group
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In conclusion to this final secti on of the literature review, no studies have been  found
that rela ted directly to the subject of health visitors ~ work with abused Pakistani mothers
Some useful contributory information was gleaned from studies carried out in other

disciplin es allied to medicine which give additional insight into some of the challenges

m any practitioners encounter when working with abused Pakistani women. However, as

Cuthill (2014 ) states, little appears to be known empirically about the day -to-day

experiences of health visitors working in diverse community settings.

3.6 Conclusion

This review of the relevant literature has demonstrated how difficult it has been

extrapolating evidence about issues specifically relating to health vi sitors fwork with
Pakistani mothers  experiencing abuse. T  hat which is known  so far is frequently included
in those works which encompass more general findings relevant to broader groups of

women and by a range of clinicians and health professionals. Much effort howev er has
been made to extricate and illuminate current understanding of health visiting practice,

domestic abuse and Pakistani women in the UK.

The literature has revealed that many abused Pakistani women in the UK face unique
difficulties which may be com pounded by certain cultural practices. We have seen how
chain migration since the 1970s to some areas in the north of England has resulted in
settlement patterns of families from rural areas of Pakistan. Suggestions have been

made that family structure tog ether with certain cultural and social practices have been
maintained to a considerable degree in these populations. Some of these practices

include acts of violence and cruelty to women, and these are often perpetrated by

members of the extended family as well as intimate partners.

The literature search has suggested that , by the nature of their role and skills, health
visitors are able to play a lead role in the prevention and identification of domestic
abuse. H owever there has been little academic enqui ry into domestic violence and health
visiting work  in recent years , and interventions with abused Pakistani women is an

exceptionally under researched area of practice.

The general literature on domestic violence activity among health professionals

demon strates that much of the focus to date has been on screening. Detection in terms
of disclosure appears the main success criterion of both screening and routine enquiry.
The evidence suggests however that disclosure does not necessarily lead to a reduction

of the violence, indeed few outcome studies appear to have been carried out. Coupled
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with this, it seems that disclosure is rare among Pakistani women for many reasons

including shame and fear of dishonouring the family.

We have also seen in earlier chapt ers of this thesis how there is a complex and often
confusing history of theory and knowledge underpinning health visiting practice which is

often influenced simultaneously by several epistemological perspectives. The current
dominant protocol in the NHS h owever, is evidence based practice. This raises the
guestion therefore as to how, in the absence of empirical research from which to inform

that ev idence base, what knowledge are health visitors currently drawing from during

their encount ers with abused P akistani women?

There appears therefore, compelling evidence to suggest that more needs to be

understood about how health visitors are meeting the specific needs of Pakistani women

living with abuse.  Whilst service evaluation or intervention mapping could provide a
useful way of doing this, it is suggested that more p owerful and insightful data would be
obtained by exploring first person accounts from health visitors with existing experience

of working with this population group. Knowledge gained from under standing the

practitioner perspective about the issues encounter ed could then be usedto better equip

future practitioners working with similar population groups . Further research would also
add to the existing body of contemporary knowledge of health visi ting practice and
domestic violence which is currently devoid of culturally relevant evidence.

3.7  Study aim and objectives

Based on the above analysis of the literature, the aim of the study is therefore: To elicit
how health visitors endeavour to meet the perceived needs of Pakistani mothers living
with abuse, and  explore the challenges health visitors encounter in keeping such women

safe.

This will be done by achieving the following objectives:

1. 7R H[SORUH KRZ WKH KHDOW K abusé LRakst bfivmdthier® ikl viewed K
and experienced among health visitors working with this population group

2. Toinvestigate health visitors fperceptions of the effectiveness of routine enquiry
into domestic abuse  among Pakistani mothers

3. To find outhow health visitor s feel they can contribute to keeping abused
Pakistani mothers  safe

4. To understand what skills and knowledge health visitors draw from when worki ng
with this population

The following chapter describes the methodology and methods used to achieve these

objec tives.
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Chapter 4 Methodology and Methods

The purpose of this chapter is to describe in detail and justify the research methodology
of the study and the methods used to collect and analyse the data. In doing so t he
rationales that underlie the chosen res earch methods are discussed as are the merits

and limita tions of the approaches taken.

4 1 Introduction

The methods chosen to ans wering the research objectives were inductive , interpretive,
set within the  qualitative paradigm . A critical realist perspec tive was applied . Semi -
structured interviews were carried out with health visitors which focused on first person

accounts of their practice . Thematic analysis of the data was undertaken using the

approach described by Braun & Clarke (2006, 2013). A non -linear, iterative approach
was taken which meant research design changes and adaptations were ongoing. These
change and design decisions were influenced productively by the literature, the emerging

findings, and by applying a reflexive approach throughout.
4 .2 The qualitative paradigm

Using qualitative methods the word s of the participants were used to create an
LOWHUSUHWDWLRQ DQG FRQFHSWXDO DFFRXQW RI WKH LVVXHYV
subjective experience. Their responses were therefore not predict able and no

straightforward lin  ear causal explanation was being sought. The interview guestions

were exploratory, open  -ended and about discovery as opposed to being experimental or

hypothesis testing. The nature of the questions made no ensuing assumption that one

correct answer to each question exists, instead the intention was to describe, explore

and understand phenomena from a range of perspectives.

By taking a questioning approach to knowledge and asking open ended questions, there
is recognition that  the researcher too brings their own subjectivity into the data

collection and analysis process. Within qualitative research this is seen as a strength

rather than a weakness Braun & Clarke, 2013 . Indeed |Patton (1990 ) argues that one

can only ever interpret the meaning of something from some perspective or situational

context and that this includes how the findings are reported as well as reporting the

perspectives of the people being studied. Similarly Smith, Flowers, and Larkin (2009

describe how bracketing out foreknowledge from data analysis is not always possible or
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GHVLUDEOH DQG DW WLPHV FDQ U H \h¥eptiis br@ tRe tel§\an&einpy U H F R

becoming apparent at a later point in the process.
Applying a critical realist perspective to qualitative research

It is not my intention here to debate the broader methodological antagonisms of
qualitative versus quan titative research, however critical realism as a philosophy has

been deliberately  constructed to connect ~ (or stand between)  the poles of objectivity and

subjectivity (Pawson & Tilley, 1997 ). Pawson and Tilley  describe how, within the process
of data collection, it is possible therefore WR EH 3HPSLULFDO ZLWKRXW EHLQJ HPSLU
onecanexami QH VXEMHFWLYLWLHV ZLWKRXW EH L|Q|éalwahE|MeHy:WLYLVW' S

(2000 ) sugg est that when a realist approach is appliedto  qualitative research the

perceptions of the participants are being studied not just for their own sake but because

they provide a window on to a reality beyond those percep tions.

Using the definition offered by Fleetwood (2004 WKDW 3VRPHWKLQJ LV UHDO LI LW KL
HITHFW RU PDNHV D @Gl29)H WheQ@pekific u U H D (dh §vi\dnpirical level) in this

particular study is the violence/ abuse . A critical realist perspective would thus accept the

premise that it exists within our discourse however would claim that what denotes or
constitutes the phenome  non may exist beyond that discourse. The overall aim of realist
research is, to quote |Pawson and Tilley (1997 ,to GHYHORS QRW RQH BEXKW D 3IDPLO\

answers ~ to the research questions that cover several contingent contexts (p.123)
There is an acknowledgement within this approach however that these answers are

fallible, thatis , they co uld be different given different conditions.

While itis often argued that mixed methods may be required for the intense study of the

antecedents of social events and experiences when undertaking realist research

e.g.Danermark et al., 2002 , | would agree with Angu s and Clark (2012 who suggest

that there are a rich variety of ways in which interpretations of critical realism can be
applied to methodology. 7KH FDYHDW LV KRZHYHU WKDW WKHUH PXVW EH 3PHW
to the theoretical basis for the selection of PHWKRGV™ S

4 .2.1 Qualitative research
Qualitative research is a generic term th at refers to a group of methods and ways of

collecting and analysing data that are explanatory in nature and which focus on

meaning. Qualitative research uses words or tex tual material derived from observation

as data (Braun & Clarke, 2013 Malterud, 2001 ). The findings, unders tandings and
LQVLIKWY WKDW HPHUJH IURP WKH GDWD FROOHFWHG DQG VXEVHTXHQ
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qualitative inquiry Patton, 1990, p. 9 . Qualitative research has a number of

characteristics or common threads that apply to this particular study, those being:

The researcher is a key instrument in the data collection i n terms of
conducting semi  -structured interviews with the participants

Data analysis focuses on the participants fperspectives, meaning and
subjective views

The design is not tightly prescribed but is allowed to emerge. It may change
or shift once the rese  archer enters the field and begins to collect the data
Data from a relatively few participants are analysed in depth rather than
recruiting large samples

The research involves reflexivity and is interpretive

4 .2.2 Qualitative research and nursing

Over th e past few decades the value or the place of qualitative research in nursing has

been widely

debated. Much of this discussion has arisen because traditionally a

knowledge base dominated by science and quantitative research was believed to have a

higher sta tus and authority Fawcett, Watson, Neuman, Walker, & Fitzpatrick, 2001

This attempt to strengthen the reliance on empirical theory within nursing practice ha

been seen by many as an attempt to gain professional status and recognition where a

more scientific approach is often viewed as a pathway to academic and professional

credibility, similar to medicine and the law Cash, 1997 ). The dominant player in the

synthesis of

clinical evidence over many years has undoubtedly been the quantitative

hierarchy

Greenhalgh, 2006 though many scholars for example [Munhall (2012

suggested that there needs to be a shi ft in nursing research from the positivist

perspective.

Risjord (2010 ) however states that nursing knowledge comes from a

SSDWFKZRUN TXLOW’ ™ RI UH ¥Rispid,RBLG pl RIRW D.FHV

have

Qualitative research,  according to [Munhall (2012 ) emphasises the value of holism, that is

care for the whole person, as opposed to simply reducing people or their experiences to

parts which requir e separate investigation . This, she suggests makes this research

methodology ideal for examining nursing practice where the approach is also to view

the individual as an holistic system.

4.3 Applying reflexivity

7KH YDOXH RI WKH XVH RI jahd ©é ficknQwledddantem bf Ehe impact that the

presence of

the researcher has on the work has become more fully recognised over the
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last 25 years (Etherington, 2004 ). Today reflexivity is said to be a familiar concept in the

qualitative tradition of research Guillemin & Gillam, 2004 . Approaches to reflexivity in

academic work vary  (see e.g. |Cromby & Nightingale, 1999 Etherington, 2004 May,

1999 ). The commonality among most commentators however is that reflexivity is a

dynamic process between the researcher and the data, a nd that it requires self -
awareness. Reflexive researchers are aware that they are part of the social world that
they are investigating and this is likely to influence the way in which they choose to

collect data and the interpretations that they make of i t.

My approach to this study is ‘personal reflexivity' in which the researcher reflects upon
their own personal values, interests, beliefs and social identities and how they have
shaped the research. Using this approach reflexivity starts by identifying preconceptions

brought to the study by the researcher representing previous personal and professional

experience (Malterud, 2001 ). Throughout this, and the in troductory chapter | have
WKHUHIRUH PDGH VHYHUDO UHIHUHQFHY WR P\ pSRVLWLRQYT DQG KDYH

within the research process so that my interpretations and assumptions can be assessed

according to situated aspects of, what Tim May refers to DV P\ 3VRFLD®™ay,HOI"

1999

Throug hout the development and undertaking of this study | have also kept a reflexive
research diary in which my own thoughts about the research process were recorded. The
diary, samples of which can be found in Appendix A, was particularly useful in the data
analysis and interpretation phase of the study because as well as providing

transparency, it helped me understand how | had reached certain conclusions.

4 .4 Assumptions

Certain preconceptions arising from my own personal experience as a health visitor
wor king among the Pakistani community in the north of England for many years were
brought to this study. Indeed these assumptions were integral to the study aim and
design. Contemporary theory of knowledge acquisition acknowledges the effect of a
U H V H D U Fdditiorfand perspectives and disputes the belief of a neutral observer

Malterud, 2001 ). My preconceptions were however tested and examined throughout the

research process and in particular at the very onset of the study by carrying o uta
scoping exercise among certain practitioners (s ection 4 .5). This was so that the research

was not automatically shaped by these perceived notions.

The prior assumptions wer e that:

62



Tt Pakistani mothers often experience a specific kind of abuse that is frequently
perpetrated by extended family members as well as intimate partners

T There is often a difference in the types of abuse experienced by some Pakistani
mothers compared tow  omen from other ethnic groups

¥ Existing domestic violence interventions and provision often fail to meet the
needs of Pakistani mothers

T Supporting women experiencing domestic violence is considered by nurses to be
the role of the health visitor rather than that of other community nurses

¥ The contemporary role of the health visitor predominantly focuses on women with

pre - school children or pregnant women rather than childless or older women
4.5 Scoping exercise

The conceptual process for  developing the resea rch aim s began with two focus groups of

community nurses held at the very genesis of the study. The purpose of the focus

groups was to test out the prior assumptions described above (s ection 4 .4) and
therefore , dependent upon the outcome, provide further s  upport to the rationale for
undertaking the research or perhaps make changes . This approach is also consistent

with realist theory and  what |Pawson and Tilley (1997 describe as the creating of a
SODRRLQJ SDG RI HPSLUL bpdevel@gingribrities based on the issu es of
3SZKDWYV WR KNdnight'knbw? and hRZ WR DVN"").S

The major provider of community healthcare to the chosen region was approached.
Permission to carry out and record interviews with staff was obtained from the Research

and Development Lead for the organisation. Relevant documentation relating to this and
other subsequent organisational permissions relating to this study can be found in

Appendix B.

The focus groups were held during existing nursing team meetings and broadly followed

the method suggested by Krueger and Casey (2000 . Group members comprised of

health visi tors, school nurses, nursery nurses and community interpreters. All members

of those teams worked within the south Asian pop ulation and did home visits as part of
their role. This was a convenience sample as groups were already gathered. After

discussion with the team leaders | had considered this approach would be acceptable to

the group and provide minimum disruption to clinical time. | was informed that

approximately 10 -12 nurses would be expected to be present which  [Krueger and Casey

(2000 ) suggest to be the correct numbe r of people for this method of interviewing
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The focus group approach uses interaction among participants as a source of data. The
strength of this method lies in its ability to mobilise participants to respond to and
FRPPHQW RQ HDFK RWKHU {{WiHi§& QOA3U | Hntiged IRE)A\discussion ensued

at both foc us groups and team members quickly seemed to engage with the subject and

share their experiences. A major reported disadvantage of focus groups is that dom inant

personalities can control the discussion at the expense of others Parahoo, 1997 ),

however as the moderator of both groups | felt | was able to draw all group members

into the discussion and  allow most views to be expressed. Parahoo (1997 ) also states

that focus group in terviews are not suitable for the study of sensitive and personal
issues, but at this point only general issues relating to clinical practice and some points

of clarification were being questioned.

Both focus groups were audiotaped with consent. | transc ribed the interviews and then
drew out and noted the key issues from the data . The outcome appeared to begin to
affirm most  prior assump tions. The findings were also used to influence the future choice
of research particip ants and the subsequent interview questions. A brief summary of the
topics discussed and the findings of the focus group interviews can be found in Appendix

C.

4 .6 Research participants

Having completed the scoping exercise and gained ethical app roval to proceed (see
section 4.11 ), all health visitors working within the organisation and among south

Asian*! population groups were contacted via email. Advice from a community nursing
team | eader was taken to ascertain which geographical health visiting teams specifically

to target.

In total 72 health visitors were contacted. They were sent brief details about the nature
and aim of the study, and asked to email me if they would be willing to participate. In
total 14 health visitors (20%) responded and volunteered to be interviewed. The sample

was therefore both targeted and self -selecting.

Although organisation permission for the study had been gained in advance, prior to
proceeding further, individual line management approval was obtained once an interview
date was arranged. This was to ensu re any subsequent workload capacity issues were

not compromised by temporarily removing the individual from the workplace.

" 7KH RYHUDUFKLQJ WHUP pVRXWK $VLDQYT LV IUHTXHQWO\ XVHG DPRQJ PDQ\
WKH PRUH VSHFLILF WHUPV p3DNLVWDQLY RU p,QGLDQY
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4 .6.1 Profile of the research participants

The degree of professional experience of the research participants varied as they were
self -selecting. It is worth noting that to qualify as a health visitor one must first be a
qualified nurse or midwife, so the health visitor workforce is significantly influenced by

the demographic make -up of those professional groups
Gender

All the nurse s interviewed were female. At the time of the study, no male health visitors
were employed by the healthcare organisation and only 3% of the entire nursing

workforce was male. Nationally 99% of health visitors are female and approximately

90% of general nu  rses (Department of Health, 2012

Ethnicity

Thirteen of the health visitors interviewed were of White British ethnicity and one was

Irish. Nationally approximat ely 85% of health visitors are W hite . At the time of the study

96% of health visitors employed by the organisation were W hite . In England, all qualified
nursing, midwifery and health visiting staff in 2010 were more likely to be W hite than
from any other ethnic group Department of Health, 2012

Years of experience

As this study is drawing on knowledge gained from professional experience, the number

Rl \HDUVY H[SHULHQFH LQ WKH ILHOG RI KHDOWK YLVLWLQiheHDFK SDUW
of the interviews is considered relevant, and is therefore demonstrated below 12 Almost

half of the health visitors interviewed (42%) had been qualified for more than 20 years

and 5 of them (35%) were relatively newly qualified.

Table 1 Years of Expe rience

Health Visitors

< 5 years of 5-10 years of 10 -20 years of >20 years of

experience experience experience experience

Laura Vanessa Carol Ruth

Eve Rachel Bev

Jill Dora

Vivian Josie

Cathy Pamela
Nola

2 pseudonyms are used
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4.7 Clarification exercise

Prelim inary data emerging from the interviews was confirming that the health visitors

see their work among women experiencing domestic abuse as being predominantly with

mothers who have pre  -school children. Because of this, | became interested in

understanding w hat role other community nurses, for example district nurses  might have
with women experiencing domestic violence. Could anything be learned or gained by

opening up the study wider than just health visitors and possibly speak to nurses who

work with victim s who are not mothers? First it was felt it would be necessary to clarify

what role district nurse s perceive themselves to have with domestic violence.

Three district nurses  from the same organisation were therefore interviewed. Each was

ateamleaderwit K RYHU WZHQW\ \HDUVY H[SHULHQFH RI ZR&ELLQI ZLWK HWK
populations . The additional participants were contacted in a similar manner to t hat

described above (section 4  .6) used to recruit the health visitors. Semi -structured one -to-

one interviews were undertaken and each was asked about the role of the wider

community nursing team with women experiencing abuse - those that were mothers as

well as childless or older women.

An early consensus was reached suggesting district nurses have a narrow an d limited
involvement in domestic violence. No further district nurse interviews were therefore

considered necessary, and the research continued to focus on health visiting

interventions.  The key issues drawn from the district nurse interviews can be foun din

Appendix D .

4.8 Searching for survivors

At the onset of the study it was my intention to also seek out women survivors of abuse
tointerview. It  seemed it would be  beneficial to the outcomes of the work that as well as
hearing the health visitors { doounts, abused women  were allowed to tell their own story.
This approac h is supported by the recommendations in severa | studies into violence a nd

south Asian women, where authors have noted the absence of the voices of women

victims within existing studie s (Ahmed et al., 2009 Contractor, 2012 Latif, 2011

Thiara & Gill, 2010b

After careful deliberation it was decided that the approach would be to target women
who were, at that point, safe and living apart from their abuser/s. The initial Ethics

application for this study was therefore focused towards interviewing both women
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MVXUYLYRUVY DQG KHDOWK YLVLWRUYV :RPHQ ZHUH WR EH UHFUXLWHG
groups, not via any NHS services. The application which was approved, carefully

addressed all of thei  ssues to be considered when undertaking sensitive research.

The search for women survi  vors lasted for  twelve months  and is documented in
Appendix E. In all of that time only four women expresse d interest on being interviewed
and two quickly withdrew. This approach was eventually abandoned due to lack of
progress , and the research continued to focus solely on health visiting interventions.
Taking a reflexive turn however, looking at these events from a critical realist

perspective and DSSO\LQJ % K D \ahfied bfitdlogywéfiahe three different layers of
NQRZOHGJH RQ D ptHddOendpudtétsrvidll@dimost inevitably have had some
influence on the study and informed elements of the ensuing research , in particularly

how the data were interpreted

4.9 Reaching saturation point

Saturation pointin  the context of this study meant knowing when enough interviews
have been carried out in order to be assured that most or all of the percept ions that
might be important were uncovered .

The question of how many interviews should be carried out when conducting qualitative
UHVHDUFK KDV EHHQ GHYVFUL Eandxddpandest dpdi &nQraki2of factors
namely the research aim, objectives, time and available resources ( Baker & Edwards,
2012, p. 3) . Sampling, Baker and Edwards conclude , is very dependent upon the
methodological and epistemological perspective of the research. In this study, because

the processes was not linear, the number of interviews conducted was not

predetermined rather was reached at a certain point during the research. This point was

influenced by:

X The fact that 14 out of the 72 health visitors (20%) known to be working within
south Asian populations had been interviewed and no more came forward

X Approaching non -respondents a second time would h ave felt like coercion and an
abuse of power by me as a senior manager

x As the interviews progressed, data were mainly being verified rather than new

categories of data being generated
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4.10 Data collection

Whilst |Pawson and Tilley (1997 describe realism as being dedicated to some form of

pluralist empirical enquiry, they advocate a W\SH RI SOXUDOLVP WKH\ GHVFULEH DV 3
VHOHFWLQJ S isdéfikadF lis a commitment to marrying the appropriate

method to the appropriate task. ,QGHHG WKH\ JR DV IDU DV VXJIJHVWLQJ WKDW 23S
SOXUDOLVPTV VDNH" S R | kéiilfof kQowle@de Zovstndction.

Compatible with a qualitative approach to nursing research, and in order to provide a
conceptual account of the data, one -to-one, semi -structured inte rviews were conducted
Each interview lasted approximately one hour. The data were anonymised so that

individuals and organisations could not be identified. | w as the interviewer throughout.

Semi - structured interviewing as a method of data collection is useful in that it supports a

flexible approach which allows for questions to become more pointed as the emerging

constructions develop Guba & Lincoln, 1989 and all ows the researcher and participant

to engage in dialogue (Smith, 2008 ). Due to the exploratory nature of this study, it was

considered important that the data collection method was not too structured and | imited
to fixed questions. U  sing qualitative surveys for instance would not have provided the

opportunity of asking unplanned que stions. Qualitative interviews are also said to be

ideal for getting people to talk about sensitive issues Braun & Clarke, 2013 and in this

study encouraging clinicians to disclose their approach to a complex area of care
necessitated careful probing on a one -to-one basis. Focus groups, a possible alternative,
may have inhibite d the sharing of personal information if practitioners felt they may be

being judged by their colleagues and peers.

Other advantages of face -to-face interviews are that they are more natural encounters
and body language can be observed during the process. This supported the semi -
structured flexible approach , for example | could observe the participant and assess
whether they were comfortable for me to probe deeper on an issue, or if | needed to

leave it and move on to another question. A risk with carrying  out face -to-face

interviews however is  that individuals may be deterred from being truthful, particularly

where any deviant or extreme behaviour is concerned Vogl, 2013 ). I believed
nevertheless that my prior experience as a clinician as king difficult and challenging
guestions would help me deal appropriately with t hat situation should it occur.
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4.10 .1 Developing the interview schedule

A schedule of questions was develope d for use in the interviews using process -orientated
and open -ended questions . The semi -structured nature of the interview was chosen so

that it allowed me to depart from the schedule and use a variety of follow up questions.

Qualitative research is open to the possibility that the research question S may have to
chang e during the research process Willig, 2013 ) and that their o rder in the interview
may vary (Potter & Hepburn, 2005 . Using this method enabled me to pro be further or

changethewaya TXHVWLRQ ZDV DVNHG GHSHQGLQJ XSRQ WKH SDUWLFLSD(

level of clinical experience.

Wit hin a realist approach , whist there is an underlying assumption that research

participants will come to the process bringing their own ideas, beliefs and experiences ,

WKH 3WUXH WHVW RI G D \Wdwsob &l RilleB (LI, pVIR4 is whether they

FDSWXUH FRUUHFWO\ WKRVH DVSHFWV RihgWidh \Ad¢ Eeh\m WiHtheX QGH UV W D

research. In this study therefore, and as is demonstrated below in section 4.10.3,
developing a ninterview schedule which allowed for flexibility was keyto enabling the

apposite data to be constructed

No pilot of the schedu le was undertaken, the rationale being that as previously stated,
the questions were only there to guide the process and were intentionally adaptable and

subject to change. Secondly, there was limited opportunity to test out the questions as

all available health visitors were research participants. Charmaz (2002 ) asserts thata
gua litative interview guide does not need to be treated  as fixed from the start of data
collection and can evolve throughout the process. Braun and Clarke (2013 recommend

that when this is the case reviewing the schedule after the first few interviews is

important. In this research the schedule was re -evaluated throughout ~ and some new

lines of enquiry were added . One exam ple of this was to ask DERXW WKH KHDOWK YLVLWR
perception about the role of the interpreter within the intervention. The apparent

significance of this was not known at the onset of the study and only became apparent

as the interviews began.

The initia | Interview Schedul e can be found in Appendix F . The broad lines of enquiry

however were:
With respect to Pakistani women experiencing violence and abuse,

X What do health visitors perceive their role to be?
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X How does the abuse perpetrated against women diff er to that seen in other
population groups  ?

X How do the women view their situation +what are their expectations from the
health visiting service?

X What do health visitors consider to be good outcomes in this area of practice and
what stands in the way of th is?

X What kinds of training/  preparation for this area of practice do health visitors

have/need?

4.10 .2 Stating the position of the researcher

At the time this study was undertaken | was employed as a senior manager by the same

healthcare organisation as th H SDUWLFLSDQWY DQG SULRU WR WKDW KDG VHYH
experience of working in the north of England as a health visitor and as a community

nursing team leader. Much of that clinical time was spent working with south Asian

population groups, families and ind ividuals.

Great care was therefore taken not to appear to be influencing or persuading colleagues
to take part in the study. Correspondence was carefully worded to ensure that
participation was seen to be entirely voluntary and nurses were not contacted
individually but rather by group email. No one was contacted again if they did not
respond. None of the participants were known personally to me other than in a

professional capacity.

Before any interview began, and in order to be candid, | clarified my cu rrent role,
professional qualifications and special interest in the topic. The detail of the consent form
was reiterated in terms of issues of clinical practice, confidentiality and anonymity. A

copy of the consent form can be found in Appendix G

Itis ac knowledged that because the participants then knew of my professional
experience, some assumptions might have been made on their part regarding both my
knowledge and personal perspective. When it became apparent that this may have been

happening during the  interview the participant was asked to clarify exactly what they

meant by the particular statement they had made. Willig (2013 ) encourages interviewers

to express a degree of ignorance when asking questions. This, she states, encourages
WKH SDUWLFLSDQW WR 3VWDWH WKH REYLRXWseh@@@tWKXV JLYH YRLFH \

assumptions and expectations Willig, 2013, p. 30 . During the interviews for this study

therefore | frequently asked for illustrations of events or experiences for clarification of

an issue or perspective.
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4.10 .3 Conducting the interviews

Interviews were conducted at a venu e RI WKH SDUWLFL S baMWu gnd-iktéhigwH
which was held on university premises, meeting rooms at the site of the healthcare

organisation were chosen by the participant. Before the interview date, individuals were

sent a Participant Informatio  n Sheet (Appendix H) and a copy of the Consent Form to

read in advance.

Prior to the commencement of the interview, following preliminary introductions, the aim

of the research was reiterated as was the detail of the processes which would be

followedtoe QVXUH WKH SDUWLFLSDQWYV DQRQ\PLW\ W ZDV VWUHVVHG W
they were to inadvertently mentioned the name of a third party or geographical location,

those names would be either removed or changed. The participants were reminded that

it w as their personal views, opinions and experiences that were being sought and not

those of colleagues or the organisation in general. Where necessary the aims of the
research were reiterated again during the interviews for clarity. Examples of this being

on one occasion it became apparent that the participant felt that their response could be
being perceived as an indication that they were not following accepted protocol , in
another interview the participant was being critical of managers and the values of the
organisation.  On both occasions | was able to provide reassurance of anonymity to the

individual and the interview continued.

The interviews were audio recorded. Written consent was taken before the audiotape
was switched on or any notes taken once t he individual had indicated they were happy

to proceed.

Conducting a realist interview

Pawson and Tilley (1997 suggest whilst that the information highway i n most orthodox

interviewsisa VHTXHQFH RI 3UHVHDUFKHU DVNV TXHVWLRQV VXEMHFW DQV
there is an assumption within this approach of mutual understanding about the issues

underpinning the questions. This effect is particularly noticeable when using standard

and/or more structured interviewing tools where there is often no opportunity for context

to be taken into consideration, though can also be the case in unstruct ured interviews

which can also lack context for the interview subject. The following section describes

how | used the  semi -structured interview processto  not only collect data, but to

maximise the flow of understanding between myself as interviewer , and i nterviewee.

':LWKLQ WKH UHDOLVW PRGHO RI GDWD FROOHFWLRQ WKLV KDV EHHQ G

information (Pawson & Tilley, 1997
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4.10 .4 The interview process

In using a semi  -structured interview process, | was able to use the interview schedule to

begin with open ended general questions then probe deeper as interesting and important

issues arose . Reflecting back and summarising to the participant my understanding of

their answers to the question allowed mutual understanding to emerge without me

HOHDGLQJY WKH LQGLYLG X br@nidirferteKry the® wsddnael H Z. The order of

theque VWLRQV YDULHG DQG GHSHQGHG XSRQ WKH UHVSRQGHQW V DQVZ

story.

Due to the fact that | am a clinician, and at the time was a senior manager in the

organisation, it was felt important that a few moments were spent to establish rapport

and t rust, therefore the opening questions focused on the participants work history,

\HDUVY H[SHULHQFH DQG WUDLQLQJ , WRR VKDUHG WKHVH IDFWV DERX

would also create empathy which would then allow greater flexibility of coverage an d

produce richer data .[Smith et al. (2009 , Whilst writing specifically about Interpretative

Phenomenological Analysis, make the general comment that analytical interpretation
depends on sharing some ground with the person whose experience i s being interpreted

and that the interpretive analytical process is non -linear and interactive. Similarly,

Madill, Jordan, and Shirley (2000 state that empathy  imparted by shared humanity and

common cultural understanding is an important link between researcher and participants

and is a rich analytic resource . As | was using a realist approach to data collection | felt

it important at times to elicit why individ uals made certain choices and, or, decisions in
their practice rather than simply ask about what those choices and actions were. This
also gave them an opportunity to clarify their thinking and provide critical context.
Another feature of critical realism within data collection is the need to identify factors

that might constrain an action taken by participants, or to take steps to remove such

constraints  (Trigg, 2001 ). Putting them at ease, helping them feel safe and valued was

part of that process

As an experienced clinician | was able to use established interviewing and assessment

skills to encourage the person to speak about the topic with as little prompting a S
possible and without them being led too much by the questions. The questions were

often reframed, depending upon the clinical experience of the respondent and as | tested

out hunches, ideas and explanations. | was particularly careful for example to ens ure
that comments made and examples given by health visitors were with reference to

Pakistani women. Where anecdotes from health visiting interventions with other ethnic

groups (e.g. Indian families) were given, these have been discounted in the final

anal ysis .
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The insider/outsider status of the researcher has been explored in many disciplines,

particularly in relation to ethnographic and observational studies Burns, Fenwick,

Schmied, & Sheehan, 2012 . Nursing researchers who have been prior or are existing

members of the group being studied have reported benefits from insider knowledge or

status which include ease of access to the study setting and early rapport bui Iding

Asselin, 2003 | [Simmons, 2007 ). Both these benefits were apparent in this study. The

documented cha llenges are, being known as an insider whilst endeavouring to observe

with an outsider lens  and over identification with the participants Allen, 2004 ||Leslie &

McAllister, 2002 ).|Braun and Clarke (2013 however state that in qualitative research we

are likely to have multiple insider and outsider positions. In this study, ensuring self -
awareness and reflexivity during the process of conducting the interviews was aimed at

m aintaining an analytical perspective throughout.

4 .10.5 Transcribing the interviews

The interviews were transcribed verbatim by me as the researcher thus allowing greater
familiarity  with, and increased exposure to the data. The level of transcription performed
was at the semantic level $ GHJUHH RI pPCHDRILYKH GDWD ZDV XQGHUWDNHQ 1L

accordance with the levels of acceptability suggested by Braun and Clarke (2013

Punctuation was used to accentuate readability. C ertain features of speech were noted,
for example long pauses, intonation and emphasis. Some r epetitions and hesitations
were removed where it was believed that doing so would not change the meaning of the

data. Some comments were also removed which were felt to have no bearing on the

issue being discussed. In the final text there are clear indicat ions where words were

deleted fromt he transcripts. Pseudonyms are used to identify the speaker.

4.11 Ethics approval

Ethics approval from the University School Research and Ethics Panel (SREP) was sought

and received in two phases , with additional min  or changes later agreed via 65(3 RKDLUYV
approval Y Correspondence relevant to the approval process es and consent acquired can

be found in Appendix I. This information also  include s details of the ethical

considerations made when planning the research and the risk assessments undertaken.

As the original intention of the study was to interview both health visitors and survivors

of domestic violence, the initial  Ethics application and approval reflected this approach.

This line of e nquiry was however  was later abandoned ( see section 4 .8 and Appendix E )
with the focus of the study changing to centre solely on the accounts of health visitors. A

revised ethics application was therefore made and approval for the revisions gained. This
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revised application and ap  proval also included some minor changes to the methods
chosen, namely a decision to carry out one -to-one interviews and to undertake the matic
analysis of the data . A further change was later DJUHHG YLD FKDLUYY DSSURYDO WR R

the study to include other community nurses should this approach be chosen.

None of the individuals involved i n the study were NHS employees and no patients were

interviewed therefore NHS Eth ics approval was not required.

4 .12 Data analysis

The following section provides an ov erview of the data analysis processes undertaken

and describes how the overarching themes and subthemes were formed . Much of the
methodology described below is not unique to critical realism - many qualitative
researchers use similar techniques of data ana lysis which include going beyond the data

to get a deeper understanding . What critical realism does however is bring to the fore

that which is often tacit and underdeveloped within other approaches Parr, 2015

4.12.1 Thematic analysis

Thematic Analysis, as described by Braun and Clarke (2006, 2013) , was the appr oach
chosen to analyse the data because it provides an adaptable yet systematic framework

that was fel t compatible with the inductive, non -linear study design.  Thematic analysis
can also be a realist, constructionis t, or contextualist ~ method, and as such was felt would

fit comfortably with my own critical realist epistemological position and the approach
taken to data collection . Both thematic analysis and the philosophy of critical realism

value subjectivity in research and each recognises the interpretive understanding of
PHDQLQJ LQ FRPSOH[ phVRFLDO OLIHY ZKLFK LV DQ UP&aKRA¥DQW DVSHFV
felt that thism  ethod would work well with the top -down/bottom -up approach which

would be taken to the analysis of the data , thatistosay,t he process would be data -
driven however informed by the ory and the relevant literature . A critical realista pproach

aims to find the best explanation of reality through engagement with existing (fallible)

theories about that reality Fletcher, 2016

Pattern based qualitative analysis such as the framework by Braun & Clarke (2006,
2013) uses the data to tell the story of them via decomposition into themes with each
theme having a centr al organising concept which says something meaningful about a
pattern in the data. | believed this approach would allow me to meet my research aim by
being able to use the themes, draw meaning from them then interpret that meaning to

address the research o bjectives. | also liked the way that within thematic analysis the
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process of writing is interwoven with the process of generating ideas. This sits

comfortably with my preferred style of analysis. Several other research approaches were
however considered before the final decision was made . Further details of these and the
rationale for discounting them can be found in Appendix J.

It is acknowledged that t here are a number of ways that Thematic Analysis can be
approached and that the term is often used in a generic sense to encapsulate the
development of themes within a broad range of methodologies Boyatzis, 1998 ). Braun
& Clarke (2013) describe how Thematic A nalysis has only recently been branded asa

specific method of data analysis however maintain that if academically applied, and the
stated pitfalls avoided, it offers a flexible and robust method for qualitative research

which can deliver rich and detailed yet complex accounts.

Willig (2013 however cautions ontheway that Braun and Clarke view thematic

analysis DV DOORZLQJ S WKHRUHWLFDO IUHHGRP HVVHQ@WLDOO\ LQGHSHQG
HSLVWHPRORJ\" %UDXQ &ODUNH S :LOOLJ SUHIHUV WKH XVH
SIOH[LELOLW\" DQG VXJIJHVWV WKDW WKHPDWLF DQDO\VLVY QHHGV WR E|

epistemological and theoretical framework (Willig, 2013, p.58). In this study rigour is

however imposed by taking a reflexive approach, describing the assumptions made by

the researcher, and by following a t ransparent, systematic process underpinned by

theory .

KLOVW %UDXQ DQG &ODUNHYV SDSHU zDV WDUJHWHG Dhat SV\FKROR

it could be used equally as successfully in nursing research due to the similar

philosophical traditions of the two disciplines Risjord, 2010 ||Rogers, 2005

4.12.2 Apply ing the framework

Braun and Clarke describe six discrete phases of their framework for analysis, however

they acknowledge that in practice it is often applied in a flexible way, indeed this is seen

as one of the strengths of the framework Braun & Clarke, 2013

As the approach to data analysis for this research was iterative, although each of the six
phases was completed, there was a degree of free movement between them which
UHVXOWHG LQ ZKDW %UDXQ DQG &ODUNH UHIHBMRAUR&EVArKe, S UHAFXUVLYH’

2006, p. 86 ) being taken. For the purpose of describing the actions taken in this study

however the whole procedure has been bro ken down into four stages.
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4.12.3 Familiarisation

The transcripts  were first checked against the tapes for accuracy. The entire data set

was then actively read again before the coding process began in order to ga in additional
familiarity. S ome initial i deas were noted of anything re levant to meeting the aim and
objectives of the study . As the data were collected interactively some early analytic

thoughts had begun to be developed throughout that process, and these had influenced

the questioning and probi  ng of the research participants. All of this was recorded in the

reflexive diary

4.12.4 Coding and grouping

The node function in NVivo 10 13 software was used to organise the data set into

categories as meaningful units of text that had relevance to the ai m and objectives of

the research. These units of text were grouped together and categorised with provisional

descriptive names (nodes). Detail and definitions of the initial node groupings were

UHFRUGHG LQ 19LYR DV QRGH puDWWUL E X Wfkthe fod& HNDPdEXUH FRQVLVWHQ

summary and example coding summary reports can be found in Appendix K.

Not all of the text was used, for example most respondents provided anecdotal

UHIHUHQFHVY WR SDUWLFXODU pFDVHVY DQG GHWDLO RI WKl FLUFXPVW
were not thought to be relevant to the aim of the research. The objectives of the study

were used as a reference point during the reading process for deciding which sections of

text should be coded and which could be setaside. p6HW DVLGHY GDW& ZDV KRZH

revisited several times during the analysis as new lines of enquiry arose, just to ensure

nothing relevant had been missed. Notes were kept of ideas and observations

throughout the process using the memo function of NVivo. These included any tensions

or inconsistencies across the accounts, as well as si milarities .

4.12.5 Developing themes

Themes are units of analysis Braun & Clarke, 2006 . Initially, to aid the process of
GHYHORSLQJ WKHPHYV D JUDSKLF UHSPBYHQRNDWURQWHGUPKRQFEK JURXSH

nodes into categ ories, or themes (  Appendix L ). Some sub -themes were created where
the specific aspects of ath  eme were captured. Appendices K and L also provide evidence
of how a critical realist methodology was broady DSSOLHG WR WKH %UDBDa&®L &ODUNHTV

13 NVivo 10 is commercial soft ~ ware used to organise unstructured research or project information.
$ HQRGHY LV D FROOHFWLR @t &dpddificlissueHQFHV DER
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DQDO\VLYV IUDPHZRUN )RU H[DPSOH WKH FRGLQJ SURFHVV LGHQWLILH(
findings, followed by a process of theoretical redescription RU uDEGXIRWHhicRQ ¥

empirical data are re  -described using theoretical concepts Danermark et al., 2002

Several iterations were undertaken in order to identify eventual overarching themes and
subthemes that truly represented t he main concepts that arose from studying the data
patterns. As each new theme was identified previous transcripts were re -examined for
relevant material. Many units of text were used in several categories where they were

felt to be relevant to more than o ne element of the study aim and objectives . Care was
taken as the data were grouped and coded to consider why | was choosing to group

them that way.

One of the factors that determined which themes were chosen and others eventually left
out was ensuring th  at the data related to issues specific to, or predominantly relating to
Pakistani women experiencing abuse, as opposed to women in general. For example, a
major dynamic in how health visitors said they feel equipped to support women living

with violence is by participating in Clinical Supervision. Supervision was therefore initially
considered a key theme. This was subsequently removed however as on further reading

of the transcripts, it became apparent that this factor was not unique to work with

Pakistani women and would not ultimately inform understanding of how health visitors

work specifically with Pakistani mothers

%UDXQ DQG &ODUNH VWDWH WKDW WKH 3SNH\QHVV™ RI D WKHPH LV QRW

prevalence but can be determined by its relevanc e to the research question or by the

UHVHDUFKHUTYVY MXGJHPHQW %UDXQ &ODUNH S JXUWKHU UHIO
3Q RWL F Epali¥ & Clarke, 2013, p. 205 suggested however that atthat point |was

perhaps applyinga plinical fperspective to the way that | had, thus far, read and

interpreted the  data, and that could be limiti ng what | was seeing . For example | initially

looked for s ub-themes that encapsulated causal links or contributory factors - almost as

LI , ZHUH pGLDJQRVLQJY WKH LVVXHV )XUWKHU UHDGLQJ DERXW WKHPI

be more conceptual in my approach and allow the data to speak for themselves.

Whilst the benefit of coming to data with prior knowledge and existing theory means that

the researcher is able to get to both the meaning and logic underpinning the data

respons es (Braun & Clarke, 2013 ); [Malterud (2001 cautions investigators undertaking

gualitative data analysis no t to confuse knowledge present in advance with knowledge
gained from the inquiry of systematically obtained material. Consequently | revisited the
nodes and tried to critically think about wha t the data was actually meaning and
eventually t hree distinctive  themes were decided upon. Each had a central organising

concept that was linked to several sub-themes .
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4.12.6 Analysing and interpreting patterns across the data

This phase was initially about defining the essence of each theme. Braun and Clarke
describe this as deep analytic interpretive work involving crucial moulding of the analysis
intoits ¥ine grained detail " (Braun & Clarke, 2013, p. 248). The themes were then
considered in terms of how they worked together in order to get a rich thematic

description of the entire data set.

In practice this involved writing the story of the data linked to each theme, matching this

with extractions of data from the transcripts and stating what was interesting or

important about each. Themes were linked where such connecti ons became apparent
and broader meanings and their implications were considered. The analysis was

therefore both descriptive and interpretative. Whilst the analysis was data led, in order

to assist the interpretation of the data, relevant scholarly literat ure relating to each
theme or sub -theme was used to further develop my understanding of the meaning and
significance of what the research participants were saying and thus | believe allow for
even deeper analysis.  Convergence and deviation from extant theo ry and literature and

locating the analysis in relation to what already exists is discussed in detail in Chapter 6

4 .13 Methodological challenges to ensuring rigour

One of the criticisms of qualitative research is that analyses do not generate anythin g

meaningful because there is an absence of fact Malterud, 2001 ) and thatitis

subjective. The aim and objectives of this study however are largely based on the

concept of perception, and perception is largely how an individual views the world and its

parts and how they think about different phenomena and experiences Munhall, 2012

When using the concept of perception within research therefore, one would expect no
single or right answer to emerge. There are no claims within this study therefore to tell
the only or absolute truth. The findings are not intended to be thought of as facts

applicable to the population at large, but rather as notions or theories applicable within a

specific setting. It is therefore anticipated and considered acceptable Munhall, 2012

that there more than one possible interpretation exists within any given context. This

does not imply however that the application of rigour is not possible, or that research

underpinned by a critical realist philosophy lacks reliability or truthfulness. Indeed

validity is achieve d by providing a firm and coherent philosophical foundation on which

to make methodologi  cal choices and establish candid claims. One of the underlying

SULQFLSOHY EHLQJ WKDW UHDOLVW UMHYHP UG KWK MW WH HY D XKHSW WKH
real worldto be discover even if it is imperfectly and probabilistically apprehensible

Healy & Perry, 2000
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One of the ways that  quality has been assured within the study was through the process

of reflexivity . This meantongoing questioning of process, findings and interpretations ,

and thinking about the effect of context and bias as opposed to attempting to eliminate
them fr om the process. This includes recognising that the setting and the professional
roles and relationships of me as the researcher and the participants within the research
setting may have altered the conduct of the research, even if that impact was not
apparent at the time. This acknowledgement however is not an indication that these
factors negatively impacted on the quality of the study, instead my active personal
engagement with the participants and the phenomena was purposefully intended to

contribute towards, and allow the generation of, rich and useful data.

Other m ethodological challenges found within this particular study have  been highlighted

elsewhere by |Liamputtong (2007 and |Dickinson - Swift, James, and Liamputtong (2008

e.g.

and are linked to conducting what might be seen as sensitive research. Some,

Patton (1990 ) see interviews as interventions because, though this is not the primary

objective, they affect people. Indeed certain issues did become apparent during the

interview process of this study that were associated with what appeared to be some

SDUWLFLSDQWV Y QRBEGITWEHWRILOV RI GLIILFXOW FOLQLFDO HQFRXQWHU
These events have been recorded in the reflexive diary and were | bel ieve dealt with
appropriately at the time. Thoughts and feelings expressed by the participant were

however felt to be important data as they provided a unique insight into how some

situations are perceived by the health visitors so were included inac
DV WIHHOLQJVY 7KLV LV DOVR D IXUWKHU H[DPSOH RI KRZ
/IDVWO\ <DUGOH\{V(Yatdey AR U)Nor

rke 15 point checklist of

ate gory (NVivo

node) later named

researc her can impact on the outcome.

assessing quality in qualitative research and the Braun and Cla
criteria for good thematic analysis (Braun & Clarke, 2006) were used to ensure rigour
and quality had been adhered to throughout both the data collection and data analysis

processes.

Table 2 Quality assurance checklist

Braun & C larke <DUGOH\TV HVVHQW/| Self -assessment

gualities

Data transcribed to appropriate
level of detall, transcript
checked against tapes for
accuracy

Commitment and rigour

Complies with Braun & Clarke
levels of acceptability

TV

Each data item given equal
attention in coding process

Commitment and rigour

Several readings undertaken
and ongoing checks made

Themes not generated from a
few vivid examples, instead
the coding process is thorough,

Impact and importance

Wide range of exa mples used.
No data extracts used more
than once
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inclusive, comprehensive

All relevant extracts  for each
theme collated

Impact and importance

Most relevant selected

Themes checked against each
other and back to the original
data set

Commitment and rigour

Ongoing checks and
impro vements carried out

Themes are internally
coherent, consistent,
distinctive

Sensitivity to context

Distinctive themes however
links are also made across
themes where this applies

Data analysed & interpreted,
made sense of not just
paraphrased/described

Sensitivity to context

Good level of interpretation
and analysis which continues
into the discussion chapter

Analysis and data match each
other, extracts illustrate the
analytic claims

Sensitivity to context

Good match of data extracts
with the analysis  (interpretive
and descriptive)

Analysis tells a convincing and
well -organized story

Impact and importance

Themes well linked. Tells a
compelling story about the
data

Good balance between analytic
narrative and illustrative
extracts

Sensitivity to cont  ext

Good match of data extracts
with the analysis  (interpretive
and descriptive)

Enough time allocated to
complete all phases of the
analysis

Commitment and rigour

Completed well within required
timescales

Assumptions about, and
specific approach to, thema tic
analysis clearly explicated

Sensitivity to
context /transparency and
coherence

Assumptions stated from the
onset, tested out throughout
Methods described in detalil

Good fit between claims about
process, and what was done

Transparency and coheren ce

Outcome s meets stated a im
and objectives

Language and concepts used in
report consistent with
epistemological  position

Sensitivity to context

Epistemologically consistent
throughout

Researcher is positioned as
active in the research process

Transpar ency and coherence

Evidenced in reflexive diary
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Chapter 5 Research Findings

51 Introduction

This chapter presents the findings from the data analysis and illustrates how th ey
address the aim and objectives of the research . The approach isinte rpretive, inductive
and data led . Below, the themes and sub -themes are first summarised in Table 3 , then

described and defined in accordance with the meanings attached to them. Though each
theme has a clear focus and scope the narrative reveals how many of the themes are
related and linked. Convergence and deviation from extant theory and literat ureis

discussed in Chapter 6

Table 3 Overarching themes and sub -themes

Presence
X Building trusting relationships
X Repeated enquiry
X Intuitive practice

X Watchful wa iting

Role strain
x Feelingill -equipped
X Diminishing autonomy
X Role ambiguity

X Moral distress

Covert actions
x Elephant in the Room
x Contrived intervention

X Surveillance

5.2 Presence

The term Presence is used to capture the way health visitors talked about Seeing " DQG
Yeingwith ~ D ZRPDQ ODLQWDLQLQJ SUR[LPLW\ WR ZRPHQ WKH\ SHUFHLYH
violenc e or abuse was described by research participants  in terms of an important

intervention linked by them to keeping women safe. Many of those interviewe d referred
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WR WKHVH LQWHUYHQWLRDRIMW-BRIVGIR TX /IKBIQU RRPPHQWY KRZHYHU VXJJ
that although considered by the health visitors to be of value, these are contacts with

often no specific stated or measurable outcome. In other words, the rationale behind the
HOQOFRXQWHU LV VRPHWLPHYV IRXQGHG RQ WKH pIHHOLQJVY RU WKH MXG.

rather than based on their scheduled programme 4,

Though Presence zDV VRPHWLPHYV GHVFULEHG E\ UHVSREBHQRY LQ WHUPV R
Peing with =~ Ve Kvomen in situations other than the home, for instance in clinic or at a

&KLOGUHQTY &HQWUH PDQ\ KHDOWK YLVLWRUYVY LPSOLHG WKDW WKHP F
Presence in the home by repeated visiting is key to helping keep the woman safe, or

helping her feel  safer - for example:

‘HYYH SURYLGHG D VDIHW\ QHW WKHUH EHFDXVH ZHJUH DOO DZDU
DQG ZHYUH JRLQJ LQ 9LYLDQ

In the following extract Rachel speaks of a woman abused for many years by her

mother -in-law and the impact being seen by hea Ith professionals appeared to have:

6KH ZzDV ORFNHG LQ WKH EHGURRP QR FORWKHV WROG ZKDW WR
IHOO SUHJQDQW WKDW ZH KDG PRUH WR GR ZLWK KHU VKH ZDV VFH
got professionals entering the home - so suddenly, she had a  property and she

actually moved in with the husband into the property. When she was in the house

with the mother -in-law, she had nothing.

These comments suggest that the Presence of the health visitor in the household

positively impacted on how the woman was treated by her  mother -in-law thus lessening

WKH HI[WHQW RI KHU DEXVH ,Q RWKHU ZRUGV WKHE&RIe$Ped DG EHFRPH
the function of the follow -XS YLVLW LQ WKH KRP Hhéc®ngV H WKW ZIR®Hee if

she is safe :

We follow upto  see whether mums ** want anything more, want any more
VXSSRUW 6R , ZRX0OG JR RQ WKH YLVLW DQG MXVW FKHFN WKDW

feeling safe in the home.

14 At the time the health visitor interviews took place the service was working towards the DH

(2009) Healthy Child Programm e

% Q PDQ\ RI WKHVH H{WUDFW KHDOWK YLVLWRUV DUH UHIHUXR®J WR WKH ZRPD
6LPLODUO\ WKH PDOHV LQ WKH KRXVHKROG DUH IUHTXHQWO\ FDOOHG uGDGT
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'RUDYTV DFFRXQW VXJIJHVWHG VKH YLH Z Vtiré koHilgddsHQW sShX[8VHUV DV 3
woman]is IHHOLQJ DQG WR PDNH KMWRIUIKHHKD V@EGH"RUD JLYLQJ WKH ZRPDQ
appeared to be an important feature of Presence , and time was described by them  and

other participants  in terms of being an investment of themselves aimed at helping the

women f eel safe enough to speak out . Vivian for example: 3 think it helped her just

knowing we were coming, that she could talk to us, and little bits were coming out each

WLPH’

Below, Bev tells how she feels that continued home visiting is the only thin g tha t she can
dountila womanisreadyto disclose the violence, but her comment suggests this rarely
happens. B y repeated visiting Bev hopes women will begin to feel safe with her, but the
FRPPHQW VXJJHVWYV WKH ZRPDQ ZRxrfDIGrKé NMéd W REfliréistie would
ask for help :

<RX NQRZ WKH PRVW , IHHO WKDW ,1fYH EHHQ DEOH WR GR LV FRQ\
PDNH VXUH WoKhedywand VD\ 3ORRN \RX NQRZ ZHYfYH QRW IRUJRWWHC(
\RX>«@ 6RPHWLPHYV LW5RQOMIW DtéksHLUSst to pop in and V D \h8w are

youd RLQJ" ™ , VedtrieQoly gets to know you that way, and will only get to

know you that  way, so if things did get bad and you happen to come that  day,

VKH PLJKW VD\ 3DMWYXIOFBARHV KH SR L Q WrealyHearfylfd? my life

and , UHDOO\ ZDQW WR GR VRPHWKLQJ DERXW LW QRZ"

JURP WKHVH DFFRXQWYV L Wedn§ S HDIQUBéiAd/WItDW WKH ZRPDQ DUH DFWXDOO\
complex activities with many components, all aimed at helping keep the woman saf e, or
enabling her to feel safe enough to dis close the abuse . Presence therefore has been

divided into several sub  -themes for further analysis.

5.2.1 Building trusting relationships

The data suggest that health visitors perceive by maintaining proximity to a woman a

trusting affiliation ~ can be dev eloped which can be key to bringing about disclosure. The

LQIHUHQFH KRZHYHU LV YHldngPXWKHRQ@HRODWLRQVKLS VXJIJHVWLQJ LW L
process requiring time and personal investment . % HY{V FRPPHQW DERYH LPSOLHV VKH
W K D WpéppiAg in =~ WtRe home frequently, the woman will begin to connect with her

and eventually feel confident enough to disclose the violence. She describes it as the

onyway * D ZRPDQ ZLOO JHW WR NQRZ KHU ZHOO HQRXJK
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When speaking about the importance of Building Trus ting Relationships  with Pakistani
women experiencing domestic abuse, health visitors frequently described the activities

required in terms of Yroviding support ~ D Q Buifding rapport

, WKLQN LWTV DERXW EXLO G L&ydlaXoBshMplsdthedt W X SosenUeLtNat
\RXTUH D SHUVRQ WKH\ FDQ GLVFORVH WR ODNLQJ WKHP DZDUH W
out there that may be able to support them , and support them in  to those

DIHQFLHWWH® DERXW EXLOGLQJ XS WKDW UDSSRUW DQG MXVW EH

(Lau ra)

,WIV KDYLQJ D WUXVWHG DGXOW WKDW \RX NQRZ FDQ SRVVLEO\ K
going to go straight to Social Services or back to your family or kick up a fuss.
,WIV JRW WR EH PDQDJHG , WKLQN LWV VRPHERG\ WKH\ FDQ WU

thatis non-judgemental, [provides] a non -knee jerk reaction.  (Carol)

&DURO ZHQW RQ WR GHVFULEH WKH VXSSRUW waking &R &epoRIITHU LQ WHL
W KH ZWwith the woman.  These two extracts above however hint at a dilemma that is

further explored la  ter in this analysis, that of health visitors balancing the support that

external agencies can offer the woman with the risk of jeopardising their relationship

with her onc e other agencies are involved. Dora however, in the extract below, whilst

acknowledg LQJ WKH YDOXH RI EHLQ kakEd@pbrt VR RDHQV RI QRW FUHDWLQJ D
GHSHQGHQF\ DQG VSHDNV RI WKH QHFHbsEMIAtiGRsShie X LOGLQJ DQ 3

You are in a position to hopefully offer that support and give them afeelingt hatit

is safe support , that they would be able to open up to you >«@ 7KHUH DUH VRPH
WKDW LI \RXfYH EHHQ YHU\ VXSSRUWLYH PD\EH EXLOW XS WKDW
maybe then their expectations are not realistic as how far they can take that

UHODWLRQVKLS EHFD XV td tMsKyidl §o' H nfu&hRHdt maybe  they want

more, but | suppose tha WV DERXW EH LiQthakr&®afidhshiy and say, and

signpost them to other supportive agencies that can continue or extend that

support.

When working with Pakistani women, especially t hose who speak little or no English, the

data suggest that the role of the community interpreter is particularly important in

helping build relationships and gain trust between health visitor and client. Many heal th
visitors interviewed appear to view the interpreter as an integral part of these practices -
as opposed to simply a means of aiding communication. Again, gaining the trust of the

victim however seems a vital component of the process. For example:
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Where somebody is disclosing a lot of emotional LQIRUPDWLRQ DQG \RXYUH DFWX
asking fairlyindepth -, GRQfW ZDQW WR VD\ SU\LQJ EXW WR JHW WKH I
LW WDNHV VRPH VNLOOV VR ,fYH JRW WR WUXVW WKH LQWHUSUH\

got to trust that interpreter. (Nola)

| actually find  this particular interpreter very good to work with and very

VXSSRUWLYH DQG WKH IDPLOLHV DFWXDOO\ GR WUXVW KHU >«@ |,
afterwards - VKH PD\ VD\ WR PH 3GLG \RX QRWLFH WKLV"" RU 3GLG \RX
(Dora)

They [interpreters] seem to be DEOH WR EXLOG XS WUXVW >«@ ORVW RI WKt
ZRUNHG ZLWK , WKLQN KDYH EHHQ YHU\ JRRG UHDOO\ DQG WKH\fU
WKLQJY EHIRUH DQG DIWHU WKH YLVLW DQG H[SODLQ WKLQJV WR
always understand yourself. We were work ing almost like conjoined twins really

in terms of they would anticip ate what | was going to say . (Josie)

In all of these extracts the interpreter is described as playing a key part in interventions

aimed at keeping women safe. Building Trusting Relations  hips appears an important

feature in this process and includes both the health visitor and the woman trusting the

interpre ter. This notion is noteworthy in terms of Presence because of the perceived

enabling and facilitating function the interpreter seems to fulfil, which the comments

suggest can be much greater than just assisting dialogue and often extend beyond the

actual encounter with the woman. Not all those interviewed were of the same opinion

however, some health visitors considered the interpreter fv SUHVHQFH WR EH D EDUULHU
because , as Eve described , 3\RXJUH VSHDNLQJ WKURXJXWK MU UBIBERY GHQW V
appeared to perceive that the success of th e encounter is often d ependent on how the

woman views the presence of the interpreter , again referrin g to trust as being a key

factor. 3, WKLQN LWYTV DERXW W U X [h&/wolmé/ Y f&EnB Xhat thex thinkUhis

person may gossip about them “said Dora implyin gthatat times the woman may fear
the interpreter wil | discuss her issues with the wider community . Rather than enabling
disclosure therefore, this would be an inhibiting factor during the visit.

5.2.2 Repeated enquiry

Disclosure of domestic violence has hitherto been shown to require proximity and a
trusting relationship between practitione rand victim and e ach of the sub -themes
described thus far have been activities requiring time and repeated access to the

woman . The data suggests that another significant factor is the notion of Repeated
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Enquiry which here means asking recurrent direct qu estions to women about domestic
violence. During the interviews health visitors frequently referred to this process as
fasking the queston °~ DV GHPRQVWUDWHG LQ VRPH RI WKH IROORZLQJ H[WUD

We are supposed to ask the question -3GR \RX IHHO VOAH"DWXR*DUH WKHUH
any problems with your partner or anybody else in the family who makes you feel
XQGHU WKUHDW RU FRQW U Rdifféuk BiXg toaskW LWZRWQ PW SUHWHQG ZH

always do askit.  (Josie)

Eve and Rachel recount their experiences of attempting Repeated Enquiry :

, WKLQN \RXJUH YHU\ UDUHO\ JRLQJ WR JH¥ebutGthMEO RV XUH WKHQ
MXVW FUHDNV RSHQ WKDW GRRU D OLWWOH ELW VR WKDW WKH\ N¢
interest in the mum as well, because | think they might feel somet LPHVY ZHTUH

YHU\ EDE\ IRFXVHG >«@ ,fYH QHYHU KDG DQ\RQH WXUQ DURXQG D¢

always asked the question. (Eve)

| say to them that | am YHU\ DZDUH WKDW \RX SRWHQWLDOO\ ZRXOGQMW
might take a few times, and | will repeat this qu estion on more than one

RFFDVLRQ DQG WKLV ODG\ > @ WRZDUGVY WKH HQG VKH VDLG 3FLC
So she obviously realised that, because it was asked more than once were

actually interested in it. (Rachel)

We have seen howt hedata implythatf or many Pakistani women experiencing abuse,

there has to be some kind of trusting relationship in place between client and

practitioner before a candid response can be given. Repeated access to the woman and

repeated enquiry seem also to be considered impo rtant factors in encouraging

disclosure . Thereis asuggestion however from the extracts above that not all health

visitors feel comfortable asking about domestic abuse in Pakistani households, even

WKRVH ZLWK RYHU WZHQW\ \HDUVY HI[SHW DH®IFIHL EQ OWVK MV K B@BE WR DV N
-RVLH DQG 5XWK Ddaeslfegl\Whidathfértable sometimes " Notwithstanding, most

of those interviewed stated that they feel enquiry about domestic abuse is a central part

Rl URXWLQH DVVHVVPHQW L [ rK&h®Doack itat V LQHBWON HYHU\ SoLVLW >« @
WKH\TUH D(RW@RHY. Ramela felt that routine e nquiry is not just asking the question,

EXW DV VKH S8WWVLWKBW DUW RI DVNLQJn\dtNdr @drdshd wald eV LR Q V'~

question is asked is consider  ed important.

The extracts above suggest however that disclosure takes time or may never happen. In
the case of Eve,n0 -RQH KDV HYHU DQVZHUHG p\HVY WR KHU GLUHFW TXHVWL|
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health visitors appear to feel that asking the question is there fore as important in some

ways as the answer, orthatt  he process is of equal value to the outcome in that it raises

awareness = 3 think once you start to do an assessment and a [screening] tool with

somebody it actually highlights [to WKHP@ ZKDW®HV"IR&r@)) 3-XVW KDYLQJ WKDW
JHQWOH LQWURGXFWLRQ WR WKH FRQFHSW LV MXVW DV YDOXDEOH DV
(Pamela). | QWURG Xthé @dcept * WR WKH ZRPDRLDROGLIKWLQJI ZKDWIV JRLQJ RC

both imply that the woman may at that point be unaware that her situation is considered

by the health visitors to be abusive.

Many respondents  spoke about how, when visiting Pakistani households, they often

sense the issue of domestic abuse even if it is denied. This notion was described by them
inmanyways - VRPHWLPHyutER®Mingg ~ RU D\ixthsense ~ RU JH W Wriggld D 3

about a situation. The phenomenon is defined here as Intuitive Practice

5.2.3

Intuitive Practice

The sub -theme Intuitive Practice  is used to capture those components of Presence

described by the respondents that are associated with feelings, judgement and personal

knowledge. Analysis of the data infers that Intuitive Practice  is considered a key tool of

clinical practice by many of the health visitors, however at the same time is also
DVVRFLDWHG ZLWK D VHQVH RI FDXWLRQ EHFDXMétlihgt/ LWV RUH DVVRFL|
RSSRVHGcwhRicc " HYLGHQFH ,Q WKH H[WUDFWV EHORZ KRZHYHU KHDOWK

how they use Intuitive Practice  in the context of Pakistani women who fail to disc lose

they are experiencing abuse:

Sometimesitisnot KLQJ WKDW 1V R fpdusE You Havewhis gut feeling, you
FDQ VHH WKH G\QDPLFV LQ WKH IDPLO\ LWV MXVW D IHHOLQJ RI
6RPHWLPHVY WKDW LQVWLQFW JHWV VWURQJHWLalba G \RX NQRZ \RX!

6RPHWLPHV \RX GRQfW KDYH DQ\ HYLGHQFH WR VXJJHVW WKDW W|
violence w ithin that family, but you have a gut feeling and you can see the

dynamics, you may not have a conversation but you might see the dynamics

within the family, a  nd in your own mind you have a feeling that, | think

VRPHWKLQJTVY KDSSHQLQJ KHUH ,fP QRW VXUH ZKDW EXW , IHHO V

in to see that woman again. (Dora)

, XVXDOO\ VD\ WR VWXGHQWYV WKDW LWV ORRNLQJ DW WKH REYLI
well DQG LWV ORRNLQJ DW GRHV LW PDUU\ XS" 'R \RX KDYH DQ\ ¢
$QG , WKLQN WKDW ZH SUREDEO\ GRQYW DOZD\V KDYH HYLGHQFH I
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WKHVH QLJJOHV EXW WR PH LI \RXTfYH JRW D QLJJOH WKHQ WKD\
think | need to go back WR VHH WKDW IDPLO\ DQG WKkt&llgV XVXDOO\ ZKD
students . (Jill)

The data suggest that the health visitors appear to trust their intuition a nd claim it is

often validated 37KHUH LV WKLV JXW IHHOLQJ DQG WKRVH JXW IHHOLQJV D O
(Rachel). The comments above by Dora and Jill however imply they do not consider

intuition to be legitimate evidence, inferring they believe gut feeling may not be

recognised as a justifiable rationale for carrying out an intervention. Despite this, they

seem to follow their instincts, and Jill, a Practice Teacher, imparts the value of following

up o n gut feeling, to her student. Cathy describes how she sometimes feel conflicted by

her instincts about a situation and what she feels is her professional requir ement to use

more scientific methods of assessment:

But then all the while it is that balance between what you feel and what you can
VHH LV JRLQJ RQ DJDLQVW WKDW HYLGHQFH EDVH LVQTW LW" :KLC

know.

Eve expresses similar anxieties:

We are a professional evidence bas HG ERG\ DUHQTW Z Hasgeéssi ant xoulsd V
But that family, like | said, my instinct would be there is domestic violence. She
displays all the signs EXW WKHQ VKHTV VD\LQJ WKHUHTV QR GRPHVWLF Y

your gut instinc t would be to keep visiting, keep going.

(YHTV WUXVW LQ KHU JXW LQVWLQFW DSSHDUV VR VWéeRQJ LW FRQYLQF
visiting, keepgoing ©~ -LOO DQG 'RUD DOVR WDON @gobh&XW NKG \GHHH & K\HR 3
woman. Their comments suggest that f ollowing up on gut feeling is not just Repeated

Enquiry EXW DOVR UHKeeiHdD'W HR@a®ching ~ All these actions appear those

components of Presence executed in situations where other interventions would be

unviable or inappropriate because of non -disclosure.

5.2.4 Watchful W aiting

6RPH KHDOWK YLVLWRUYV VSR N Hv&dhfw Waiting R Q RHIS W DFOI Nitbi@tofnlg 3
the situaton ~ ZKHQ VSHDNLQJ VSHFLILFDOO\ DERXW FLUFXPVWDQFHV ZKHU
is inhibited. The terms appear to be used to mean that although no immediate action is

being taken regarding the course of events, health visitors are following developments
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intently. Watchful Waiting is therefore used as a sub  -theme of Presence to include the

DFWVligdnihg ~ D Q @Gbserving ~ For example:

We have to just accept * go with face value, roll with what the client is telling us
and then just observe and wait. Because in my experience something further
down the line will come to light that will validate what your concerns have been

S WIV ZDWFKIXQPanelayy L Q J

/ILVWHQLQJ DQG ZDWFKLQJ DSSHDU WR EH FRQVLGHUHG NthinkkK HDOWK YL
D ELJ VNLOO LQ KHDOWK YLVLWLQJ LV OLVWRahER J3, COOLWX\DH Q WVOH DIFXG ZD
my students to  use, almost like 360° vision. -XVW ZDWFK ZKDW LBeY)RTh&yJ RQ”

also seem to be deemed important components in providing support to women felt to be

at risk in abusive or violent households. The data so far has suggest these are

considered actions carried out purposefull y. Eve however in the extract below, seems to

be suggesting that listening and waiting can also be passive activities carried out in the

absence of knowing what else to do.

, VD\ >WR WKH YLFWLP@ 3ZH O @ningviBit3, iRhanKpdd OLBGW Q TW

ZDQW WR WDNH LW DQ\ IXUWKHU WKLV LV KRZ WR JHW LQ FRQWDF
VLWWLQJ DQG ZDLWLQJ LVQTW LW "Ssuppo@ the Ru1jGst hPo@W L Q XH WR
these listening visits. If she wanted any specific work around domestic violence |

GRQMHWWHO OLNH , >SDXVH@ \RX FDQEXW W HRXFKDEAIWV\RKHO WRROHG
enough to know how to move anything forward, it would just be a listening

capacity .

The notion of Watchful Waiting  also links closely to that of Intuitive Practice  in that it
alRzvV IRWKDW LQWXLWLYH VHQVH WR SLFN XS WBODPWOMRPHWKLQJTV ZUR

Thus far, the theme of Presence and its sub -themes have been used to reflect how

health visitors described using more aesthetic or personal abilities and competencies on

which to b ase their actions in this area of practice. The data suggest how they perceive

skills such as listening, watching and waiting can contribute towards making women feel

safer and sometimes lead to disclosure. Presence has also been shown to require more
acti ve elements however which include building trusting relationships and Repeated
Enquiry . The concept of Intuitive Practice  seems to underpin  Presence , however is
perceived by the health visitors both as a tool and an area of professional concern or
anxiety. This apparent anxietyis  encapsulated and analysed further  under the theme of

Role Strain .
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5.3 Role Strain

Whist the concept of  Presence has been used to encompasses the personal and relational

elements of health visiting practice, the data suggests th at this is sometimes at odds

with some of the more goal orientated and task focused discourses around the role of

the health visitor. The term Role Strain is therefore used to describe how health visitors

often expressed difficulty in fulfilling the variou s demands and expectations of, and

conflicts within the role, and the impact this appears to have on their endeavours to

keep Pakistani women safe. The data intimates that some of the demands health visitors

describe are placed upon them by managers or the MVAVWHPYT WKH\ DUH ZRUNLQJ ZLWKI
Other difficulties appear to be lack of what they perceive to be relevant knowledge, lack

of clarity about the remit of their role or moral pressures associated with their

responsibilities.

The data suggest that the cons equences of Role Strain for many health visitors
interviewed can be frequent feelings of professional concern or worry, and for many

reflect a sense of vulnerability.

5.3.1 Feelingill -equipped

The concept of Feeling ill -equipped is used to describe how s  everal health visitors
described having a lack of knowledge in this specific area of practice. The concept of not
knowing what to do in certain situations was reiterated many times with comments such

as:

| still, when | go in [to the house] feel a bit, o K, GRQTW NQRZ , GRQYW NQRZ UH
KRZ WR KDQGOH LW , KDYH WKDW IHHOLQJ ZKHQ ,TP GULYLQJ WR

households] visits thinking, w ell how are we going to approach this? (Eve)

The actual academic training is quite removed from practice, so pract ice was
again very different, and during the training it was hard to understand where the
WUDLQLQJ ILW LQ ZLWK SUDFWLFH >«@ 7KH FXUUHQW JXLGDQFH

as, maybe an older perspective on doing the job. (Cathy)

The data suggest that whi Ist guidance and formal training on domestic violence are

available to health visitors, these do not always translate usefully to interventions with

Pakistani women. Whilst this notion was not reflected in all accounts, there was a strong

indicationthatm DQ\ RI WKRVH LQWHUYLHZHG SHUFHLYH WKHPVHOYHV WR El
ZRUNLQJ ZLWK WKLY SRSXODWLRQ JURXS $QDO\WLV RI WKH KHDOWK YL
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they feel knowledge is acquired over time (what Cathy, above, refers to as gaining an
%lder pers pective ), and how health visitors draw from diff erent sources of knowledge.
Here, Laura talks about how direction and support can come from more experienced

colleagues:

, VXSSRVH LWV MXVW EXLOGLQJ XS WKDW NQRZOHGJH > @ EHFD
heathv LVLWRU LQ WKH WHDP DQG VKH KDVQTW ZRUNHG ZLWK VRXW
all completely new for her. So , on her behalf we  will have those discussions if

VKHTVY EHHQ RQ D YLVLW DQG VKHfOO VD\ 3RK WKLV KDSSHQHG 2 \

households?

The ex tracts below seem to support the suggestion that much of the knowledge in this
area of practice comes from experience as opposed to accepted disciplinary knowledge

or theory based guidance.

Regarding the assessments, you get more experience the more that you do

them, the questions get easier WR DVN , ZRXOG VD\ WKDW HYHQ ZLWK HI[SH
still an area that we need to learn more about. (Nola)

7R EH KRQHVW |, 1 YyHis€R\WolityHoDnOrk with ,IYH MXVW NhQG RI U

or wrongly, gone through my own experiences, my own research intoitall, and
found the best way for me to approach it. (il

Ruth who has been qualified over 20 years goes so far as to say it is life events that

have made her a better health visitor:

Looking back I think that * 1 hope this is true +that | am a much better health
YLVLWRU QRZ WKDQ ZKHQ , ZDV ILUVW TXDOLILHG ,W ZDVQTW P\ |
, ZDV RQO\ >QHZO\ TXDOLILHG@ , GLGQMTW KDYH WKH H[SHULHQFH

experience you know when | am look ing back now.

The inference in these extracts is that experiential knowledge takes time to develop and

more newly qualified health visitors are therefore particularly vulnerable - Yhey are not
prepared for when they go out into practice " VDLG 5D F K#lhealth lviitor qualified
less than five years draws on her own life experience to inform her practice. In the

extract below Vanessa talks about the skills she feels newly qualified health visitors

require and questions how you teach a skill like intui tion.
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, WKLQN LWYV >JDLQHG E\@ VRUW RI H[SHULHQFH LWV WKH FRPP
need to develop. To be picking up on the body language and  that wider

view point of everything and keeping your eyes and ears open. | think a lot of it is

intuto Q ZKLFK \RX FDQW WHDFK

When asked where intuitive knowledge does come from, most health visitors responded

¥experience © ORUH VSHFLILFD O Oaittlhtkamwmisenedd obade, the wisdom of

being ~ Cathyfelt LQWXLWLRQ LV SDUWpdsondlRP HRDRGGV/DXUD VWOIIW HG 3
QXUVH WKLQJ Invhamywef thdge extracts the health visitors appear to perceive

that the knowledge they seem to value most comes from experience. This experience is

sometimes described in terms of years in the role, and at other times the word
MH[SHULHQFHY UHODWHYV WR OLIH HYHQWYV

In the next section, under the theme of Diminishing Autonomy  we see how Role Strain is
compounded when the health visitors feel unable to act on their gut feeling and use their

experience to d irect their practice.

5.3.2 Diminishing Autonomy

Having articulated and described what most health visitors felt to be the clinical value of

Presence and its defining attributes in helping keep Pakistani women safe, several of

those interviewed expressed how not being able to offe r sufficient home visits causes

them concern . Time, seen as a key factor of Presence was not considered by many of the
health visitors interviewed as currently flexible or negotiable ~ enough to meet the
conflicting demands onthe ir role. Their accounts refer to organisational structures th at
they perceive limit their ability to support women in the way they would consider

clinically effective . Diminishing Autonomy is therefore a further sub ~ -theme of Role
Strain, andthe termisus ed to portray the way the health visitors describe d not being

able to act in accordance with their knowledge and professional judgement.

In the following extract Bev speaks of conflicting priorities for her time, and how that

causes her concern:

I would f ind it very difficult +JLYHQ ZKDW \RX KDYH WR GR LQ D GD\ DQG W
MXVW PH ZHTUH DOONRKUWDVBWRRIOG RQ ,100 SXW HYHU\WKLQJ RQ K
FRPH DQG VHH \RX VWUDLJKW DZD\ " waitiagdl WaDIGhawveT X gokded

3\HV \HV \HV’ tWikRn @h& bt be able to give her the amount of time that

she needed to enable her to disclose.
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In the next extracts it ap pears however thata  key issue causing tension appears to be
QRW MXVW ODFN RI WLPH EXW WKH KHDOWK YLMUheWwdRRdI§t®O DFN RI DXWR

prioritise their  available time:

<RX IHHO OLNH \RXYfUH LQ D ELW RI D GLOHPPD EHFDXVH \RX ZDQW
you want to go back in to see that family but yet there are constraints made on

you and somebody else is questioning your professional decision > «.@ometimes

itisnothing WKDW TV R-EoMtLywXhave this gut feeling >«@ ,Q WKH HDUO\ GD\V
when | first started health visiting , we were offering a lot more contacts and |

would say that | was approached by alot of the women, mainly because they had

come to know me and trust me and see me at clinics and at different health

FHQWUHYV %XW QRZ EHFDXVH LW LV VR SUHVFULSWLYH ZHYUH QF
, GRQTW WKLQN dRtiat FelapnBhip up \RX KDYHQTW JRWtyWked FDSDF

able to do that because of the restrictions. (Dora)

The way thisnew H ealthy C hild Programme is structured, | WKLQN LWV
counterproductive because we have got t oseethewoma n EHIRUH WKH EDE\TV
days old, we do that contact, w e then see themi nanother 8,9, 10 weeks.

7KHUHYV QR FKDQFH WR EXLOG XS D€atioishipW(BeV)UDSSRUW RU

<RXTYH JRW WKRVH PXPV ZKHUH \RX WKLQN JXW IHHOLQJ WKDW W
violence, where you might have historically just gone and kept that eye and you

caQIW GR WKDW QRZ EHFDXVH \RX KDYH WR HYLGHQFH WKDW \RXTL
work. >«@Q DQ LGHDO ZRUOG ,G ORYH WBrt viBitsR X W XMMQ G AR YW'S
WKLQN WKDWY{V ZKDW ZHYUH FRP.P,WHtoRE iGreWwfR tikbox « @

alltheti me. Ithink HYHU\WKLQJTV EHFRPLQJ PRUH RI D WLFN ER[ DQG \I
HYLGHQFH LW ZH OaderReyduiDgQt | W(Bye)

The frustrations voiced by the health visitors appear to be linked to changes (or

¥estrictions ~ DFFRUGLQJ WhRy pRrtkive as being impos  ed upon them. The

extracts suggest they feel increasingly less able to spend time in building relationships,

%eepaneye * RQ ZRPHQ DW ULVN (YH RU LQYHWithls@QfedRdn@etJ WUXVW 3
somebody would have to be pretty desperate to pick up the phone to speak to somebody

ZKR WKH\ GLGQTW N Q RatediPanelAHO O’

The outcome for Pakistani women, Bev intimates, can be non -disclosure. This sub -theme

links strongly to  Intuitive Practice  because Diminishing Autonomy  often appears

associated wit h health visitors feeling not able to follow their instincts +¥youc DQIW

evidence yourgut ~ (YH (YHYV IXUWKHU FRPPHQW DERYH LV SDUWLFXODUO\
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VXJIJHVWYV WKDW kedpidg BH&y©dh 2 ° ZKLFK PLJKW DOV RVdEHuFWaRiayH G

- an ac tivity already shown to be valued by health visitors), is no longer considered as

Wwork " RU D OHJLWLPDWH FOLQLFDO LOQWHUYHQWLRQ 7KH GDWD LQIHU W
structures which the health visitors feel limit their autonomy to choose more pertinent

interventions, are seen by them as also limiting their clinical effectiveness with this

population group. A key part of this seems to be the subsequent limitations on their

ability to build relationships with Pakistani mothers.

5.3.3 Role Ambiguity

Role A mbiguity refers to the range of views and perceptions the health visitors expressed
with reference to the boundaries of their role with women experiencing violence and

abuse. Comments at times suggest an inconsistency of approach and differing

perceptions about how the competing and conflicting aspects of the role should be
addressed. Role Ambiguity appears an important aspect of Role Strain as it helps
illuminate why the health visitors at times appear challenged in meeting the

requirements of their role a nd why there seems no consensus on what optimum care for

Pakistani women might look like.

When asked to describe their remit and responsibilities towards this population group, a

wide range of responses were elicited from the health visitors interviewed. Pamela

commented 3, GRQIW WKLQN ZH FDQ VD\ ZHfYH JRW RQH FRQVLVWHQW DSSES
YLROHQFH :H VKR Xih@ & o0&t bornikhon features of the role noted from the data

ZHUHJBLVLQJ DZDUHQHYVVD @eeeg&8 R URMSighposting ~ KRZHY H lhatrg H

of and extent of the support they thought should be provided divided the respondents.

%HY VHHPHG WR IHHO WKDW EHFDXVH WKH KHDOWK YLVCQUINQJ VHUYLFH
targets '®* GULYH HY H U th iole @ &bout screening and referral wit h limited

opportunity to support the women any further. Here she goes on to say:

FURP P\ SRLQW RI YLHZ ZHJUH UHDOO\ MXVW D UHIHUUDO DJHQF\ Z
ZHYYH JRW PXFK PRUH VNLOOV DQG H[SHULHQFH WKDQ MXVW WKD'

better positi on to support individuals than a social worker

(YH VDLG VKH IHOW WKDW VXSSRUW L gcEe3sible H WHRD KR RH X HVY'E EIHL Q J
OHG E\ WKHLU H[SUHVYBGOQHABGNIR DQG VHH ZKDW VKH ZDQWV WKHQ II
Laura viewed support as working ZLWK WKH ZRPDQ WR KéehpSvéddU IBRIG 3
S3SRZHUIXO ZLWKLQ W.Kddie\ahd\DxrB téscRi@d ways they would work with the

16 Commissioning for Quality and Innovation payments framework
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woman by providing more practical support 3 DQRWKHU JLUO ZKR , ZRUNHG ZLWK
in various papers and photographs and a passport and asked me to lock them in a

GUDZHU D W(Jaskel Ndra goes on to state she would:

Make her [victim] feel VDIH VR VKHTV JRWshe EaD dkeUhoid she be in a
dangerous situati on like contacting the Police and VKHTV JRW wWR&H FR
numbers [...] if she does decide that she needs to flee to safety. That she has

her passport, she puts things together that she can just quickly get out of that

situation and then about her knowing how to contact myself and other agencies.

The dat a also suggest however that a major matter of concern in this area of work is
safeguarding childr en. Health visitors  described how difficult it can feel for them
balancing the perceived needs of the woman and her expressed wishes to remain in the
household , with their own statutory duties to protect children. The dilemma they

describe facing appears to focus on potentially losing the trust of the woman if a referral
to social services is made, and the consequence of that broken relationship in terms of

furt her harm she might suffer.

VKFE

,WIV DERXW SURWHFWLQJ WKH FKLOGUHQ YHUVXVY NHHSLQJ WKDW
and trusting in the relationship [wit h the health visitor]. | WV VREXOW \RXTUH VR
torn, inaway. 30D\EH , VKRXOGYfYH VWD\HG D\ EH W \OKRRXIHIG@TYOH JLYHQ

her chance to talk a bit more, gone back again ". But if anything had happened [to

WKH FKLOG@ LQ WKDW WLPH DQG , KD G Q8w diffidit| HRUhHG @ >SDXVH

Ruth, in her account above of deciding to refer a child to social services describes the
complexities health visitors encounter when attempting to support the woman by
maintaining the  practitioner/ client relationship and at the same time safeguarding any

children. For her it appears a fine balance. Jill however views su pporting the woman as a

PHDQV RI SURWHFWLQJ WKH FKLOG KR zZdifficitU” DGJHDV R | VEKIDWW.WFHY D 3

, WKLQN \R X forntraké R&éar that when you ask questions, and this is why

LWV VR GLIILFXOW EHFDXVH \RX WHOO wisshith dotRef PLIKW KDYH WR

services, you know Social Services, if it indicates there is a risk to family and
children, but then they might not answer the questions fully >«c@WTV GLIILFXOW
VRPHWLPHV LI PXPJV VDLG WiRWWIN thelaAbZBBrRQW WW TV kyiay W

WR ZRUN ZLWK WKHP WR PDNH VXUH FKLOGUHQ DUH VDIH 8OWLPI
UHVSRQVLELOLW\ DQG LI ZH IHHO WKDW WKH\TUH QRW PDNLQJ VXL

then we have an obligation to do something. So itis a difficult one that.
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Itis interesting  to note that whi Ist there was a lack of consensus on the exact nature of

WKH KHDOWK YLVLWRUVY UROH ZLWK ZRPHQ H[SHULHQFLQJ DEXVH QRC
suggested that it was their job to encourage women to separate themselves from the

abuser. Whi Ist a v ariety of perspectives were expressed on the nature and extent of the

support they might offer, in totality the comments suggest that with regards to Pakistani

women the most common approach taken by the health visitors is harm minimisation -

e find ways of minimising what is happening " 5DFKHO ,Q RWKHU ZRUGYV KHDOWK Y
take a range of measures designed to reduce the harmful consequences of the situation

because they are frequently unable to prevent those behaviours that contribute to

causing harm. It seems that despite the apparent ambiguities of the role there is a

strong desire among most of the health visitors to reduce risk. The inc onsistency seen

appears to be more associated with how risk is identified and prioritised and in the way

the mitig ation of the risk is executed.

5.3.4 Moral Distress

7KH KHDOWK YLVLWRUVY SHUFHSWLRQ RI EHLQJ XQDEOH WR SURYLGH Z
care to Pakistani women experiencing violence and abuse has been alluded to several

times in this analysis. Thu s far it is the impact of external factors that has been shown to

be the major contributor to these views, for example systems and managerial matters

and perceived lack of autonomy. Further issues however emerged from the data which

appear more associated  with health visitors struggling to find acceptable solutions to

certain ethical dilemmas they face. This notion is described here as Moral Distress

The term Moral Distress is employed as a sub -theme of Role Strain to illustrate how

health visitorsexpre VV IHDU WKDW WKHLU RZQ RU RWKHUVY LQWHUYHQWLRQ
experiencing abuse may inadvertently cause or contribute towards further harm. Moral

Distress is considered an aspect of Role Strain as it demonstrates another perceived

challenge that th e health visitors face in their efforts to fully execute their responsibilities

with this population group. For example:

YRX KDYH WKDW IHHOLQJ LQ WKH EDFN RI \RXU PLQG 32K JRVK
WURXEOH KHUH > @ , KRSH , GRQ TWPHRINHH XISV H\R U VI H FDXVH

obviously I know when couples are splitting up that is when they are most at risk

, K

of being hurt, killed, especially with things like honour violence, and that really
VFDUHV PH WV OLNH ,TP XSVHWWLQJ DQ DS®@hore DUW DQG , PL.
trouble than helping. (Ruth)

The paradox the following extract seems to reveal is that although Presence is felt by
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health visitors to be a key factor in helping keep women safe, it might also, under

certain circumstances, contribute to further h arm.

,WIV DERXW KRZ WR nakt Hvithovikabbging Ruspicions which then
hopefully protects them [victims] from harm, well more than that | hope it
GRHVQIW P DN WwordeKfbr@hem . (Nola)

Some health visitors suggested that the involvem ent of o ther professionals may
occasionally make the situation unsafe for a Pakistani woman experiencing domestic

Y L RO H QRey (GPs) can make it a hec of a lot worse " "R U D sodial services going in
PLIKW MXVW PDNH LW D ZKWiah. ORW ZRUVH’

One of the GPs that | worked with in the area, | found quite difficult. Sometimes

WKLV *3 ZDV VXSSRUWLYH RWKHU WLPHV LW IHOW WKDW KH GLGQ
oth er times would say things WR WKH HIWHQGHG IDPLO\ ZKLFK VKRXOGQTW
said. |Ithink maybe jus  t not understanding the dynamics of what can happen in

these families . (Dora)

7KH *39V UHVSRQVMO@DNSRDN WR WKHP ERWK WRJHWKHU"~ DQG WKI
WKRXJKW WKLV SRV VhdOthifgRWOBE 1.YHE did speak to them both

together and basically WKDWITV ZKHQ WKH\ claged irankd P 1SOd [@ctim]

ZHQW EDFN KRPH >«@ WKH GRPHVWLF DEXVH ZDV RXW LQ WKH RS}t

got involved . (Vivian)

The extracts above give some indication of the ethical dilemmas health visitors

sometimes percei ve themselves to be facing. Choosing the wrong intervention or

approach, some respondents have suggested, could have a negative outcome and put

WKH ZRPDQ P RUH th2yfabhilyydibse ranks a lot and you could do more harm

W KDQ JRW&hN). This not ion includes referral to the GP and /or social services. The
specific issue here however is that there appear situations when health visitors perceive

they have no option but to work in a uni - professional manner, as to do otherwise might

incur more danger f  or the woman.  This concept also links to the subtheme of Feeling ill -
equi pped in that it reflects the way health visitors describe struggling to find effective yet

safe ways of supporting women.

5.4 Covert Actions

The term Covert Actions is used as an ove rarching theme to encompass a range of

KLGGHQ RU FRQFHDOHG DFWLYLWLHV WKH GDWD VXJJHVW DV EHLQJ FR
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encounters with Pakistani women experiencing abuse. These activities appear to be

motivated in part by some of the challenges prev  iously described under the theme of

Role Strain, IRU H[DPSOH KHDOWK YLVLWRUV WDON DERXW IDEULFDWLQJ puc
or be with (i.e. maintain Presence ) women in response to their perceived Diminishing

Autonom y. Other Covert Actions appear to oc cur in direct response to the seemingly

hidden or taboo nature of domestic violence within Pakistani households , and reflect the

way health visitors appear to modify their practice in endeavour s to cope in that

environment in order help keep women safe.

5.4.1 Elephantin the Room

The data set reveals many references by health visitors to what they observe to be t he

particularly secret  nature of domestic abuse within Pakistani households, and the shame

and dishonour women fear inflicting on their family by discussing the issue outside the

family +3WKH\ >YLFWLP@ DUH WROG WKDW WKH\ FDQITW BDIQQHVVRDPH XSR
3, WKLQN L Widlosufe[Raput IDPLO\ SULGH DQG IDPB®), KRRWRKYHU\

PXFK WDERIROOGVKHUHYV D ORWhitdehD'W 9V YMDOWYOW DQG ZLWK UHIHUHQFH WR
SDUWLFXO DU HeRamiyttd disowning her now because she has brought that

shame of divorce upon the famil y" 9DQHVVD

JXUWKHU FRPPHQWY E\ KHDOWK YLVLWRUYV ¥iEntihg VVWR WARPBEHOLHYH WK
some Pakistani families frequently leads to non -disclosure of violence and abuse and

health visitors therefore in turn feel unwilling or unable to confront or address this

XQVSRNHQ LYRXHKRQIW JHW GLVFORVXUHV RI YLROHQFH DQG DEXVH IU
ZRPHQ YHU\ HDMVMRHOD (YHTV PHWDSKR UElepghadtRnah& RodnK H is used

as a subtheme of  Covert Actions to reflect this notion of mutually unspoken truths and

events:

WV OLNH WKH HOHSKDQW LQ WKH URRP LVQTW Lo knddKH\ NQRZ Ztk
ZK\ \RXTfUH WKHUH >SDXVH@ , WKLQN DV SURHaiMalyRDOV D ORW I
because you have those families thatyou justkeepan eyeonreally - whether

WKDWITV DQ\ EHQHILW WR WKHP RU QRW

The data suggest that the health visitors perc eive the custom of chaperoning to be a
contributing factor to the way that violence remains unspoken or even deliberately

concealed. In their accounts, some health visitors spoke of how they rarely see a

Pakistani woman without another family member being present. The following extracts

describe how this practice can make it difficult for health visitors to address the issue of
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GRPHVWLF DEXVH RYHUWO\ DQG IRU WKH ZRPDQ WR IUHHO\ DQG RSHQ(

queries .

It is very, very difficult to get a contact with the mum on her own. You will find
that you go into the house and general ly its father -in-law, or another male family
member, that will sit in on the visit and listen to everything and it is very difficult

to ask them to leave. (Dora)

| h ave had people r efuse to leave so you do  skirt around the issue a little but
because you know that mum is not going to answer. And then what we try and
arrange is for them to come to clinic, but again, when they come out to clinic

they will co me with some body else which tendsto be mother -in-law. Soitis very

difficult to actually speak to them on their ow n. (Vanessa)
Further comments suggest that the violence may not always be deliberately concealed in
that the health visitors believe som e Pakistani wo men do not associate their experiences

with the concept of violence or abuse in the same way they themselves do. This, some

participants believed can be another contributor towards non -disclosure and therefore

make it difficult ~ for the clinician to target WKH LVWVXH\3>ZRPHQ@ WKLQN LWV QRUPD
WKHLU FXOWXUH DQG LI WKHLU KXVEDQG ZDQWV WR @il,DWeWKHP WKHQ
might realise that being hit is not acceptable - EXW LWV DOO WKH RWKHU VWXII LVQT
9LYLDQ@QKH\ GRQMHDNKDW WKH\ KDYH EHHQ UDSHG VRPHWLPHY EHFDXV
KLY ULJKW WR EH DEOH WR XVH WKHP DQG WKDW VKH VKRXOG EH VDWL
(Rachel).

The data suggest health visitors are aware of the often subjective nature of abuse and
how cultura | norms can influence perceptions of pormality 9§ There is also reference to
KRZ ZRPHQMY UROHV ZLWKLQ IDPLOLHY DUH VRPHWLPHY SHUFHLYHG GL

thus influencing what some Pakistani women might consider to be abusive

| think the whole  concept of our definition of domestic violence is primarily based

on western culture because some of the concepts within that definition +around

financial control, and things like not being allowed out, partner wanting to know

where they are all the time + within some of the south Asian communities that is

a cultural accepted norm and is not perceived by the women to be any form of

FRQWURO RU FRHUFLRQ >«@ <RX FDQYW EDVH LW RQ WKH SUHPLV

the same page as you are . (Pamela)
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, TP @4aying domestic abuse is accepted within their culture but the way that

th ey live is very different DQG ZRPHQYVY UROHY DUH RIWHQ YHU\ GLITHUHQ\
IDPLOLHYV , VXSSRVH UHDOO\ LWYV D ILQH OLQH EHWZHHQ XV SXW
IDPLO\ ,1I WVHKKID®BS\ ZLWK WKLQJY DQG HYHU\WKLQJTV ILQH LWV Q
DQG vD\ WKDW WKH zZD\ WKH\ OLYH LV QRW ULJKW WV LGHQWLI!

going on. (Vivian)

Whilst appearing to believe LQ WKH LPSRUWDQFH RI DFFHSWLQJ PGLIIHUHQFHY I

acknow ledging thresholds of acceptability may vary 9LYLDQYVY ODVW FRPPHQW DERYH
suggests that  she thinks health visitors still feel duty bound to act if they percei ve
something to be abusive. Other health visitors interviewed referred to some conduct as

unaccep table © D Q G WikeHiné ~ Vivian speaks of appears to be that of  balancing
respectfor WKH ZRPDQTVY DFFHSWDQFH DQG WROHUDQFH RI WKH VLWXDWLF
perceived duty of care. This does suggest however that such subjectivity could lead to

very variable health visiting  practice .

7KH pGLIIHVWaD 8ddcfibes in this context  appears to refer  to cultural differences
between the health visitors and the perceived lived experiences of many Pakistani
women . Another significant f inding from the data howeve ris where health visitors define
MGLITHUHQFHY Li@wMheypekteRd that violence is experienced differently within
some Pakistani families  compare d to that experienced by women from other ethnic

groups . For example:

It can be more subtle. And i WiV QRW DOzZD\V IURP WKH SDUWQHU RU WKH
can be from extended members of the family, it can be from mother -in-law who

can be quite domineering and quite , well abusive. (Dora)

Quite often with mothers -in-ODZ LWV FRQWUROOLQJ brQThehsUEDO EHKDYL
one family that | have worked with recently and the prime person that is doing

the domestic violence is the mother -in-law and is controlling the mum by saying

WKDW WKH\ ZLOO VHQG KHU EDFN WR 3DNLVWDQ LI VKH GRHVQIW
be doing, but they will keep the child > «.@Vith the English community it can be

LQ GULQN RU GUXJ UHODWHG DQG LW GRHVQIW WHQG WR EH ZLWK
VHHP WR EH D UHDVRQ IRU LW 7KH ZRPDQ GRHVQITW KDYH WR ZLC(

going out and  doing anything specific . (Vanessa)

These accounts of domestic abuse which stress the more controlling elements of the
alleged abuse, and the use of words such as Subtle “to descr ibe certain abusive

behaviours , appear to add further weight to suggestions that violence in Pakistani
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households can be difficult to detect. The subtheme Elephant in the Room  therefore also
links closely with that of Intuitive Practice LQ WKDW WKH sersedVHDIWRSSRVHG WR
UHYHD®evEG L\l WKHUH LVQTWL@®EVFR&RBditheinon -YHUEDO RatHWY.”

Most respondents describe how, despite non -disclosure, in situations where they sense
the woman is being abused and, or, at risk, they will maintain contact in an attempt to
ensure her safety. When illustrating how t hey endeavour to help keep such women safe,

health visitors explained how they are not always candid about the exact nature and
purpose of their own actions. Comments suggest this lack of candour can be with
managers, within clinical records or with the vi ctims themselves. This concept is

discussed in more detail under the sub -theme of Contrived Intervention

5.4.2 Contrived Intervention

When asked how they respond in situations of non -disclosure many of those interviewed

described how they would continue to visit or maintain Presence in some way by

IDEULFDWLQJ UlobowR®R V WIRH: ZRPDQ LQ DQ HIIRUW WR NHHS KHU VDIH 7
described here as  Contrived Intervention  , a term chosen to depict how health visitors

describe engineering or creating o pportunities to see or be with Pakistani women they

believe are being abused. For example:

<RX FDQ QRUPDOO\ ILQG D UHDVRQ WR JR LQ , MXVWNdR ZHOO ZH
[assessmentjor , WKH\YOO EH GXH D WZR \HDU >DVVHVVPHQW®@ ZHYTOO
w H g0 and talk about weaning soyoucantickabox - EXW WKDWYV QRW DOZD\V W
UHDVRQ ZK\ \RXT.W\eWKHUH

,TYH JRQH Itb $el tHe family and ,Y9YH SRVVLEO\ PDGH WKH H[FXVH WKDYV
ZDQW WR VHH KRZ PXPYV FRSLQJ ZLWK WKH E&£derlogm@BGisk RZ WKH ED
But actually | am going in with a bit of a remit thinking | want to see if this

PXPYV HPRWLRQDO ZHO@®&#®LQJ LV 2.

0 ,9YH JRW DQ LQNOLQJ WKDW WKHUHTVY VRPHWKLQJ QRW ULJKW V
go back. So although we are supp osed to go from the Healthy Child Programme

DQG GR XQLYHUVDO YLVLWYV LI , WKLQN WKDW WKHUHYVY VRPHWKL
DQ H[FXVH %H LW WKDW WKH EDE\ QHHGVY WR EH ZHLJKHG DJDLQ
back and check how \RXTWHRLQJ EHFDXYH K®)XGTD GLIILFXOW ODERXU”™ , D

have an excuse up my sleeve. (Laura)
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7KH
context

to justif

FR QF H swsking bnexcuse =~ ZDV UHIHUUHG WR PDQ\ WLPHYVY LQ WKH GDWD
the term seems to suggest finding justification for the intervention - 3ZHYYH JRW
\ ZKDW ZHTUH GRLQJ 'KDYHYLe Ithis appears to be due to the

perception that home visits are restricted within the formal health visiting programme -
3:H DUH VXSSRVHGO\ MXVW GRLQJ WKH EDUH PLQLPXP RI YLVLWY DQG .

natural reason thatyou need to go back, we are  encouraged not to go back just willy -

nily ~ -RVLH $JDLQ ZH QRWLFH kéngLPWRUHWR@PW@E DSSHDUV WR WKH KHI
visitors.

Below, Jill and Dora describe how they may extend covert behaviour to the way t hey

both record and account for these surreptitious interventions. Once more we see

references to the perceived illegitimacy of intuition as a basis for action and a sense of

lacking autonomy in the way practice is carried out. For example Jill, below, tal ks how

VKH

IHHOV WKHc@¢tHKMRVHOI E\ WKH ZD\ VKH GRFXPHQWYV KHU DFWLYL!'

Obviously we need to document the re  asons that we want to go back and you

FDQMW VvD\ 3, WKLQN WKHUHTVY GRPHVWLF YLROHQFH’ 6R , ZRXOG
record, rightly  or wrongly , that | am concerned about the mum because of health

problems, and cover mysel  fthat way. And then as | dig a bit further and

GRPHVWLF YLROHQFH GRHVY FRPH RXW |, FDQ WKHQ GRFXPHQW LQ
supporting through domestic violence. Bu tinthe LQLWLDO VWDJHV ZKHUH VKHTV
disclosing anything, | want to get myself back in that door, [so] | would say that

LWV WR GR ZLWK SRRU ZHLJKW JDLQ RU VKH QHHGV VRPH DGYLF

other reason to get myself in the door . (il

lcouu G KDYH ZULWWHQ LQ WKH UHFRUGY DQG VDLG , DP XQVXUH DE
ZHOOEHLQJ VR , DP JRLQJ EDFN LQ WZR ZHHNVY WLPH ZHOO \RX N
DVNHG@ 3ZK\ DUH \RX XQVXUH"" ZHOO ,1TYH QRWKLQJ VFLHQWLILF

languag e. (Dora)

Other example s of contrived interventions appear to involve health visitors col luding with

external

family.

agencies in an attempt to gain access to the woman or get her away from the

In the following extract Rachel talks about a time that she tried to convince both

th e woman and her husband that the service she was being offered was no different

from routine. In reality it was an enhanced service because the woman was thought to

be at risk:

We said to her that beca  use she was new to the area she needed a Sure S tart

wor ker who would make sure that she accessed the right things for her children ,
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DQG WKH KXVEDQG VDLG 3LV WKLY QRUPDO” DQG ZH VDLG 3\HV WK|
then gota Sure S tart worker [who]  talked about doinga CAF ¥ DQG VKH VDLG 3LV
WKLV QRUPDO SQOFYH WHD'LG 3\HV ZH RIIHU HYHU\ERG\ D &9%)°

We see therefore how health visitor s are often contriving reasons to see and be with
Pakistani women perceived by them to be at risk, and finding ways to make these visits
ILW WKH pVA\VWHPY RU IR U® Dt&rvéhtioRI UD PAHHI OO GR DQ HRPQBY pSUH
(YH ODQ\ RI WKH DFWLRQV GHVFULEHG DUH Dg@gevVhackzibthdt RI EHLQJ DEOF
door° -LOO RUQWGRD: UHDVRQ (B/&. JTRislaiér behaviour could be described
as a form of covert surveilla nce in that the health visitors appear to be surreptitiously
monitoring household activities as a perceived means of protecting the women or

preventing further harm.
5.4.3 Surveillance
Surveillance closely links with  Contrived Interventions in that it de scribes part of the

clinical response to non -disclosure. Surveillance is also similar to the sub  -theme

Watchful Waiting - however whi Ist the latter is more of a passive, open and supporting

action, for example listening and watching, the theme of Surveilla nce reflects the way
KHDOWK YLVLWRUV GHVFULEHG PRUH RI D PRQLWRULQJ FKHFNLQJ RU |
interventions. The data also suggests that Surveillance LV DQ DFWLYLW\ pGRQH WRY WKH

as opposed to with fully informed consent. For example

In that situation [where abus e is suspected] we just increase our visits really.
Just to see how things are going. So we make up excuses, or | make up excuses,

to go out and visit . (Vanessa)

| think | just find some reason to go, something to do with t KH FKLOG RU VD\ 3,
IRUJRW WR DVN WKLV ODVW WLPH" \RX NQRZ VRPHWKLQJ OLNH Wk
, ILQG WKDW SHRSOH ZKR GRQMW VSHDN (QJOLVK YHU\ ZHOO DQG |

background [Pakistani] might not even query it anyway . (Ruth)

Surveillance ap SHDUV WR EH VWURQJO\ DVVRFLDWHG ZLWK KHDOWK YLVLWR
FKLOGUHQ )RU H[DPSOH LQ WKH H[WUD F WedpiH@aRbs&eyg/dd WDONYV DERXW
one household, even though she has been told there is no violence occurring. She

justifies th is by her concerns for the children.

¥ common Assessment Framework + at the time of interview this process was considered a pre -
requisite for women at risk to be able to receive additional or enhanced support
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The children have se enalotof violencein thepast. 6R WKDWfV RQH ,fP NHHSLQJ |
ELW RI FORVH H\H RQ DW WKH PRPHQW 6KH WHOOV PH WKHUHTYV
moment but | justth  ink what have the children seen inthe past when it was all

going off ?

In the following example from Eve she describes being very honest with the woman that
WKH FKLOGTY QHHGY DUH SDUDPRXQW

0 LWV DITHFWLQJ WKH FKLOG WKHQ DLW @ EEXORS HRQP Bl QRGX WRIMPE WR
DQG vélltcanap SUHFLDWH WKDW >\RX GRQfW IHHO \RX QHHG DQ\ V
GRQIW ZDQW WR SXW \RX LQ DQ\PRVHH;DW JM D B XWK HINQQ R W
meeting his milestones, his speech is delayed,  poor attachment and things, so we

are going to have to do a bit of w orkwithhi P EXW DOVR VXSSRUW \RX DV ZHOO
(Eve)

Here, however in order to gain access, Laura talks about failing to disclose the true

rationale for the visit:

, FHUWDLQO\ ZRXOGQYW GLVFORVH WKDWouytddmgsteRPLQJ RXW WR W
violence. | woul d come up with an excuse -3RK ,TfYH ORW-R@IBO\ LQ FOLQLF IRU«”
or 3KRZ DERXW , FRPH RXW WRPRUURZ" -XVW Ohitobhd NQRZ ,7100

then obviously that gets you in the doorway again

Pamela , below , appears clear why she feels sometimes Sur veillance is necessary and
appears less conflicted about her priorities within domestic abuse th an some of the other

health visitors seem  to be . For her the role is DERXW HQVaieguape 3 SDUHQWLQJ

The role of the health visitor is to make sure that th at victim can adequately

parent her children| «@ DQG W Kdil&/iswid€ &t risk of harm from anything

WKDWTV KDSSHQLQJ LQ WKH KRXVHKROG 6R RQFH \RX DFFHSW W
EHFRPHY HDVLHU WR QDYLJDWH ZKDW ZHYUH DFWXDOO\ GRLQJ

The suggest ion revealed in most accounts is that in terms of all these Covert Actions
health visitors consider there to be an ethica | rationale behind their activities , thatis to
say, they believe the end justifies the means in terms of the conc ealed nature of these
actions . We have seen how many justify thei r behaviour because they deem that by
providing Presence they are contributing towards keeping women and children safe *

3ZH KDYH WR FRQVLGHU LI WKHUH DUH DQ\ VDIHJXDUGLQJ LPSOLFDWLR
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househ old © 3 D P H O Dthere was a problem with the child or any of the children that

wou Id give you a reason to go back " (Vivian).
Ruth, below, outlines how she sees that sometimes openness and being more up front
may be counterproductive or even put the i ndividual at more risk:

Ideally yes, you should be upfront with clients but sometimes it might mean

going on another routine visit just to get more information [pause] in the main
that is the best approach - direct, to the point, honest. But sometimes th at could
completely clo se things down and , VXSSRVH \RXYYH JRW WR TXHVWLRQ LV

putting somebody atmo  re risk ?

Not all however agreed with this approach and some respondents felt honesty and

candidness are important features of all practitioner/clie nt relationships:

If we are expecting clients to be honest with us, the very least we can do is to

give the same back. W e need to be open and honest and say [pause], and it

shows that we care about the clients. You know -3, 272DV D OLWWOH BdauW ZRUULHG
you. |just wanted to come back and see if everything was OK " > «I@now in the

SDVW SUDFWLFH ZDV WR ILQG VRPH RWKHU UHDVRQ WR JR EDFN L

counterproductive.  (Pamela)

In expressing this view Pamela seems to imply lack of any transpa rency could have a

negative impact on the health visitor/mother relationship tan area of clinical practice

which was demonstrated as being a key component of Presence in terms of contributing

towards safety.  These conflicting views could link to the sub -theme Role Ambiguity in

that they indicate that there is a lack of clarity among the respondents on the correct

course of action in certain situations of non -disclosure. There is also a suggestion of

Moral Distress in that whilst Ruth and Pamela both agree WKDW EHLQJ KRQIb&®W LV WKH 3
approach ©~ 5XWK YRLFHVY FRQFHUQ WKDW LW DOVR EULQJY DQ HOHPHQW R

5.5 Conclusion

This analysis has identified three overarching themes which combine to address the
research objectives . Whilst each theme is distinctive, many of the themes and

subthemes are linked and inter -related. Broadly speaking however the theme of

Presence refers to those actions and areas of practice health visitors feel contribute

towards keeping Pakistani women safe, Role Strain tells the story o  f the challenges the
health visitors perceive themselves to face and Covert Actions describes the endeavours

they take to overcome barriers they encounter.
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The data suggestthat  Presence is viewed by the health visitors as important in terms of
Building T rusting Relationships . This, they believe, facilitates Repeated E nquiry , which
combined with W  atchful Waiting  appears a key component in encouraging disclosure of
abuse by Pakistani women. Presence it seems however can also be a potential factor in
increas ing risk to the woman if not carried out sensitively and skilfully. The role of the

interpreter seems significant in achieving Presence however we have seen that referral

to other s, for example the GP, can be seen as increasing risk to women.

Role Strai n appears to be exacerbated by a sense of Feeling ill-equipped for this area of
health visiting practice. We have seen how health visitors rely heavily on experiential

knowledge to inform practice against what they perceive to be a void of relevant
interve ntions and concre te background knowledge in this specific area of work.

Increasing lack of autonomy in how to prioritise their time and follow their instincts

appears to be a contributing feature of Role Strain as does lack of clarity on the role and
funct ion of the health visiting service among Pakistani women at risk. Feeli ng of anxiety

and vulnerability  are voiced throughout many of the data excerpts.

In order to cope, and in endeavour s to help keep Pakistani women safe the health

visitors describe wor  king in an almost surreptitious way at times by engineering reasons

for visiting or getting the woman out of the home in an effort to provide further support

or information. There appears to be a fine balance between what is seen as support and

what might be considered as  Surveillance . Feelings of ethical and moral tension are

evoked in the accounts of these practices, however safeguarding children was seen by

most as justification for many, seemingly, Covert Actions . It could be argued however

that certa in more passive activities of the health visitors, for example Watchful Waiting

and those linked to fear of doing further harm are symptomatic of some practitioners

NQRZLQJO\ RU XQNQRZLQJO\ FROOXGLQJ ZLWK VRPH IDPLO\TV DYRLGDQ(

of violence towards mothers.

Perhaps the most significant tool or resource that the health visito rs appear to utilise is
Intuitive Practice  and this sub theme underpins most of the overarching themes. One of
the major challenges for health visitors however, appears to be that despite a strong

feeling that their intuitive feeling are right, they perceive that practice based on gut

feeling would not necessarily be seen by others, for ex ample managers, as legitimate. In
the next chapter many of these issues are discussed further and located in the context of

current professional knowledge and theory.
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Chapter 6 Discussion

The following chapter contains a critical discussion about the findings of the research
undertaken. Existing theory and research i susedto elucidate the results  of the study
and consideration is given as to how the se findings relate to current understandi ng on
the subject areas of health visiting practice and violence agains t Pakistani women . A

critical realist lens is applied.

6.1 Health v isiting practice

In this initial sectiont he focus of the discussion is on WKH KHDOWK YLVLWBRISddY UROH ZL
Pakistani mothers  and how this is experienced and viewed by the research participants.

The findings are discussed in the context of contempora ry health visiting practice using

existing knowledge and referringto  prior studies . This section of t he discussion links

predominantly tothe research themes of Role Strain and Presence 2 and their

subthemes .

The principles of health visiting practice hav e remained constant for decades. The
literature suggests however that the way those principles are implemented and the
ensuing priorities for practice have, over the years, been influenced simultaneously by

the prevailing political climate and numerous mod els and epistemological perspectives

Burell, 2011 ||Peckover, 2013 ). The consequent fluctuating demands on the health

visiting role have, at times it seems, resulted in a lack of clarity about the core work and

therefore possibly contributed towards a sense of confusion for some individual

practitioners  (Pritchard, 2005

The findings of this study appear, in part, to support this view. We have seen how there

is variance in the way the health visitors perceive their role with victims of domestic

violence, and how  a variety of perspectives are expressed on the nature and extent of

the support they might offer Pakistani mothers. The Healthy Child Programme is viewed

by many of the health visitors as providing a clear framework for intervention however

at the same ti me seems to be perceived by some as prescriptive. Though seemingly well

attuned to the changing political landscape of healthcare the health visitors appear to

view there to be an overemphasis on the achievement of certain practice based targets

resulting LQ D HWRFINDSSURDFK WR GRPHVWLF YLROHQFH ZRUN 7KLV VRP

8 Throughout this chapter the theme and subtheme names as identified in study findings are highlighted by
the use ofitalics. Where these same words and phrases are used as part of the general narrative or in different
contexts, normal font is used.
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innovation and limits more autonomous and flexible practice therefore inhibiting how

differing need can be met. Such findings are similar to views expressed by health visitors

in a study by |Greenway, Entwistle, and terMeulen (2013 who describe ethical tensions

experienc ed by health visitors seeing themselves to be required to balan ce a public

health agenda with the need to be responsive to individual clients.

In the current study, ¢ ertain perceived structural barriers are cited by the health visitors

as unwelcome challenges in their work with abuse d Pakistani women. Lack of time to

carry o ut the extent of the work considered by them as necessary is one such cause of
concern. Feelings of Role Strain are depicted and sentiments of disempowerment

expressed as practitioners describe how they struggle to fulfil the overall demands of the
work. The analysis suggests however that a key factor in this is lack of autonomy in
terms of how the health visitors feel their time is allocated and the way their work is
prioritised . In otherwordst hey have Diminishing Autonomy  to be able to openly do what

they feel is required , and the first -hand accounts reveal conseque nt feelings of anxiety

and unease . These findings are similar to other research conclusions e.g. Colligan &

Higgins, 2006 ) that suggest a lack of autonomy in the workplace is a major factor in

contributing towards stress. Anxiety and uncertainty has been noted in other studies of

health visitor s working in cross -cultural care (Cuthill, 2014 ) however this was not with

specific reference to domestic abuse work. Autonomy in decision making has been

described by |Traynor, Boland, and Buus (2010b as a feature of professional practice,

and health visitors particularly have traditionally enjoyed more autonomy t han other

community nurses Rose, 2005 ). Increasing bureaucracy and a tightening of

management control on health care workers in recent years is seen therefore by many to

be an unwelcome challenge to th e professional autonomy of nurses (see e.g. Castledine,

200 3) and health visitors Greenway et al., 2013

A further challenge to professional autonomy in healthcare has been said to be the rising

evidence -based me dicine movement Traynor et al., 2010b . Though described as the
furrent knowledge protocol " LQ W KH(Robihison, 2012, p. 12 the concept of

evidence -based practice is often subject to debate and criticism on several grounds  (e.g.

Hammersley, 2005 Kerridge, Lowe, & Henry, 1998 , which include suggesting that it

does not account for the highly contextual, subtle and sometimes tacit judgement that
professionals draw on in making clinical decisions . The findings of this study suggest that

some of the Role Strain health visitors describe comes from ambivalent feelings on the

both the nature of and role clinical evid ence plays in their practice with abused Pakistani

women. On one hand the requirement to base their SUDFWLFH RQ psdemisGdb@ FH
viewed positively by many health visitors andt  heir comments imply that this is because

it gives their practice a degree of legitimacy. At the same time it appears they perceive
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WKHLU FOLQLFDO FKRLFHY DUH OLPLWHG WR ZKDW PDQ\ SDUWLFLSDQW
evidence. Indeedmany WKHRULVWY DWWULEXWH D pKLHUDUFK\T WR QXUVLQJ
privileges clinical trials and FRQFHSWXDO PR GitelhgéntRespbse s~ WR QXUVLQJ

problems (Risjord, 2010, p. 233 . Others, for example Jamous and Peloille (1970

propose that the work of professionals is distinctive because of its high levels of

indeterminacy relative to technicality . Such seemingly polarised, but not incompatible,
perspectives could help  illuminate why the health visitors fre quently represent their  work
in a way that foregrounds indeterminate aspects of their decision -making, whilst at the

same time exercise  a sense of caution which is perhaps associated with how others may

judge some of these decisions.

What has become to be  known as evidence -based practice (EBP) had its foundations in
the evidence -based medicine movement which started in the UK in the early 1990s as a
way of ensuring that in medicine, only treatments with proven efficacy are used. The

movement encouraged prac  titioners to examine and improve their practice by testing it

against scientifically validated external evidence Robinson, 2012 ). Predictably , health

visiting w ith its long history of change, evolution and adaptation to the politics of health

saw EBP, as |Elkan et al. (2000 state, a welcome opportunity for health visito rs to

demonstrate their efficacy, skills and professionalism. The embracement of EBP also

occurred in juxtaposition with the raising of the specialist practice qualification to degree

status (Robotham, 2005a ), and h ealth visitors now enter the workplace with an

understanding of the requirement to integrate theory into their practice (Robinson,

2012 ). Unsurprisingly therefore, health visitors interviewed for this stud y appear

mindful RI WKH YDOXH SODFHG XSRQ WKH XVH RI pHYLGHQd&H T LQ FOLQLFI
demonstrate a cognisance with being accountable in their clinical decisions and

organisation of care. They however seem to struggle to articulate what they would view

as valid evidence in this particular clinical practice area which the literature has

por trayed as being highly complicated by a wide range of social and cultural factors.

Paradoxically, whilst  expressing a belief WKDW D upVFLHQWLILFY HYLGHQFH EDVH LV

of their practice with abused Pakistani women, the health visitors describe ho w I ntuitive

Practice is often a basis for much of their clinical decision making. More so, that what are

perceived as positive outcomes frequently validate their intuitive decisions. Though this

concept is described by them in several ways, for example hav LQJ D uVL[WK VHQVHY RU uJ
IHHOLQJY DERXW WKH LVVXH WKLV QRWLRQ JHQHURB®®NUHIHUV WR KR
detect awoman is being abused even when this fact has not been disclosed by her . This

phenomenon has been noted in other studies e.g. Taylor et al., 2013 . In the current

context , intuition appears to become a tool of assessment in the same way clinical

judgement or wisdom based on experience may be. Such measures however are
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generally perceived by the hea Ith visitors as lacking validity or authority within the ir
formal clinical assessment process. The consequence of this for some is that they then
by covert means , derive other ways of maintaining Presence and proximityto  the
woma n inan attempt to keep her safe. Sometimes this is by fabricating reasons to

maintain contact.

Intuitive Practice  in nursing has been described in many ways, for example as the Hdirect
perception of truths or facts in GHSHQGHQW RI DQ\ UHDV RMQICQchest&R FHV [~

Pincombe, 2001, p. 342 DV WpKddess of using knowledge from experience

Robotham, 2005a, p. 19 D Q @Gnderstanding without a rationale " (Benner & Tanner,

1987, p. 23 ). Work by [Benner (1984 ),[Benner and Tanner (1987 and |Agan (1987

found that intuition forms a significant part of everyday practice of expert nurses, and

Goding (2000 ) and |Robotham ( 2005a ) have both suggested tha t intuition is an

important component of health vis iting practice.

Critics of Benner, for example Lamond and Thompson (2000 argue that decisions based
on intuition lack visibility and that promotions of intuition often rely on the remembered
stories of those whose intuitions turned out to be correct , Which can be misleading.

English (1993 ) states that because intuitionisno tamenable to rational e  xplanation it

has limited applicabili  ty in the nursing profession | Traynor, Boland, and Buus (2010a

have described how the long  -standi ng drive for professionalisation has played a part in

attempting to distance nursing from WKH PRUH LQGHWHUPLQDWH DQG pLUUDWLRQI
decision making, for example tacit judgement and the use of intuition . Others have
noted strong links to gender in such arguments that associate aspects of nursing

NQRZOHGJH WR pZRPDQYY NQRZOHGJHY SURGXFWV DQG WKHUHIRUH OL

science based products such as medicine Cash, 1997 ). Nevertheless,t he evidence from

this study suggests that intuition is considered by the health visitors to be a valued,

though unaccredited tool of assessment in situations of suspected domestic abuse where

disclosure is not forthcom  ing. This finding is perhaps more attuned with those of Ling
and Luker (2000 who looked at the importance of intuitive awareness for health visitors
carrying out  child protection work. They con clude that although intuition was readily
identified within the process of decision m aking among respondents, and was referred to

by someas WKH 3VLOHQW DODUP" KH D Ca\pKsitfon \htulioR U VoritgeSH D U

periphery o f more scientific forms of knowledge (p.577).

Describing how intuition is used in broader areas of clinical practice, Benner, Tanner, and

Chesla (2009 ) linkint XLWLRQ ZLWK GHOLEHUDWLRQ VWDWLQJXh&KDW LQ FRPS

expert deliberates about the appropriateness of his intuitions © S 7LPH WKH\ JR RQ
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to suggest, if it can be afforded, allows the decision maker to put off acting until other

compellin g evidence is available. For health visitors in this study however, perceived

structural barriers for example rigid assessment tools, and what is often viewed by them

DV D SUHVFULEHG SURJUDPPH RI phPFRQWDFWVY ZLWK PRWKHUV DSSHDU
restric t flexibility. The opportunity to gather other, more seemingly legit imate evidence

by maintaining Presence and, or carrying out  Repeated E nquiry about domestic abuse is

subsequently limited and we see therefore how decisions based purely on intuition may

be contributing towards feelings of vulne rability and seem to encourage covert practice

Moreover, as intuition is frequently cited by the health visitors as being associated with

experience in a similar ways that others e.g. Benner et al. (2009 link intuition with

%xpert practice ~ S VXFK THHOLQJVY FRXOG EH IXUWKHU HIDFHUEDWHG |
practitioners who may be more reliant on standardised assessment tool s from which to

make confident clinical assessments. Indeed findings from the present study made

reference to how less experienced health visitors often speak of Feeling ill-equipped for
work with abused Pakistani women. It could also be argued however tha t newly qualified
KHDOWK YLVLWRUV PD\ ZHOO DOUHDG\ EH pPH[SHUWYT QXWM#V ZLWK KLJ}

therapeutic skills. |Ling and Luker (2000 for example, in their study into intuitive

awareness , remarked that in child protection work some relatively junior health visitors
noted and responded to perceptions, later validated, which were entirely based on

intuition.

Covert practice is notatermused b vy healt h visitors in this study however the phrase

Covert A ctions is employed within the thesis to encompass a range of seemingly hidden

or concealed activities  that appear to be specifically connectedto KHDOWK YLVLWRUVT
encounters with Pakistani women experienc ing abuse. C overt practice is a term used by

general nurses to describe situations  whereby treatment (usually medication) is

concealed so the patient is unaware that they have received it. It is considered

controversial practice by bodies such as the Nursi ng and Midwifery Council NMC, 2008

and debates within the literature often associate the notion with the concepts of
informe d consent, concordance and compliance, whereby covert practice frequently sits
at odds (e.g. [Colloca, Lopiano, Lanotte, & Benedetti, 2004 Griffith, 2007

In this study, we have seen how some Pakistani women can be inhibited from disclosing

abuse when health visitors enquire. Reasons for this have been suggested by the
research participants  as being shame, fear of dishonouring the wider family, lack of
privacy to enable disclosure and a failure to recognise certain behaviou rs as abusive.
Covert Actions , such as contrived reasons for carrying out home visits, in this context

are therefore associated with det ection and Surveillance , and a perception b y certain

111



health visitors that seeing and being with the woman contributes towards keeping her

safe. Little is seen elsewhere in the literature about this practice in relation to UK health
visiting , however one Au stralian study looking at community nurses fwork with abused
women found that although a high level of trust between victims and the nurses was

considered important, the nurses felt requiredto  work in various ways to mask their true

involvement with the f ~ amily in order to gain access to the home Cox, Cash, Hanna,

D'Arcy - Tehan, & Adams, 2001 . Midwives in one study carried out in London also report

GHYHOR SttaQebiés © IRU H[SODLQLQJ WR PDOH SDUWQHUV ZK\ LW ZDV QHFF

woman alone, actions which the authors suggest were not always entirely overt Mezey,
Bacchu s, Haworth, & Bewley, 2003, p. 752 . The rationale behindth e covert nature of
certain activities in this study is that it was felt by several participants that amore

candid approach could put the woman at greater risk. There appears a belief by some
health visitors  thereforethat WKH pHQGYT MXV WL IL &fdrnWoK Hopsegubrpaligm.

In other words, the health visitors are reasoning these actions from a utilitarian

perspective (Mill, 2009 ) suggesting thatthe  course of action is ethical and in that it
maximises pood 1 RU Ei@O ,QGHHG WKH F RteFaHebitif nBcessity -~ KDV EHHQ

linked to aspects of c overt practice in other nursing situations Griffith, 2007, p. 81 ,

however this has  generally been when the patient is unable to consent to treatment.

Whilst recognising that much of health visiting work is unrequested by families Bloor &

Mclntosh, 1990 Ling & Luker, 2000 ), dnvisible ~ (Peckover, 2013 ||Pritchard, 2005 or

%hidden “ (Seal, 2013, p. 227 ), informed consent for any intervention is a fundamen tal

component of nursing care NMC, 2015 ). The Code of Professional Stan dards of Practice

and Behaviour for Nurses and Midwives states thatthey P XV W Bpéeniand candid with

all service users about all aspects of care and treatment “(NMC, 2015, p. 11 ). This raises

the question of whether Contrived | nterventions such as those described by health

visitors in this study can e ver be justified. Secondly, how do health visitors rationalise

certain elements of covert practice with their apparent endeavours to forge trusting
relationships with Pakistani women? Perhaps the answer touches on what Bloor and
Mclintosh (1990 haYH FDOOHG R Qddntral avivbifgtitiés of health visiting © S

which is that on the one hand health visitors are expected to establish supportive

relationships with parents, whilst on the other they are charged with monitoring, or as

Peckover (2002b DOOXGHV WMRIitny DMOPLOLHV S

Relatio nship building with mothers has been described as a key mechanism or way of

working for health visitors Appleton & Cowley, 2008b and considered especially

im portant in enabling uptake by those who find services hard to access Cowley et al.,

2015b ). Developing trustingr elationships may also facilitate health visitor V §bility to
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identf \ DQG UHVSRQG WR WKHLU FOLHQWVY H[SRVXU HEVd#oh,QW L

2006 ). Itis unsurprising therefore that health visitori n this study speak  of Building

Trusting R elationships as being an important component of their work with Pakistani
mothers living with abuse. Building the relationship is considered by them to be

something requiring time and investment however can, most beli eve, contribute towards

encouraging disclosure. These findings are similar to those of Hester and Westmarland

(2005 ) who conducted a study to look at effective interventions and approaches in

domestic violence work. They found key issues linked to successful outcomes were

building trust, mutual respect and practitioners being flexible as to the pace and

direction of the intervention. This study did not however look at whether these issues

apply in the same way for all cultural groups or look at whether one -to - one relationships
with health professionals have the same significance or efficacy with domestic abuse

victims living within collectivist cultures.

Much of the health visiting literature pertaining to relationship building stresses the

importance of sensitive communication between practitioner and client (e.g. [Chalmers,

1992 | |Cowley et al., 2015b .|Robinson (2012 ) has described talk as a key performance

skill in health visiting practice and |Seal (2013 ) says listening is a critical component of

effective communication by nurses . Interestingly ho  wever, the findings from this study
do not suggest that communication is a significant challenge to health visitors supporting

Pakistani women, other than when the woman is actively prohibited from speaking.

PDWH SDI

6RPH SDUWLFLSDQWY QRWHG WKHLYDO@XH RQ vQMMXIDMQAIRIV ZKHUH WKH

disclosed living in an abusive situation - listening visits being  anintervention more
common ly seen among practitioners  working with women suffering post -natal depression
Turner, Chew -Graham, Folkes, & Sharp, 2010 . What appears to be more noteworthy

however is the role the interpreter appears to play in these encounters which seems to

be much more than simply assisting dialogue. The data suggest that that it is the
presence of the interpreter that is the significant factor and that it is this that can

facilitate and contribute towards creating a trusting relationship between health visitor

and client.

Itis not possi ble, within the confines of this study, to know how the presence of the
interpreter achieves this or indeed to state for certain that it does. The literature also

appears unable to help illuminate this perception further. The data intimate however that

th e added value the presence of the interpreter brings is that as well as being able to
translate the dialogue, the individual is also interpreting the dynamics of the encounter.

It is suggested here that this facilitates a deeper understanding between health visitor

and woman therefore contributes towards the forging of trust. This apparent
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phenomenon may however be worthy of further examination at a later date and is one of

the recommendations made within this thesis for further research.

Drawing on the w ork of |Archer (2003 ), a critical realist lens on the discussion of the

findi ngs thus far would highlight the role of social structure and the notion that in certain

contexts the health visitor is a representation of the MVWDWHYT DQG WKHDZRIRMNWY WKH u
Working from the standpoint that there is a recognition that social structure does not

fully deter mine the health of individuals but provides the conditions that constrain or

facilitate health  -related activities e.g.Scambler, 200 1) WKH pVW WbwXimphyeherf  of

the programme of interventions available to practitioners is an important feature of the
tensions in  their work with Pakistani women. The rationale being that as a population
group which is part of a collectivist cul ture, the woman is tied to the collective rather

than individual state.

6.2 :D\V RI uNQRZLQJT

Several health visitors interviewed for this stud y expressed views associated with

frequently Feeling ill-equipped when working with Paki  stani women living wit  h abuse . In
other words, they believe that the guidance and formal training on domestic violence

that are avail able to them, do not translate usefully to their interventions with Pakistani
women. [Risjord (2010 UHIHUV WR WKLV FRr@évasav-gap/” WR)HTHe theory -

practice gap i s a familiar phenomenon within nursing and generally means that whilst

intellectual knowledge about a subject area is available, the theory is not translated into
DFWLRQ 5LVMRUGTV XVH RI WEpHifferslio hatitldalHdOgQdstdn the
usefulness or direct relevance of existing research and theory. The suggestion therefore

being made in this section of the discussion is that the knowledge required by health

visitors working with Pakistani women who are experiencing violence often differs f rom
that which is needed during interventions with abused women fr om other population
groups. T he follow ing section therefore  explore s which specific forms of knowledge the
health visitors appear to be drawing from in this area of practice, and look at how this
HTXDWHYV ZLWK FHUWDLQ WKHRUrkikgVInpartichl@ RZ&QUB H Q TY X
SDWWHUQV RI NQRZLQJ DQG %YHQQHUTYV ZRUN RQr&/us¢dOO DFTXLVLW

Though many other theoretical perspectives exist which describe the evolution of nursing

knowledge or which define different knowledge types (see e.g. |Fawcett, 1992 ||[Risjord,

2010 | [Robinson, 2012 ), Carper and Benner are viewed as being particularly helpful in

illuminating the differing facets of knowledge health visitors in this study describe

utilising or appear to draw from.
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Uncertainty in particular situations is frequently associated by the health visitors with

expressed feelings of vulnerability and anxiety . W e have seen how, in the absence of
other perceived means of knowing what to do, clinical assessment based on intuitiv. =~ e
feelings can often influence WKH KHDOW Kclinicdl datigtod m&king. At the same time
however, whilst expressing confidence in those judgements health visitors perceive

intuitive decisions as lacking formal legitimacy within their practice. Intuit ion, together
with concepts like judgement , form SDUW RI|I WKH pD HMSIKgH kidwiedde Rals
described by|Carper (1978 ). &DUSHUTV VHPL QDRun&ErtaUP Ra@erns of

Knowing in Nursing drawing on the work of |Dewey (1934 ) and |Polanyi (1958 ) outlines

four knowledge approaches adopted in nursing - empirics, ethics, aesthetics and
personal knowledge. FXUWKHU LWHUDW L Rr@odelfhéa €elbees Buddested in the

years since its inception as other researchers and nursing theorists have attempted to

add clarity and contemporary relevance (e.g. |Jacobs-Kramer & Chinn, 1988 Munhall,

1993 | |White, 1995

7KH WHUP DHVWKHWLFV LV XVHG E \krfobleHigeyained Ry Qubjatie LEH pp

acqua intance Y (Carper, 1978, p. 16 . This is also referred to as the art or craft of nursing

Finfgeld &onnett, 2008 ) and describes how nurses interpret or perceive certain

situations. This theory has similarities with Benner et al. (2009 who describe knowing in
WKH H[SHUW Q XgskiNed pBrférrarice which is linked with judgement © S , Q
%HQQHUTV ZRUN VKH DSSOLHV WKH "UH\IXVY ORGHO RI 6NLC

Dreyfus & Dreyfus, 1980, cited in Benner, 1984 to nursing. The model posits that in

the acquisition and development of a skill, the student passes thro ugh five levels of

proficiency: novice, advanced beginner, competent, proficient and expert. Health

visitors in this current study refer to how their knowledge in the practice situation

frequently comes from more non - quantifiable and naturalistic processe s, and many say

KRZ WKH\ GUDZ IURP pH[SHULHQFHY WR LQIRUP FOLQLFDO GHFLVLRQ PI
women. Experience in this context could imply longevity or time spent in the fi eld.

Experienceisalso GHVFULEHG DV pOLIH HYHQWVY D aly a8 BrlUupdrtanQDPHG HPS
node in the aesthetic pattern of knowing. Experience may also mean that a health

YLVLWRUYY SUDFWLFH KDV EHFRPH UHILQHG WKURXJK VHYHUDO HQFRX

similar situations and in that sense they know what to do. Interestingly , in her work

Pritchard (2005 looking at how life events contribute towards how health visitors

respond to women in their professional work, concluded . dnvisible private knowledge
gained in life events can have a transforming effect for both health visitors and clients.
However, there is no educational model which legitimizes private and personal

knowledge as a resource for use by health visitors 236). This type of knowledge it

therefore seems, is largely un -attributable in contemporary health visiting practice.
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The health visitors seem also to be drawing on propositional knowledge, which Eraut

(1994 ) GHVFULEHYV DV Ld3dibng Bas€d théories and concepts derived from

bodies of coherent, systematic knowledge
&DUSHUTYV MHPSLULFVY DQG FR|FB@WGM—1984Z[L\ABKCH‘D¢@DSN
%*nowingthat = HYHQWV RBFThEfindings of this study suggest that this is the

S 103). Propositional knowledge equates to

kind of knowledge that the health visitors are more comfortable with incorporating into

their practice. Examples of domestic violence interventions based on propositional

knowledge could be routine enquiry into domestic abuse or the use of evidence  -based
referral protocols and pathways. The comfort appears to come from the reassurance that

these are validated interventions, paradoxically however there is also a perception by

some that more rigid tools, such as those often used for assessment and care planning,

restrict professional judgement.

These findings hold some semblance with those of Cowley, Mitcheson, and Houston

(2004 ) and |Appleton (1997 ) in their work evaluating structured health needs assessment

tools used by health visitors as a way of identifying vulnerability. Though no w somewhat

dated, the Appleton study raises interesting questions about valuing the role of

professional judgement  within formal assessment . Assessment tools which were

considered effective LQ $S SO HWdy @dr&'those which included reference to

subject ive factors, for example 3LPSRQGHUDH®WMHH Ofailies who make one

IHHO LQVWLQFWLYHO\ XQHDV\" DQG 3DQ\ RWKHU IDFWRU ZKLFK PDNHV \
instinctively uneasy ~ S Appleton concluded that  while guidelines need to be

robustly deve loped, the use of rigid assessment tools with no subjective element could

resultin vulnerable families being missed by health visitor .|Cowley et al. (2004 sugg est

that the introduction of more structured health visiting assessment tools is occurring in
response to the emerging NHS commissioning landscape, subsequent organisational
UHTXLUHPHQWY DQG WHKB LD MDA RIting (p.520). The stud y goes

on to describe how health visitors often appear to put up a degree of resistance to the

use of such tools as they perceive them to impede the relationship -building process with
mothers.
The relationships between a nurse and their patient is a comp ROQHQW RI WKH pSHUVRQDO

NQRZLQJY SDWWHUQ LQ &DUSHUTfV IUDPHZRUN 7KLV SDWWHUQ LV VDLC
WKH SDWLH&asW WG LQYROYHYV HQJDJHPHQ W(\EHitey K098, K.HISHUVRQ

It is also about the nurse knowing themselves. We have seen in this current exploration

RI KHDOWK YLVLWRUVT HQ F R XaRistaH Wamen haiktrustispereeved to be

an important element of the relationship and considered key to encouraging disclosure of

abuse. Applying &DUSHUYV WKHRU\ VXJJHVWYVY WKDW WKH GHYHORSPHQW RI
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a significant factor in enabling the health visitor to know what to do. Benner focuses

moreon the FRQFHSW RI pFDULQJY LQ WHUPV RI WKH QXUVH SDWLHQW UHC
LQ WKLV FRQWH[W KDV VLPLODULWLHY WR &DUSHUYV SDWWHUQ RI SHU
considered by Benneras D ZD\ Rl pNQRZLQJYT WKURXJK XQGHUVWDQGLQJ WKH ¢
sensing something is not right. Benner however, also talks about the nature of power

that resides in caring, and how nurses can use their power to empower their patients

DQG HQFRXUDJH &xdagkP inanfal tasks the patient would not readily undertake

on theirown ~ (Benner, 1984, p. 209 . Whilst Benner is highly likely to be alluding to

physical pain in this comment, the phenomenon may also be synonymous with the

health visitor/domestic abuse victim relationship and be a significant enabling factor i n

encouraging disclosure. In this situation, this could be said to be similar to intuitive

practice , however used in this context it LV uXQNQRZLQJO\ NQRZQY UDWKHU WKDQ
NQRZQY 7KH QRWLRQV Rl SHUVRQDO NQRZLQJ DQG FD%fuQJ WKHUHIRUH
insight into how the health visitors may be utilising the relationship and its attendant

emotions to problem solve in complex situations. It may also help us understa nd why

the concept of Presence and being with the woman seems so important to them a nd why

these activities appear to be much m ore than simply monitoring and Surveillance .

7KH PRUDO FRPSRQHQW RI &DUSHUYV IUDPHZRUN LV WKH SDWWHU
ethical dimension of nursing work and focuses on matters of obligation and what nurses

I HH® X J KMvbe done (pg. 20). We have seen how health visitors participating in this

study appear to display a strong commitment to supporting Pakistani women they

perceive as being at risk, even when the woman herself has denied any violence o r

abus e is occurring. This  raises one of the most interesting and intriguing questions in

WKLV VWXG\ QDPHO\ ZK\" 8QGRXEWHGO\ SDUW RI WKH DQVZHU OLHV ZL
statutory obligations to safeguard children . We have also seen how  many health visit ors

believe some Pakistani women do not always associate their experiences with the

concept of violence or abuse in the same way they themselves might do and perceive

SDUW RI WKHLU UROH LQFOXGHVY pUDL VA §dicbaid blsoQudyesty What WKH IDFW
the health visitors are VLPSO\ uFRYHULQJ WK Hhhvue sednF howdver: Hhow certain

practitioners describe going to what appear to be extraordinary lengths in terms of

contriving or fabricating reason S, just to a maintain Presence . There appears th erefore

VRPHWKLQJ LQ WKLY EHKDYLRXU WKDW LV DVVRFLDWHG ZLWK GRLQJ Z}I
WKLQJY DQG D EHOLHI WKDW WKH DFW LTR&nor BtalH2PIRW DO PAkiX VWLILHG
specifically at clinical decision making in nurses, observed similar depictions in

SDUWLFLSDQWVYT DFFRXQWY RI KRZ WKH\ DFFRPSOLVK PRUDO DQG LQIO
where they perceive their professional autonomy to b e limited. Concluding, the authors

GHVFULEHG QXUVHVY DV VHH L QuarkiidghémidatyCad-sicdaséfudly in the
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best LQWHUHVWYV RI Wéhkstrigihgwtharm&elWe's as powerful, morally responsible

and autonomous professionals promoting their leg itimate observations  (p.1511).

Similar moral and ethical tensions were found among groups of health visitors in a study

by [Greenway et al. (2013 where healt hvisitors were expected to direct resources (i.e.

time) towards organisational objectives and targets, rather than meeting what they

believe d to be the needs of individual clients. Health visitors in this study considered
their professional judgement and autonomy were  attimes being compromised. Many
therefore adopted a strategy of distancing themselves from requirements they

considered inappropriate by informing clients that these were externally imposed. Similar

responses have been seen in other studies e.g. Cowley et al., 2004 when health

visitors perceive themselves faced with ethical decisions regarding organisational
prerequisites which clash with professi onal judgement. Both these examples however
evidence very different behaviour from what is being seen in this study into health
visiting and abused Pakistani women. Using theory drawn from Benner (1984 ), health
visitors in the first two studies are deferr ing responsibility which Benner would s ee as
FKDUDFWHULVWLF RI WKH pDhrBe® With Gtld&Edt@driénCehnlafpa rticular
area of practice. H ealth visitors in the current study  working with Pakistani women
appear however to be putting the wom HQYY SHUFHLYHG QHHGY DERYH DOO RWKHU
including t heir own professional scrutiny. Such actions could equate to what Benner
GHVFULEHY DV WKRVH RI WKH pH[SHUWY SUDFWL WasReR€@Q)diU EHFDXVH

complex decisionsto do  more good tha n harm. They might also be influenced by

scholars such as |Volbrecht (2002 who has argued thatb  ecause patients emerge from

mul tiple cultures and communities, ethical knowledge for n  urses must be seen as

contextual and dynamic. This apparent emphasis place d by health visitors on their

personal agency could also however be, as Traynor et al. (2010b allude to, part of the

desire by some practitioners to sustain a self-image as autonomous professionals.

In this section we have seen how, when working with Pakistani women thought to be

experiencing abuse, the clinical decisions health visitors take appear to be influ enced by
a wide range of knowledge types . Sometim es this is knowingly, at other times perhaps
unknowingly, instinctively or intuitively. Carper (1978) acknowledges that within her
framework each pattern of knowing , though considered  necessary, is not sufficient , and
that integration of the patterns is re quired. According to  [Chinn and Kramer (1999

failure to recognise this integration and relying on just one pattern results in a

fragmented approach known D Vpétterns gone wild  “ (p.12). Itis argue d therefore that
working in a complex area of practi ce, health visitors in this study, though describing
themselves in ways that appear they frequently Feeling ill-equipped , are recurrently
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demonstrating skills and knowledge more commonly associated with what Benner (1984)
ZRXOG GHVFULEH DV uH.[\8hidl wsackndbwl&dged Rot all participants in the

study have equal amounts of longevity in the health visitor role, as experienced nurses,
it could be that what we are witnessing is them pulling on transferable skills and other

knowledge types acqui red elsewhere. In critical realist terms non -observable entities or

unacknowledged conditions are recognised contributors towards an effect, as is context.

Indeed, |Hargreaves and Lane (2001 challenge the linear model of knowledge acquisition

posed by Benner suggesting expertise is often grounded in context. In the current study
however, whilst most participants appear to be integrating a complex hybrid of bo th
theoretical and practical knowledge, they are seemingly failing to recognise their

competence because it is rarely captur ed by, or reflected in, the day -to-day
organisational systems they are working within. This may in some way explain the

feelings of anxiety and vulnerability that we see in their accounts.

The remainder of this chapter will focus on discussing further how knowledge is applied
when health visitors encounter Pakistani women believed to be living with abuse, and

what the health visitors say they do to help keep the women safe.

6.3 Harm minimisation

Though a range of actions aimed at helping women keep safe are found to be being

deployed by the health visitors, the results of the study suggest that the overall

approach takenis one of h arm minimisation. In other words, health visitors employ a
variety of measures designed to reduce the harmful consequences of the situation

because they are frequently unable to prevent those behaviours that they perceive

contribute to causing the woman ha rm.

Harm minimisation as an approach to healthcare interventions is most commonly seen

within the field of substance misuse and addiction and has more recently been

associated with other forms of high risk behaviour, including self -harm (Fish, Woodward,

& Duperouzel, 2012 and gambling (Blankers, Wilkinson, Gainsbury, Cousijn, &

Schelleman -Offermans, 2013 ). Harm minimisation metho ds of working with victims of

domestic violence are also sometimes taken by the police in attempts to reduce repeat

victimisation. Such strategies include increasing home security and supplying panic

alarms (Hester & Westmarland, 2005 . A harm minimisation approach to interventions

recognises that there will always be people who take risks, and so gives them
information and help ~ to promote their safety, with the hope of reducing any further

harmful consequences.
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Recent healthcare policy on domestic abuse does not advocate harm minimisation as a

specific formal approach. The term Safety strategies “ however is used to describe a

range of interventions that enable women in current or past violent relationships to

reduce their risk of re  -victimisation (Parker & Gielen, 2014, p. 584 . The 2014 NICE

guidance that supports currenthealth YLVLWLQJ SUDFWLFH saftidadnind ER X W 3

wit h women to mean interventions which help people judge their risk of violence, identify

the warning signs and develop plans on what to do when violence is imminent or is

happening (NICE, 2014, p. 50 ). All of these approaches however rely on the victim

acknowledging the risk. In this study, non -disclosure of the abuse is identified by health
visitors as a particular challenge when working with Pakistani women. Within this context
therefore the notion of harm minimisation refers to specific interventions frequently

taken by the health visitor in an attempt to keep the woman safe or help her feel safer.
The difference in approach between safety planning and harm minimisation therefore is

that the actions associated with the latter refer to those taken by the practitioner rather

than by the victim.

Harm minimisation  however as conceptualised within the study findings, was not a term

used, orreferred to, by  any of the research participants to account for their approach or

actions. Indeed, using critcal UHDOLVW WHUPLQRORJ\ WKH KHDOWK YLVLWRUV I
may be unable to explain objectively and to account fully for their actions in the

situations they describe . For instance, as social actors they are constrained and bound

by social structures, and the conceptual tools and discursive resources available to them

in their culture which  provide them with ways of interpreting their circumstances Sayer,

1992). Thesestru FWXUHYV DUH QRW WKLQJV ZLWK PDWHULDO H[LVWHQFH QH

that they possess causal powers. Again, the issue of context is important here.

The most common harm reduction intervention that appears to be consistently applied
by health visito rsin this study is Repeated E nquiry . This means the practitioner asking
recurrent direct questions to women about domestic violence. Ensurin g that relevant
healthcare practitioners carry out routine enquiry about domestic violence is not a new

concept. It has been part of clinical policy in many healthcare organisations for the last

decade (Peckover, 2014 ), and is advocated in current Department of Health and NICE

guidance (Department of Health, 2013a NICE, 2014 ). The perceived protective factors

of routine enquiry are that it allows all women to be given information , and provides an

opportunity for  health visitors to assess risk, offer appropriate support  and make a

referral if required Department of Health, 2005 . Routinely asking women has also been

said to be de -stigmatising in that it gives the message that no -one is being specifically

targeted for enquiry Hester & Pearson, 1998 ). Although insufficient evidence has been
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found to recommend screening or routine enquiry wi thin all healthcare settings, routine

enquiry is vie wed as best practice by some professionals Public Health Eng land, 2015

Unlike screening however, little appears known about outcomes for victims following
routine enquiry, other than referral to specialist services. Further research which
measures levels of violence following routine enquiry would, perhaps prov ide better

evidence of its usefulness and is another suggested recommendation from this research.

Significantly , in this study health visitors appear to feel that asking the question in this
population group is often of equal valueto the outc ome of the question in that it raises
awareness. Again, the justification for this view appears to be due in part to frequent

non -disclosure of the abuse, but is also p artly due to the health visitor s fperception that
some Pakistani women do not always see their sit uation as being abusive in the same

way that they themselves might do. The perceived benefit of Repeated Enquiry was
stressed by those interviewed because it is felt to raise awareness in  the woman that

help is available should she choose to at some point acknowledge the abuse and accept

further support.  This suggestion was also made by Salmon et al. (2015 in their study of

routine enquiry in the antenatal setti ng. The literature suggests however that within

collectivist and honour based culture s, similar to those seen in most Pakistani

communities in Britain, concentrated efforts are made by abused women to refrain from

exposing the violence outside of the famil \ VR WKDW WKH UHSXWDWLRQ RI WKH pFRC
SUHVHUYHG 'LVFORVXUH RI WKH pIDPLO\ VHFUHWYT WR D SUDFWLWLRQF
LOQWHQVH DQJHU LQ WKH KXVEDQG WKH ZRPDQYV IDPLO\ RI RULJLQ DQf

intense pressure placed on the woman to sever contact with the practitioner Haj - Yahia,

2011 ||Haj-Yahia & Sadan, 2008

Lack of a confidential environment was cited by the health visitors as a frequent barrier

to asking about abuse in Pakistani households suggesting that the question is therefore

often difficult to ask. In these circumstances the issue however is not one of deni al,
rather than difficulty in speaking safely. This notion has been lin ked in the study to  the
concept of the Elephant in the Room , a metaphorical idiom for an obvious truth that is

going unaddressed. In other words, the health visitor senses a troubling p roblem but for
differing reasons neither they nor the woman want to talk about it. These findings concur
with two studies carried out among midwives in London which found the lack of a
confidential environment within which to ask the question caused diffic ulties conducting

routine enquiry, and that this problem frequently occurs in both the hospital and home

setting (Bacchus et al., 2010 Mezey et al., 2003 ). The presence of the main partner was
also found to be a key barrier to routine enquiry in one antenatal unit in the south west
of England (Salmon et al., 2006 . All cited studies were carried out within mixed

ethnicity populations suggesting this problem is not unique to Pakistani women.
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Repeated Enquiry however, req uires Presence of some kind. In other words the

practitioner needs to see or be with the woman to ask the question. The concept of , and

value of nursing presence iswell  documentedint he nursing literature Doona, Chase, &

Haggerty, 1999 Zyblock, 2010 DQG KDV EHHQ OLQNHG WR WKH pDUWY RI QXUVL
LQ &DUSHUTV 3DWWH U1Qe\:‘p§i,l19lBR Z D@Qelof the earliest nurse scholars who

attempted to describe the concept of nursing presence was Peplau (1952 ) who studied

the nurse #patient relationship and its implications for patient welfare . Over the

subsequent decades presence became acompo nent of several nursing frameworks

Finfgeld &onnett, 2006 ). Presence has been described by |Benner (1984 ) as a nursing

intervention associated with the concept of the expert nurse, and by [Finfgeld &onnett

(2006 ) as an interpersonal process requiring professional and personal maturity. Many

more definitions of the term presence are advocated within the literature suggesting

diff ering defining characteristics for the phenomenon see e.g. Zyblock, 2010 . I'n this

study however Presence is characterised by the  features first identified by Doona et al.

(1999 ) which are sensing, going beyond the scientific data, knowing a nd being with the

patient, because these attributes are felt to more accurately reflect the specific

observations noted within the research data. Presence islinked to harm minimisation
because it is a component of risk assessment. A major area of concern raised by the
health visitors  working with Pakistani women however is that w  hilst they believe
maintaining Presence with the victim can contribute towards keeping her safe, it might

also, under certain circumstance s, put her at more risk.

7KH IHDU Rl uGRLQJ PRUH KDUP WKDQ JRRGYT LV D PRUDO GLOHPPD IUH"
participants in the study and is loosely linked i n the thesis to the concept of Moral
Distress . The term moral distress fhas been used in other healthcare situations to

describe negative stress symptoms experienced by clinicians  that occur in circumstances

invol ving ethically challenging events Burston & Tuckett, 2013 . In this context it is

used to depict how health visitors are at times seemingly walking a tightrope that

balances potential benefits to the woman with risk of even greater harm. One of the
contributing factors is the further harm that may be indirectly caused to the woman by
introducing outside agencies i nto the situation, for example Social S ervices or the GP.

Again, looking towards the domestic violence literature which discusses behaviours more

associated with collectivist and honour based cultures (e.g. |Haj-Yahia, 2011 ||Haj-Yahia &

Sadan, 2 008 | [Triandis, 2001 ) itis suggested that in such families abused women can

pay a high price for their involvement with healthcare professionals.

The potential for harm and examples of actual harm t o women following routine enquiry

were identified in another UK study carried out within maternity and sexual health
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services (Bacchus et al., 2010 ), and there are many references in the literature to the

suggestion that health practitioners may occasionally do harm in their professional work

e.g. Hammersl ey, 2005 ). Florence Nightingale identified more than 150 years ago that

hospitals should do no harm to the sick Nightingale, 1860, cited in Tucker, Unsworth, &

Hindmarsh, 2015 ). Indeed so me of the rationale and debate around the evidence -based

practice movement has included discussion on harm minimisation to patients Chalmers,

2003 | [Hammersley, 2005 ). |Doona et al. (1999 however link sensing, subjectivity and

the ju dgement of the expert nurse to Presence as a way of sensitively balancing the

tightrope of patient safety. The y sug gest that Presence is going beyond the scientific

GDWD" S DJDLQ UDLVLQJ WKH LVVXH RI ZKDW FRQVWLWXWHY UREX
study |Doona et al. (1999 DOVR WDON DERXW 3NQRZLQJ WKH SDWLHQW”™ DQG 3N
DFW’ ™ DV EHLGaht Lddr8@nents of Presence , particularly during situations of clinical

uncertainty (p.62), and Finfgeld &onnett (2006 ) describe how tru sting relationships

enabled by Presence can allow risk taking to take place in the clinical situation. These
findings appear to resonate with certain el ements of the present study w hereby Building
Trusting R elationships , and time, are perceived by the health visitors as important

contributing factors in helping keep Pakistani women safe.

It seems therefore that harm minimisation as an approach to health visiting

interventions  in the context of abused Pakistani women involves seeing the situation as a
whole and gaining a deep understanding of the full range of risks and benefits. With this
population group  Presence has been found to be seen as one of the i mportant
components of harm minimisation. In this context Presence is seemingly more of an

enabler, rather than an exclusive part of this phenomenon. The findings also indicate
that in certain circumstances maintaini ng Presence inthe householdis perceive  dto have
a powe rful direct effect on outcomes for women. It has also been suggested however

that the outcome may not always be a positive one.

The la st section of this discussion further explore s the concepts of Presence and harmin

the specific context RI WKH KHDOWK YLVLWRUfV UROH DQG REOLJDWLRQV WR
Pakistani households where domestic violence is suspected or confirmed. How this

appears to impact on the way health visitors feel able to support abused women is

discussed. This final section of the discussion links predominantly to the sub -theme

described in the findings as Surveillance , whichisa componentof Covert Actions

6.4 Surveillance versus support

Kostovich (2012 describes surveillanc e as one of the antecedents of presence . Though

not a term used by participants in this study with reference to their rol e with mothers,
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the concept of  Surveillance is adopted within the thesis to describe those aspects of

MEHLQJ ZLWKY D ZRPDQ PRUH DVVRFLDWHG E\ WKH KHDOWK YLVLWRUYV
MSROLFLQJY DSSURDFK WR W3UH¢illanteQ dohtdststhvihvothdr @afe pass ive

and supportive elements of Presence notedinthe findn gV IRU H[DPSOH PREVHUYLQJT R
Watchful Waiting . Surveillance as used in the context of this study appears to form part

RI WKH KHDOWK YLVLW R U VdisdlbkLveSIR &sitilaMw&y tQ Reénotion of

Contrived Interventions, S urveillance seems to be an activity sometimes carried out

covertly by the health visitors under the guise of other interventions. The findings

suggest however that the overall purpose of the Surveillance of Pakistani women by the
health visitors is primarily safeguarding children , rather than protecting the woman.
The effects of domestic violence on children have been well documented (e.g.

Humphreys & Bradbury  dones, 2015 |[Sousa etal., 2011 ). Health professionals, including

health visitors  are requiredto d etermine the risks and effect of behaviours which are

perpetrated between adults, but which impact upon children an d young peo ple

Devaney, 2008 ||Humphreys, 2007 ). There appears little evidence to suggest that

children from Paki stani households are at any m ore orless risk from the emotional
effects of domestic violence than those from other ethnic groups , though the UK

literature on referral patterns to social services from different ethnicity minority groups is

said to be small Chand & Thoburn, 2006 . There are suggestions however made within
this, and other study findings e.g. Jeevan, 2009 ), that for a number of reasons
Pakistani women in the UK infrequently leave the abusive situation. Reasons for this

include fear of deportation, fear of losing her children and fear of reprisals from the

wider family  (Patel, 2008 ). Survei llance of the household by health visitors therefore

seems also to be a response following disclosure of abuse in circumstances where the
woman continues to live with her children in what is perceived as a violent household.

Findings suggest that these act ions are perhaps more necessitous in Pakistani

households due to the issues seen within the literature Chantler, 2012 Gill, 2004

associated with barriers Pakistani women face to seeking help.

Surveillance as an intervention in health visiting is more frequently associated with child

health, in particular immunisation, screening and developmental assessments

Department of H ealth, 2009 ). More recently however, several references to the

surveillance of families by health visitors have been made within the health visiting

literature, particularly referring to the seemingly conflicting elements of the role, namely

support and surveillance (e.g. Peckover, 2013 ). These views are also evident within the

finding of t his study and we have seen how Surveillance is frequenty DQ DFWLYLW\ pGRQH
WRT WKH ZRPDQ DV RSSRVHG WR 2Zdn¥eénc. | ¥h@Qticdl (ealiRiddPrhit@hese
actions are influenced at both D pUHKMOYWDFWXDOYT OHYHO E\ $Miodndiigy UXFW XUHYV
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health visiting practice. The findings suggest these

VRPHWKLQJT

care.

Some scholars have

structures LQFOXGH IHDU RI

FKLOG SUR W,hiefasEiR QalGélatiory Cabd/é p&ceived duty of

HPLVVLQJ

adopted a Foucauldian (1926 -1984) theoretical lens from which to

analyse the so called regulation of the population via the surveillance of health visitors

Peckover, 2002b

disciplinary power in therapeutic relationships from a Foucauldian viewp

on how po wer is exercised and resisted

. One such text

Bloor & MclIntosh, 1990 discusses the issues of

oint and focuses

Foucault, 1979 ).|Peckover (2002b ) suggests

that the private nature of domestic abuse provides opportunities for both surveillance by

health visitors and

being an essential component of the preventative activities carried out b

around monitoring

resistance by parents.

abuse and neglect in children

Bloor and Mcintosh (1990 see surveillance as

y health visitors

, and suggest advice given in this and

other areas of their work with families is more likely to be instructional rather than non -

directive.

Mclintosh (1986

hasargued WKDW WKH KHDOWK YLVLWRUYVY UROH RI PRC

greatly reduces their acceptability

health visiting interve

Foster (1989

welcome function

suggests mothers accept
RI WKH KHDOW koleY LLittle\&f Bhid Wbk however focuses on

by mothers and subsequently the effectiveness of

ntions because of ensuing resistance. Similarly, work by Mayall and

surveillance as a necessary but not always

families livin g within collectivist cultures, for example many Pakistani families in the

north of Britain, where responsibility for childcare is often that of the wider family rather

than the biological mother.
GDWHG VWXG\ RI

The latter phenomenon was however noted in another, albeit
KHDOWK YLVLWRUVY ZRUN ZLWK 3({Bhey & D QI

IDPLOLH

Meehan Domokos, 1998

The findings from

OF,QWRVYIRIDY extension to this line of reasoning
concealment by parents

covert methods of surveillance are

the current

study do however go some way to support Bloor and
which examine s concepts such as
as a form of resistance, and suggest s why sometimes more

subsequently adopted by h ealth visitors as a way of

monitoring families. We have seen evidence of similar behaviour in this study and

observed how many of the health visitors justify their actions

contributing towards keeping women and children safe

articulated opinions

who prefer to emphasise client empowerment and non

visiting practice , or

imbalanc e of power are at risk of being

believing that they are

. Other practitioners however

Machen (1996 Cowley (1995

more sympathetic to those of and

-hierarchical approaches to health

Peter and Morgan (2001 who claim that  caring relationships with an

ex ploitative.
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For some health visitors in the study  supporting the woman is also seen as a means of

protecting the  child. The findings suggest however that at times there is tension between

what might seem to be two aspects of the same function. Appleton (1996 has described
other health visitors in similar circumstances DV EHLQJthWWKHOXFWDQW PRQLWRU" ™ RI
mothers (p. 913). The dilemma health visitors working with Pakistani women describe

facing appears to focus on potentially losing the trust of the woman if a referral to social
services is made, and the consequence of that broken relationship in terms of further
harm she might suffer from the wider family . Again, there appears to be a balance of

risk and thisis perhaps another example of Moral Distress . These conclusions are similar

to those of |Oberle and Tenove (2000 who found public health nurses in Canada

expressed moral distr  ess about being placed in the position of trying to establish and

maintain trusting relationships with families while simultaneously having responsibility

IRU VXUYHLOODQFH RI SDUHQWLQJ SUD béhid Fie\liehtg@up KLIotBay HQTV ZHOO
study was not from any one specific ethnic group which suggests that these tensions are

not necessarily unigue to health visitors working with Pakistani mothers. Nevertheless,

as|Marcellus (2005 ) asks, can public health nurses practise moral and ethical care

involving trusting relationships with families within the constraints of a legal system

which also requires a policing role from them in regard to the best interes t of the
children? This present study does not provide any answers to that question, however it
may go some way to illuminating why certain health visitors facing such complex

dilemmas, whilst at the same time believing they are ill -equipped to do so, may

experience Role Strain and consequent feelings of anxiety and vulnerability.

6.5 Conclusion

For the health visitors interviewed for this stu dy, working with Pakistani mothers

experiencing domestic abuse is a challenging area of practice compounded by th e
seemingly hidden nature of the  problem and ofte n complex family relationships. In this
chapter we have seen how, in endeavouring to meet the perceived needs of the women ,
health visitors  appear to be integrating a complex hybrid of both theoretical and p ractical
knowledge to inform their practice. For many this includes using more tacit and

unattributed evidence as methods of assessment. A significant factor of note is that

many of the subsequent responses carried out , for example certa in covert activiti es
undertaken as a way of maintaining proximity to the woman , are not always consonant

with more accepted mainstream health visiting practice.

As health professionals with responsibility for the health and welfare of mothers, fathers
and pre -school childre n, participants in the study appear to display high levels of

awareness and recognition of the impact domestic abuse has on children as well as
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mothers, and of their own statutory responsibilities regarding child protection. As a

consequence of these oblig  ations some health visitors speak of undertaking behaviours

which act as a form of surveillance on families where the mother continues living wi th
the perpetrator/ s. This appears to be particularly necessitated in Pakistani households

where women rarely le  ave or seek help.

In the next and concluding chapte rin this thesis  the main areas co vered in this study  are
revisited, the significance of the research findings for contemporary health visiting

practice are examined and recommendations are made forfurth er enquiry. A reflective
look at the process of developing the study is taken together with an assessment of what

the application of taking a reflexive approach has added.
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Chapter 7

Conclusion, Reflections and Recommendations

The purpo se of this chapter is to bring together the main areas covered in this thesis,
draw conclusions about the significance of the findings and look at the subsequent
implications for health visiting practic e. Potential limitations or weaknesses in the work
are identified and the relative importance of any shortcomings i s discussed in terms of
how this may aff ect the validity of the study. Recommendations for future research are

made.

7.1 Introduction

The aim of this study was to better understand the challenges he alth visitors encounter

when working with Pakistani mothers experiencing domestic abuse and to learn what

actions they take to help keep such women safe . The philosophical principles of critical

realism were applied to the research methodology . The review of the literature

concluded that in light of current gaps in knowledge, it would also be useful  to

LQYHVWLIJDWH KHDOWK YLVLWRUVY SHUFHSWLRQV RI WKH HITHFWLYHQFE
domestic abuse among Pakistani mothers. The final objective was to unde rstand what

skills and knowledge health visitors draw from when working with this population group.

7.2 Summarising the research findings

Domestic abuse is widely considered a public health issue with long term health and

social consequences forits vict  ims (Bradbury 3dones & Taylor, 2013 Ellsberg et al., 2008

Evanson, 2006 ). The prevalence of domestic violence among women seeking healthcare

is higher than in the general population Gregory et al., 2009 and often begins or

worsens in pregnancy. Post  natal women appear to be at even greater risk Dennis,

2014a ). Health v isitors , because of their role with pregnant women, mothers, fathers

and pre -school children areideally placed toidentify abuse and offer supportive

interventions Litherland, 2012

Drawing on first -hand accounts from health visitors, this study set in the north of Britain
has shown working with domestic abuse perpetrated against Pakistani mothers to be a
complex aspect of health visiting practice often compounded by an inconsistent approach

to the issue. The findings have confirmed the prior assumptions that the nature of the
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violence suffered by many Pakistani women in the north of Britain often differs from that
seen in other ethnic groups and that that perpetrators of violence and abuse can be

other family members as well as intimate partners. Health visitors describe how issues of

shame and a desire to maintain family honour appear to influence the wom DQYY DELOLW\ WR
disclose the abuse, even after repeated enquiry by practitioners. There is evidence that

health visiting interventions are further impacted by factors such as extended family

living arrangements and deep rooted cultural and social practices such as chaperoning,
which mean women are rarely seen alone. Despite this many health visitors speak of

often sensing or knowing by intuitive means that a woman is being abused. A wide range

of measures are subsequently deployed by health visitors, often covertly, in efforts to

keep the w oma n safe. Health visitors also perceive there to be a failure by many

Pakistani women to recognis e certain behaviours as abusive leading to a view by some

practitioners that raising awareness of the issue is part of thei r duty of care to women.

The study has shown how health visitors perceive that it is the hidden nature of abuse
within such households and the apparent silencing of Pakistani women that is often the
key barrier to women seeking or receiving help , rather than a lack of specialist support

available. This is contrary to the prior assumptions of this research and the findings of

some other studies  (e.g.|Batsleer et al., 2002 |[Chantler, Burman, & Batsleer, 2003

Many of the health visitors view that their repeated presence in the household can hav e
positive benefits for a woman in that the family become heighte ned to the fact that her
welfare is being monitored and will subsequently modify their behaviour. At the same

time however the health visitors also fear that their presence in the household or their

actions may sometimes put women at even greater risk of h arm as the woman is then
blamed further for bringing shame to the family. The introduction of other healthcare

professionals , f or example GPs , can be perceived by health visitors as increasing the risk

to th e woman. Likewise, referral to Social S ervices, t hough often necessitated by
judgements that significant harm to a child/children exist, are also tempered with

balancing the benefits such agencies can offer with the perceived risk of jeopardising the

health visitor/mother relationship. Consequently, subs equent feelings of professional
LVRODWLRQ DSSHDU WR DGG WR WKH KHDOWK YLVLWRUVY VHQVH RI YX
major focus of their work therefore appears to be underpinned by a risk management

approach which is ultimately aimed at minimising harm

7.3 Drawing conclusions, significance and implications for practice

This section of chapter presents the conclusions drawn from the study. It focuses on
those findings that relate specifically to the objectives of the research and looks at the

signific ance and implications of the conclusions for contemporary health visiting practice.
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7TKH KHDOWK YLVLWRUVY UROH ZLWK DEXVHG 3DNLVWD(

The study revealed a wide range of perceptions among participants  about the nature and
remit of the health v LVLWRUVYT UROH ZLWK D E Xfintirgs AR P kb@Qevé& X F K

consistent with  claims made within the literature which suggest elements of health

visiting practice can lack clarity e.g. Pritchard, 2005 . For health visitors participating in

this study, the major contradictions in practice appear to be relating to the boundaries of

their responsibilities to Pakistani women living with violence. Whilst most partici pants felt

WKDW RITHULQJ pVXSSRUWY zDV D NH\ DVSHFW RI WKH UROH WKH QDW
they thought should be provided divided participants. The significance of this for practice

is that this may cause confusion or raised expectations  with mothers as to what can be

expected from the health visiting service, particularly among immigrant women with no

previous knowledge of primary healthcare. Differing levels of intervention may also give

mixed mes sages to perpetrators as to how certain behavio urs are tolerated by statutory

services. The implication of this is that further work needs to be undertaken to define

and articulate  WKH NH\ FRPSRQHQWY RI KHDOWK YLVLWRUVY ZRUN ZLWK DE}

the boundaries are clearer for both practitioners an  d victims .

Where there was consensus among health visitors  about the role , it was that the safety
and welfare of children are paramount. Balancing the requirement to protect children,

whilst at the same time trying to maintain a trusting rel ationship wit h the mother, is
however a difficult area of  practice for some . The literature concurs that the challenge of

successfully achieving this balance is not unique to health visitors working with Pakistani

mothers (e.g. Peckover & Trotter, 2015 . It could be argued  nevertheless that the

significance of this  issue is particularly compounded if those practitioners  are working
among a population group thatis alre ady ¢ onfused aboutthe remit of the health visiting
service . Further clarity about the boundaries of the health visiting role with abused

women, as described above, could however contribute towards achieving that balance

A fundamental, yet major challenge fo r health visiting practice is how to engage with
hard to reach groups and work towards addressing inequalities in health. A fairer

distribution of healthcare however means providing services in ways relevant to the

individuals and the populations served, a nd women from some Pakistani communities in
the UK appear to live very isolated lives Thiara & Gill, 2010b ). This study has
highligh ted a necessity for health visiting practice to look again at how t he specific needs

of those from  honour -based and collectivist populations living in Britain are assessed and
met. With particular reference to domestic abuse , the study has provided further
understanding of how the life circumstances of individuals living i n collectivist groups are

largely influenced by the characteristics of the collective. Points for consideration and
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recommendations for future practice  include a re -evaluation of how some of the
philosophical assumptions associated with Western models of healthcare , such as health
visiting , occasionally sit uneasily alongside the ideologies of some minority ethnic groups

living in Britain, for example Pakistani families. A paradigm shift of focus from working

with the individual to the collective should th erefore be considered by health visitors

when working with such population groups. Future practitioners should deliberate how
engagement with significant figures from the collective could further contribute towards
the protection of the woman and her child ren, and perhaps serve as a powerful source of

instrumental and emotional support for them.

This proposed change in focusis consistent with  the philosophy underpi  nning the

Community L evel of service delivery  described within the Health Visitor Implement ation

Plan (Department of Health, 2011c which aimsto promote community capacity building

in order to ena ble families and communities build on their strengths to improve health
outcomes. The Plan also  stresses the need for health visitors to ¥egain professional
autonomy in working with families and communities in determining local approaches to

health and wellbeing " (p.12). This statement further supports the fi  ndings from this
study which suggests some health visitors are currently experiencing feelings of

diminishing autonomy.

Another important practice issue for health visitors ~ working to address inequalities is the
issue of intersectionality. That is to say, looking at women just in terms of ethnicity or as
a victim of domestic violence can often fail to recognise the multiple oppressions that

many such women may experience. These oppressions can, as this study and other

commentary have suggested see e.g. Strid et al., 2013 , Create a unique set of

experiences that are perhaps more significant than the sum of their parts. For many
Pakistani women living in the north of Britain it could be argued that they are

disadvantaged by the multiple oppressions of race, gender and possibly class and

immigration st atus. Their experience , and consequently their health needs, are therefore
likely to be complex and cannot nece ssarily be met by taking a unidimensional approach

to health visiting interventions. Hencei tis advocated that a more nuanced and
sophisticated understanding of the issue and how it can differentially affect those who

experience and survive abuse would be nefit health visitors working within some

Pakistani communities. Th  ese conclusions suggest therefore that comprehensive
assessment both atan  individual and population level should take account of the impact
of the multiple oppressions some women encounter for example , poverty , immigration
status and ethnicity . They also provide further weight to the afore mentioned

requirement , which is supported by policy documents such as the Health Visitor
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Implementation Plan Department of Health, 2011c , for health visitors to be enabled to

regain professional autonomy when working w ith families and communities in order to

provide a more flexible, needs led service.

Develop ing this conclusion further, a nother important practical implication this study has
highlighted concerns the use of rigid assessmenttools. These research finding s
strengthen the idea that health visiting assessments which include subjective elements

of ev idence gathering , may allow clinical judgement to be better informed - for instance
make visible, the invisible . Such an approach would also legitimise the more tacit

aspects of assessment allowing subsequent care planning and interventions to be more

candid. This recommendation takes on an even greater significance in clinical situation S
whereby the evidence -base is scant or absent. Again, the issue of health visitors being
enabled to work more autonomously and responsively is central to this debate. It must
be stressed however that any such assessment tools would need notonly to be

validated , but dynamic enough to capture the silent escalation of risk that the literature

tells us can be evident in familie s where abuse is hidden and denied e.g. Harlow &

Smith, 2012

7.3.2 Routine enquiry into domestic abuse amo ng Pakistani
mothers
This study has indicated  that much of the activity carried out by health visitors appears

to be aimed at bringing about disclosure by repeated enquiry into the presence of abuse.

Routine enquiry  of all pregnant and postnatal women abo ut domestic violence by health
visitors was established practice within the healthcare organisation at the time of this
study. Since the publication of NICE Public Health Guidance 50 in 2014 all trained sta ff

working in certain health services shoudaska ERXW VHUYLFH XVHUVY H[SHULHQFH RI
abuse as part of good clinical practice, even where there are no indicators of such

violence and abuse. This study has shown however that disclosure among this population

group is rare and concurs with the literat ure (e.g. Critelli, 2012 which claims that

Pakistani women seldom leave an abusive household or relationship, often preferring to

find other ways of coping wi th their circumstances Chaudhuri et al., 2014 . Indeed

Idriss and Abbas (2011 suggest disclosure to health professionals is the least productive

method of identific  ation of ponour frelated violence. Despite this, health visitors
participating in this study, whilst acknowledging that the question is often difficult to ask,
appear to value routine or repeated enquiry as an intervention. Many perceive it may
enable wom en who have not already recognised that they are experiencing domestic

violence to see this is the case and perhaps access support at a later time. Raising
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awareness and signposting to other agencies are therefore also seen to be common
features of how the  health visiting role with abused Pakistani women is perceived by
practitioners. The significance of this finding however is that much of the health visiting
activity described with Pakistani women is therefore centred on the perception of the

presence of abuse rather than any spoken reference to it. Similarly, the empirical

evidence (Public Health England, 2015 and the findings of this study suggest that

increased identification does not necessarily lead to increased referrals to specialist

services. These factors both suggest that measuring or demonstrating succ essful
outcomes from their intervent ions with abused Pakistani mothers can be difficult for
health visitors.  One possible explanation for this is that current mainstream service

responses to domestic violence privilege an assumed common gendered experience of
abuse that fails to recognise how abuse is experienced and contextualised differently by

many Pakistani women.

Implica tions for practice therefore include helping those health visitors working with

Pakistani communities to take a broader view of vio lence against women which, whilst

guarding against cultural determinism, truly recognises and respond sto PGLIIHUHQFHY
Likewise, health visiting service providers should be aware that provision to Pakistani
populations need to be flexible enough to allow practitioners to openly serve those

populations in different and innovative  ways.

7.3.3 Helping keep women safe

The findings of this research  are consistent with p  revious studies (e.g. |Cowley et al.,

2015b ||Seal, 2013 ) which have shown that developing the health visitor/client

relationship is considered a central part of t he health visiting role  , thoughttoa id the
facilitation of a robust needs assessment. Many health visitors in this study perceive

that repeated contacts with an abused Pakistani mother are necessary in order for them

to develop a deep understanding of her situation and see building a trusti ng relationship
wit h the woman as an essential component of this process. The findings also suggest
that building a trusting relationship is considered part of helping the woman feel safer,

and for practitioners  appears to contribute towards problem solvin gin complex
situations . It could be argued however that the pursuit of this [elationship  fat times
appears incompatible with a client group whose behaviours , in the way they are
described by the participants of this study, seem more associated with those of a
collectivist orientation . We know from the literature that those from collectivist cultures,

such as many south Asian population groups, even in diaspora, would view violence

against women  as a personal and family problem rather than a social or crim inal problem
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see e.g. Haj -Yahia, 2011 ). The W estern, individualist ~ model of health visiting with its

focus on one -to-one relationships may  attimes therefore be inconsistent with certain
cultural pat ternswhere WKH SUDFWLWLRQHUTY GHVLUH WR LQWHUYHQH PD\ EF
suspicionand DV DQ DWWHPSW WR XG®HPRIQH RV KW Kiithté@dhtion \

could also arouse further anger against the victim Haj - Yahia & Sadan, 2008 ). These

conclusions therefore have significance for health visitors working with Pakistani women

where main -stream , individualist inte rvention s may be less suitable for implemen tation

for those living within honour based and collectivist communities. The implication
associated with this conclusion is for practitioners who work among such populat ion
groups to consider issues like: W hoist he clie nt, the individual or her collective?

Recommendations for practice echo those in section 7.3.1 in terms of exploring how, in

accordance with the Health Visitor Implementation Plan Department of Health, 2011c ,

health visitors can help build com munity strengths  and capacity to generate local

responses from local people to the health issues that matter to them.

Actions aimed at responding t o risk to children in the home were also foundto be a

major IHDWXUH RI WKH KHDOWK YLYVL WWiiRwbw&n By iNvidlewW K 3DNLV
households. The findings of the study suggest tha t attempts to safeguard women are
frequently seen as a means of protecting children; indeed child protection appears to be

the primary intervention objective for certain practiti oners. Monitoring, observing,

checking and watchful waiting were therefore all found to be activities described by

health vi sitors that, for some, were on the continuum of surveillance interventions being

carried out with the ultimate aim o f safeguarding children. There are suggestions in the

study however, also stated elsewhere within the literature e.g. Mclintosh, 1986 , that

surveillance of families can res ultsin the active concealment of issues , for example

violence, which mothers fear couldleadto their children being removed (Batsleer et al.,

2002 ). Paradoxically therefore , increased surveillance seen by s ome practitioners as a

justifiable way of providing greater support towomen could, in certain circumst ances, be
counterproductive  and foster non -disclosure of abuse increasing risk to both mother and

child . This conclusion provides further evidence of the importance of health visitors being
able to read, interpret and promptly acton non-verbal and other cues - a point which

also links to previous recommendations suggesting assessment tools should include

subjective elements of evidence gathering.

Finally, harm minimisation has been found to be the main approach used by health
visitors during their encounters with Pakistani women thought to be experiencing
violence and abuse. Minimising an effect or preventing events from occurring can

however be hard to demonstrate or measure. Nevertheless there is now an increasing
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emphasis to improve efficiency a nd provide value for money within all NHS funded
services which puts additional pressure on professions such as health visiting to identify

ways of demonstrating the effectiveness of their interventions. In addition, academics

such as |Robinson (2012 ) and [Murphy (2012 ) make expedient arguments when stating

WKDW ZKHQ D SUDFWLWLRQHU LOQWHUYHQHY LQ D FOLHQWTTV OLIH WKH

is significantly advantaged. The findings of this study therefore have implications for
practitioners to find further and more compelling ways of evaluating and measuring the

impact or outcome of their work in ways sensitive enough to reflect harm reduction.

In conclusion to this section, suggest ions that the health visitors face a range of
concerns associated with wo rking with women from an honour based and colle ctivist
culture has raised complex and significant issues for practice. The literature (e.g. |Haj-

Yahia, 2011 [|Haj-Yahia & Sadan, 2008 Triandis, 2001 ) and findings from this study

have suggested that if the cultural and  socio -poli tical contexts of  the lives of such

women are igno red, t he risks posed to them may be increased . Nevertheless, itis

argued that such sensitivity should n ot be emphasis ed atthe expense ofa ZRPDQYV
safety and well-being. Rather, the implications for practice are that mainstream domestic

abuse interventions  should be used with sensitivity to the d ifferent cultural contexts in

which many Pakistani mothers live, and attempts should be made to develop approp riate
inte rventions that derive from those contexts . Many of the recommendations made in

this section are consistent with the Service V ision for Health V isiting in England

Department of Health, 2010b and the Health Visiting Implementation Plan

Department of Health, 2011c and should therefore have relevance for commissioners

and service managers, as well as practitioners.

7.3.4 Skills and knowledge

This research has also raised i mportant questions  about how individual prac titioners cope
and respond in a safe and therapeutic way to seemingly ill-defined and changing hea Ith
needs. The study has elucidated how, though their actions might prove to the contrary,

many health visitors feel ill -equipped for working with abused Paki stani women and to
know how to recognise and respond to the associated complex and potentially risk -filled

situations they themselves encounter.

Exploring the skills and knowledge that health visitors subsequently draw from to inform
their practice with  this population group has however illuminated  one of the most
significant findings to arise from this study, which is the key role intuitive practice

appe ars to play in these processes. Intuitive practice has been described within the

academic literaturea V SDUW RI WKH pDUWY DQG WKH pSHUYV RQ&er, N (
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1978 ), and though highly valued by the participants in this study intu ition appears to be

associated by the health visitors with more non -legitimate forms of practice. Assessment
and clinical decisions based on intuition are therefore often concealed by health visitors

under the guise of interventions perceived by them to ha ve higher authority. Indeed
judgements based on intuition do not appear to be recognised within more formal,

prescribed assessment processes that the health visitors describe as being required to

use, nor legitimised within current educational models Pritchard, 2005 ). We have seen

how the emphasis within the evidence -based practice movement on more technical

aspects of clinical practice and the dominance of t he biomedical model in contemporary

healthcare appear to partially account for these perceptions Risjord, 2010 ). An

increasingly target driven health economy and conventional understandings of

professionalism are perhaps other contributory factors Appleton, 2011 |[|Traynor et al.,

2010b ). This study has shown however that in practice, judgements the health visitors

make based on intuition are generally th ought to be reliable and are said to be
frequently later validated by their outcome. Intuition appears therefore to be perceived
DV DQ LPSRUWDQW EXW XQDFFUHGLWHG FRPSRQHQWitRthiWKH KHDOWK Y

population group

In addition to usin g intuition as a form of knowledge, the health visitors appear to be
drawing from an eclectic range of skills and competencies on which to base their

inte rventions . Many of the aptitudes described are however perhaps less associated with
those formally acq uired through more didactic forms of education rather are more
connected with experiential types of learning as well as personal or private knowledge.

Whilst most of the health visitors in the study were seen to be integrating a complex

hybrid of theoretic  al, practical and tacit knowledge into their practice, feelings of being

ill - equipped to work with this client group were evident in many of their accounts. These
judgements however seem to arise as a result of systems that fail to recognise or

validate k nowledge not captured within formal analytical tools, or, perhaps tools that do

not capture more tacit knowledge types. In essence this knowledge and the application

of it, is therefore invisible. These final conclusions drawn from the study therefore lin k
back to previous implications and suggestions made that health visiting assessments
which include subjective elements of evidence gathering, may allow clinical judgement to

be better informed and practitioners to be more confident in their decisions.

Similarly, whilst  the narratives imply current support in the form of clinical supervision is
highly valued by the health visitors ~ when working with abused Pakistani mothers (see
section 4.12.5) residual feelings of uncertainty were evident in the ir accounts . Some of
this apparent anxiety and vulnerability could, it is suggested , be perhaps lessened for

them and other practitioners working in such complex caseloads , by further
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strengthening supervision arrangements . The implications for practice therefore are that
structured clinical supervision, such as that recommended by the Care Quality
Commission (2013) , would provide further opportunity for health visitors working with

Pakistani families  to:

X Reflect on and review their practice
x Discuss individual cases in depth
x Chan ge or modify their practice

X ldentify training and continuing development needs

CQC, 2013, p.4

Stated benefits beingt  hat clinical supervision  can help practitioners manage the personal
and professional demand s created by the nature of such work and allow them to reflect
on and challenge their own practice in a safe an d confidential environ ment. Cultural
awareness training opportunities should include helping practitioners explore and
understand how domestic violence interventions developed and implemented in
individualist western societies must be delivered with sensitivity to the context o f the

way in which many Pakistani mothers in Britain live.

7.4 Summary of recommendations

Whist acknowledging that absolute knowledge of reality i s impossible and critical realism

does not expect to find successful generalisations at the concrete level , by the

application of methodological rigour this thesis has sought to provide explanatory

DFFRXQWV RI WKH pUHDOY ZRUOG RQ ZKLFK FUHGLEOH DXWKRULWDWL
made. These, in turn, can seek to influence the future direction of health visiti ng policy

and practice. Based on the research conclusions outlined above and stated implications

for health visiting practice, the following is therefore a summary of recommen  dations
arising from this study. Whilst certain of the recommendations are specif ically focused
towards those practitioners working among domestic violence victims from Pakistani

communities, m ost of the recommendations have = more general relevance to mainstream
health visiting practice and particularly those health visitors who work generally among

other collectivist or honour -based population groups.
Short/medium term actions

x  Further work needs to be undertaken to define and articulate the key components
of health visiting interventions with abused women and to clarify the boundaries
and scope of WKH KHD O W KrotelwvithimdBrue$ti¢ violence
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x Practitioners should have access to regular structured clinical supervision such as
that recommended by the Care Quality Commission

X Cultural awareness training should include helping practit ioners explore and
understand how those domestic violence interventions developed an d
implemented in individualist W estern societies must be delivered with sensitivity
to the context of the way in which many women from collectivist and honour -
based communi ties live

x Holistic assessment tools used by health visitors should be flexible enough to
allow clinical judgements to be informed by the more subjective elements of
evidence gathering. Such tools however must be validated and be dynami c
enough to capturet he covert escalation of risk . Comprehensive assessment

should also take into consideration the impact of multiple oppression
Longer term actions

X Health visiting services need to look for more innovative ways of evaluating and
measuring impact/outcome in w ays that are sensitive enough to reflect harm
reduction

X Those commissioning and providing health services within areas of mixed

ethnicity should re -evaluate some of the philosophical assumptions associated

wit h Western models of healthcare. Consideration should be given to the
provision of more  community based interventions when local intelligence suggests
certain population groups are of a colle ctivist and/ or honour -based culture

X Service providers  should take a broader view of domestic violence that recogn ises

MGLITHUHQFHY DQG WKHUHIRUH HQDEOHY KHDOWK YLVLWLQJ LQWH

responsive to differing need

A final note:

Lastly , itis added, parenthetically, that the irony within the findings of this study has not

been missed. Whilst much em phasis has been place d on the implications for health

visiting practice of the hidden nature of domestic abuse in some Pakistani households

and the silencing of many abused women, health visitors themselves have also been

seen to work in a covert manner in response to this phenomenon. Indeed there are a

plethora of references within the professional literature, some of which are cited in this

VWXG\ DERXW WKH pLQYLVLELOLW\TY RI KHDOWK YLVLWLQJ ZRUN :H KD
practice has been referred WR E\ RWKHUV DV WKH pVLOHQW DODUPYT RI KHDOWK

Ling & Luker, 2000 ). Not only is this therefore a seemingly gendered crime
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encountered by a gende  red profession, this study has also shed a somewhat unique light

on a workforce often imperceptibly shadowing a silenced population.

7.5 Contribution of the study

A detailed review of the academic literature on the related topics has revealed that

altho ugh there is a large body of work pertaining to domestic violence prevalence,

SUHYHQWLRQ DQG LOQOWHUYHQWLRQV OLWWOH LV NQRZQ HPSLULFDOO\
Pakistani mothers who are living with abuse. This study therefore offers insight into a n

area of prac tice not previously studied and as such represents an original contribution to

the existing knowledge base of health visiting . Moreover, certain a  spects of the findings
are transferable to those  practitioners working among other population gr oups where a
collectivist and, or, honour -based culture is evident . The study has also raised further

issues that will contribute towards the debate about how knowledge in nursing and
health visiting is managed and valued, particularly in terms of looking at what

constitutes valid evidence.

7.6 Limitations of the study

The findings of this study are tempered by certain limitations. Firstly, the research was

undertaken within a specific geographical region in the north of Britain which has

witnessed a pred ominance of immigration from the Mirpur and Faisalabad regions of

Pakistan over many decades . This area was deliberately chosen because of its

characteristics  which it is felt make this study unique. At the same time however it

inevitably means that certa in findings are not  automatically genera lisable to Pakistani

subgroups elsewhere in Britain.  For example some of the cultural behaviours described,

like chape roning, which appear to have bearing on disclosure might not necessarily be as

prevalentin othe r Pakistani population groups living the UK.  Similarly, the role of honour

RQ ZRPHQYV DELOLW\ WR GLVFORVH YLROHQFH GRHV QRV@WW DOO

2011 ). Whilst acknowledging that Pakistani mothers are not one homogenous group, the
literature suggests however that even in diaspora many  practices associated with
collectivist and honour based cultures persistamong immigrant south A sian and certain

other popul ation groups in the UK (Azam, 2006 ||Harriss & Shaw, 2009 . Therefore ,

whi Ist the study focuses on one particular community and their experience is uni que, the
research findings and their implications may be seenas an exemplar of the many
challenges other health visitors face when working more generally  wit h collectivist

communities. It is anticipated therefore that ins ight gained from many of the issue s
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explored in this study will have relevance and be transferable to health visitors working
in wider parts of the UK and  subsequently add tothe broader  knowledge base of health

visiting practice.

The second issue which may have influenced the findings of the study is that whilst the
decision to adopt a purposive sample of health visitors was a deliberate methodological

strategy, it is possible that because the participants were all self -selecting they are likely
to have volunteered to participate due to a particular interest in, or having had specific
experiences around this area of practice. Whilst this has enabled the gathering of rich

and varied data, it will inevitably have affected the perception of the participants about

the issues discussed and their views may not be representative of all health visitors

working in the area . Expressing interest in the research topic may also be an indication

of knowledge and skill that may not be typical of other colleagues. Indeed confusion
about the remit of the rol e with abused Pakistani mothers, as has been identified within

this study, may be even more profound if less experienced health visitors were

consulted. In taking a qualitative approach and a critical realist perspective to this study
however there was no  prior assumption that one correct, objective understanding of the
issues being explored  would emerge |, rather the intention was to deepen and broaden
awareness and existing knowledge. It could be argue d therefore that whilst the stated
issues affect general isabil ity, access to valuable and meaningful information about the
perceptions of a group of practitioners was gained that will nevertheless provide greater

insightinto a n under -researched area of practice.

Lastly, the interviewer being a senior manager in the same organisation as the

participants were working may have influenced their r esponses. Some health visitors

may have been unwilling to share perceived limitations in their knowledge or areas of

practice where they feel less confident. They could al so have answ ered the questions by
telling the interviewer what they felt she wanted to hear. Many other possible areas of
weakness may be presentasac  onsequence of this issue. The M ethods chapter of this
thesis how ever describes how  every attempt to miti  gate against this possibility was
made and how some of these challenges were addressed at the time . Some of the stated

limitations however, will inevitably remain.

7.7 Recommendations for future research work

The findings of the study have raised new que stions as well as revisiting and adding to
the existing knowledge base of health visiting and domestic violence. Gaps in the current

literature and recommendations for further examination have however been noted in the

previous chapter and are summarised h ere, namely:
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X What is the nature of the presence of an interpreter during health visitor/client
interactions, and what impact does that have on the outcome?

x How effective is routine enquiry into domestic abuse in reducing levels of violence
and abuse?

X How a re childless or older Pakistani women victims of domestic violence with no

access to health visiting or midwifery services detected and supported?

7.8 Reflectingand b eing reflexive

| wish to finish this thesis by taking a reflexive turn. | feel this make s animportant
finishing point because, as Mauthner and Doucet (2003 remind us, it is often only with
the benefit of hindsight that we become aware of some o f the factors that may have

influenced our research.

For me as a clinicianit  has been helpful and rewarding to be able to explore an area of

practice that was tr  oubling me for many years. Reflecting, and r eading my reflexive

diary however | now believe t KDW GHVSLWH PH DSSURDFKLQJ WKLV ZRUN DV D p
study was heavily influenced by the fact that | am a health visitor. Some of my initial

interpretations of the data appear, in hindsight, clinically led rather than data led. In

otherwords myapp URDFK WR DQDO\VLV ZDV RIWHQ WR PGLDJQRVHY WKH LV\
letting the data speak for themselves. In the end however, after revisiting the literature

and attempting to be more self -aware, | do believe | managed to achieve a reasonable

EDODQFtBpRGRZQ ERWWRP XS LQWHUSUHWDWLRQ &g BHME&HFWLRQ , DO
during the interviews in order to encourage participants to reveal their thoughts and

perceptions, | shared too many of my own clinical experiences in the field, which could

then have influenced how they subsequently responded. | also now believe that | was

perhaps, years later, searching for some justification as to why as a practitioner | had

found this area of practice so challenging.

During the interviews | was particularly a ware of the power imbalance between me and
the research participants and the privileged position | was in being allowed the time and
resources to complete a major piece of academic work as part of my substantive role.

Indeed | now look back and wonder if, in almost colluding with the participants on

certain issues discussed, | was trying in some way to atone for this privilege by over -

identifying with the health visitors during the interviews.

8QGRXEWHGO\ WKH SDUWLFLSDQWVY UHV S RQthermwilDh@gve PalsoQWHUSUHWD)

been affected by issues such as their and my ethnicity, gender, age, life experiences and

other factors. | am also aware that, as Mauthne r and Doucet (2003 assert, rather than
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arguing that the voices of the respondents speak on their own, | as the researcher have
made choices as to how those voices are constructed and which elements of the
transcriptions were used as evidence. Applying a reflexive approach however has, |
hope, provided transparency on all of these issues, and the robustness of the research
processes undertaken | feel has nonetheless furnished a high degree of rigour to the

work undertaken that will be capable of further advancing health visiting knowledge.
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Appen dix A Reflexive Diary E xcerpts

Below are excerpts from the reflexive diary that was kept throughout the research process.
,Q LW DUH UHFRUGHG WKRXJKWYV |HHO LT ntithglebehiBAHDY DORQJ W

certain research decisions is evidenced.

Date

Event

Diary en try

22 June
2012

Attended the Feminist
Narrative Symposium

3%<RX FDQTW QDUUDWH WKH FKOQRWH DK
guote by one of the speakers, taken from Arthur Franks.
OD\EH npfigaken in trying to speak to women
experiencing domestic abuse. Perhaps they are too close

to the issue. However, do survivors have a different
perspective zafter all they are no longer in the situation,
DQG QRW HYHU\ERG\ pVXUYLYHVT |,
silenced people anyway? Isitevenethic DO WR XVH ¢
VWRULHYV LI \RX FDQTW KHOS WKHP"
you become a voice for silent lives otherwise, how will
people know? At the end of the day it may be the
practicalities that decide the approach.

27 August
2012

Begun reading the
Koran

Found an English translation, the first by a woman. The
opening chapter is very enlightening on the role of women,
domestic violence, and feminism. Chapter 4 covers this in
GHSWK 1P UHDOLVLQJ WKH SRZHU F
and words

12
October
2012

Supervision +
discussed my research
participants

Am | looking at south Asian women, Pakistani women,
immigrant women, Muslim women? Is this a cultural
SKHQRPHQRQ RU D FODVV LVVXH" ,1F
UDFLVW LI , GR Q@dht\appidatiRor tseVihK ebrrect
language. Discussed the insider / outsider perspective (I
need to read about this). My previous role as a HV might
mean women feel they can trust me. It will definitely
influence how | see and interpret things. Lots to ponder on.

11
January
2013

Contacted IMKAAN and
Karma Nirvana

7KH VHDUFK IRU pVXUYLYRUVY KDV J
beginning to feel like a nuisance to these support groups.
TP QRW VXUH ,fP HYHQ RQ WKH ULJI
professional GRFWRUDWH LQ QXUVLQJ , V
away from that important point. | need to refocus and think
KRZ ,fP JRLQJ WR PDNH D XQurbiigd FR
Plan +do some more reading of the nursing literature,

where are the gaps in knowledge around this subject?

12 March
2013

Spent the day with the
Freedom Project

7KLY KDV EHHQ D UHYHODWLRQ , KD
WITH violence is an option/choice for some women. |
learned a lot about how they teach harm minimisation
techniques. UntilthiV SRLQW ,1G SUHVXPHG !

always zero tolerance.

10&11
July 2013

$WWHQGHG :RP
Conference

Useful speakers, particularly Amrit Wilson., | must read her
work. Made me think about my perspective. Am | taking a
feminist perspective? How does this fit with nursing / health
visiting / a clinical approach? Should | be looking at
theories of violence?

1
September
2013

Supervision *
discussed theory

Am reading a lot about nursing knowledge, where does it
come from? Struggling to understand my epistemology.

Lots of the texts are very philosophical. It suddenly feels
WRR KDUG &DUSHU :KLWH IUDPHZR
very dated. | will read other studies to look at how this
framework is applied to research.
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1 Difficult supervision 6XSHUYLVRUV GRQYW VHHP WR DJUH

November DQG LWV QRW KHOSIXO , WKLQN , (

2013 GR WKLQJVY VHHP WR EH GULIWLQJ
focusing on health visitors and let them tell THEIR story of
working with women. Look at the intervention and not
IRFXV RQ WKH pSUREOHPY 7KDW ZD\
Plan tgain permission to do 1-1 interviews with HVs.
Not sure about the methodology #is it story telling?
Narrative analysis? There is a small study group at the
university looking at these methodologies, | will go along.

2 June Reflections following | need to pin this down to Pakistani women (rather than

2014 progression review south Asian) but need to justify why. Plan to go back to the
literature. | will also need to incorporate a clarification
TXHVWLRQ LQWR P\ LQWHUYLHZ VFK&
bringing to this that are my assumptions (based on my
experience | think), however | need to test these out
somehow.

15 July Interview Great comment came up during an interview today about

2014 KXPDQ ULJKWV |, KDGQTW WKRXJKW
IRFXVLQJ RQ PFXOWXUHY 7KLV VHHP
Not sure how yet though. It certainly has made me realise
WKDW HYHQ , DP ILQRXAMHVEXIRW XMRPO
EHKDYLRXU ,fP KHDULQJ DERXW LQ \

8 August Interview /IRWV FRPLQJ WKURXJK GXULQJ LQWHF

2014 expect - for instance lots on intuition/gut feeling etc. Most of
WKH +9V ZDQW WR WHOKVEHLDERXW R
LWV PRUH OLNH FOLQLFDO VXSHUYIL
to ask more questions about how they feel, not just what
they did.

7 Interview ,IP UHDOLVLQJ KRZ YXOQHUDEOH WK

September Theydoa ORW RI pFRYHULQJ WKHPVHOY

2014 amazed at how they refuse to give up on the women, even
when they have no real reason to keep going back and
they are obviously very busy.

11 Presented a paper on One of the questions asked made me think that | must put

September my research to the more emphasis on this being a study about health visiting

2014 FWSA conference rather than domestic violence or Pakistani women. | think
SRVVLEO\ , GRQIYW VWUHVV WKDW H(
practice. Possibly | do that to make it sound more
interesting!! What does that say?

22 Noticings so far from -There is an inconsistency of approach  to DV across the

zDoefzmber conducting the HVs which seems to be associated with the number of

analysis

years qualified. Most HVs however see safeguarding
children as their priority. HVs are not receiving referrals
from childless (other than pregnant) or older women

- Many HVs are using intuition & 'gut feeling'  to identify
DV in addition to formal screening tools. Interpreters also
speak of using this approach.

ISSUES are: access (family present), shame (of the
woman, not wanting to bring dishonour on the family),
communication barrier, lack of awareness of the concept of
DV among some immigrant Pakistani women

- HVs are resorting to 'surreptitious behaviour 'to
maintain contact with women by fabricating reasons to visit
or see the woman.

- DNs do not see addressing DV in homes as part of their
role beyond any abuse perpetrated towards the patient
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they are caring for

- Fear of appearing racist and or judgemental  towards
the Pakistani community is an issue for some community
nurses and this may be impacting on how they approach
women being abused by the wider family

- Routine and repeated enquiry about DV & A appears to
make a difference

- Trust is an important factor for the women experiencing
abuse. Some health visitors feel many South Asian GPs
collude with the family and breach confidentiality

- There is a lack of both pre and post qualification

training on domestic abuse within South Asian
communities which is making some newly qualified health
visitors feel ill-prepared when they are confronted with this
issue in practice

27 March | Conducting the analysis | ,fP UHDOLVLQJ , NHHS VOlySsSdite LQ\

2015 issues (i.e. looking for causes rather than concepts). This is
KDUG 1RW P\ QDWXUDO ZD\ RI WKLQ
WKLQN pRXW RI WKH ER[T DQG LWTYV
my own are helping me think!

3 Reading another thesis | This has reminded me that several theories of violence

November | on domestic violence exist and | seem to have drifted into thinking almost

2015 found on EThoS predominantly from a feminist perspective. Not sure how
this has happened, but | think | have been heavily
LQIOXHQFHG E\ D FRXSOH RI IHPLQL\
attended over the last year or so and some of the literature
,IP UHDGLQJ , QHHG WR tEithePtatiorl ELC
GHFLGH WR WDNH D IXO0O RQ IHPLQL"
that!

23 Reflections following 6R IDU ,TfYH EHHQ XVLQJ WKH ZRUG y

November Progression review what the health visitors have told me, they only see women

2015 with children under 5. | probably need to be clear that this
study is about mothers, and say that in the thesis.

5January | Reading through Looking at the literature on covert practice it made me think

2016 whether | am looking for reasons to justify some of the

completed findings
chapter, thinking about
the discussion chapter,
particularly covert
practice

KHDOWK YLVLWRUVY YLHZV DQG DFW
while | hold my own views | need to let the data speak for
themselves and base my interpretation on the literature. |
feel I may be in danger of colluding with the health visitors!
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Appendix B 1 Organisational A pproval

(Organisational header removed to maintain anonymity)

11 February 2013

Study TitleWhat are the barriers South Asian women living with violence experience in seeking
help from Community Health Services?

Thank wu for submitting the aboveroject for approval by XXXhe project has been considered by
the Integrated Governance team and | am pleased to confirm that we have agreed to approve the
project.

It is required that you make yourself familiar with, obsearal comply with:

XXX Health and Safety policies
X Our procedures for the recording and reporting of adverse incidents. In the event of an
adverse incident, the Integrated Governance team must also be notified.
XXX Equal Opportunities policy
XXX Informatioibecurity and Confidentiality policies

You must also:

x Immediately notify the Integrated Governance team of any changes in protocol or new
information that would raise questions about the continued conduct of the research
x Ensure that all data and documentati is available for auditing purposes

] JV(}EuU §]}v }v §Z % E}i & AJoo v E Jvs8} §Z }E&P v]e S]}v][-
be submitted to the Department of Health. The Integrated Governance team may seek further
information from time to time in order to fulfil the information requirements of the organisation and
NHS Commissioning Board.

I would be grateful if you could provide a brief annual report on the progress of this research to the
Integrated Governance team including reference to paplications that have arisen from the
research. This report should be submitted during March each year, so that pertinent information

v ]v op lv 82 }EP v]e S]}v[e vvp 0o E % }ESX

Yours sincerely

Head of Integrated Governance & Quality
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Appendi x B 2 Organisational A pproval

From: XXXX

Sent:22 April 2014 10:25

To:Smyth Catherine

Subject:RE: Permission to undertake research

Hi Cath

| am very happy to support your research projecpas of achieving your Professional Doctorate in
Nursing,

Wishing you all the best and if there is anything | can do to help and suppoprtitess please give
me a call

Many thanks

XXXXX Operational Manager

From:Smyth Catherine

Sent:22 April 2014 09:09

To: XXX

Subject:Permission to unddgake research

Hi XXXattached letter from me. Sorry about the formal tone, but | have to provide evidence of
going through all the correct approval processes. It would be helpful if you would drop me a reply
saying you have no objections. Thanks, Cath

Regards, Catherine
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Appendix B 3 Organisational A pproval

21 June 2014

(Organisational headings and addresses removed to maintain anonymity)

Dear XXX,
Regarding: Professional Doctorate in Nursing +Catherine Smyth

With reference to the attached letter from XXX dated 11 February 2013, please can |
provide you with the following update:

x Study title zin light the publication of the 2014 NICE Public Health Guidance 50,
the focus of the study has changed slightly. The title is now:

Using the experiences and knowledge of community nurses from the north of England
working with South Asian women experiencing violence, to influence future domestic
abuse clinical practice and nurse education

X Research participants  xdue to difficulty in recruiting South Asian women
survivors of domestic abuse, | intend to focus totally on interviewing community
nurses. | have revised ethics permission to do so (Revision Approved: 07-Apr-14
(SREP/2013/34_Rev_1_050414). | have also received written permission from
relevant operational managers to conduct one-to-one interviews with those XXX
nurses who have volunteered to be interviewed.

X Publications %I have recently successfully published the following manuscript:

Smyth, C. (2013). Alcohol and violence zexploring the relationship. Drugs and Alcohol
Today, 13(4), 258-266.

As R&D lead, please can you let me know if | have your approval of the changes described
above and permission to continue with the study.

Thank you,

Regards,
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Appendix B 4 Organisational A ppr oval

23 June 2014

(Organisational header and addresses removed to maintain anonymity)

Dear Catherine
Regarding: Professional Doctorate in Nursing +Catherine Smyth

Thank you for your letter dated 21 June 2014 outlining the proposed changes to your study
which are:

X Revised title, which is now:

Using the experiences and knowledge of community nurses from the north of England
working with South Asian women experiencing violence, to influence future domestic
abuse clinical practice and nurse education

X Research participants xcarrying out one-to-one interviews with consenting XXX
employed community nurses

As R&D lead for XXX, | am pleased to confirm that you have received approval to continue
your study in the way you have outlined in your revised proposal. May | wish you continued
success with your project and look forward to reading the final report.

Regards,

Director of Clinical and Operational Services
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Appendix  C Key Issues From the S coping Exercise

Focus group questions were:

1. What types of violence do you come across when working with women from south Asian™®
communities?

How is this different from that experienced by other women?

What is the current provision for south Asian women in terms of help and support?

What tends to be the outcome for these women?

Does your team ever get referrals about older or childless women subject to domestic
violence?

arwDd

Key points arising from the discussion (based on group consensus reached on the issues)

Perpetrators

x The difference between the violence experienced by south Asian women and other
ZKLWH ZRPHQ LV WKDWTV WKH YLROHQFH LV QRW MXVW EH
perpetrated by other family members e.g. in-laws, other women in the house, their
own parents sometimes

Types of violence

X 7KH YLROHQFH LVQIW MXVW SK\VLFD Oisklaigh /lngt bein HQ PRUH I
allowed to go out/ loss of autonomy & freedom / needing permission to do things.
Bullying by other family members is common. Economic dependence appears a big
issue, the women are not secure, and money is often with-held from them. There
seems to be a fear from the family that if the woman does have access to money that
she will send it back to her own family in Pakistan

X School nurses are aware of forced marriage. UV XDOO\ WKH JLUO amRiHV RQ pKRC
GRHVQTW UH W XibdQern2 inWeaaiQLOLowl 1L (before GCSES). The school ring
the police but the girls go missing in Pakistan. They seem to fear confiding in
anybody about ZKDWTTV JRLQJ WR KISl Hpsed/&re Wokaidwed in the
Islamic Schools

X Marital rape is an issue. Women do not seem to understand the concept of rape. It is
instilled in the men that once they are matrried they have a right to have sex with their
wives whenever they want. Itis WKH ZLIHfV GXW\ VKH PXVW QRW UHIXVFE
is sinful to do so. There are cases of the men bringing white women back to the
house. The wives tend to sleep with the children and the men have their own rooms

Immigration

x There is a difference between what the women in the family who are born in this
country experience and those coming in to the family from abroad. Those born here
ILQG LW HDVLHU WR plLJKW EDFNY WKRVH FRPLQJ LQ DFFHS

¥ This overarching term is also more commonly used among practitioners. The majority of south
Asian families living in the area the research was undertaken are however Pakistani.
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ostracised and controlled by the rest of the family (including other women) and have
to do the cleaning and the cooking whilst the British born girls are given more
freedom, like being allowed to have mobile phones

x The right to stay / leave to remain can be a factor. Women with no |egal status fF D Q W
get benefits and have no-where else to go. There is a fear of being deported. They
often have no family of their own in the country and even if they were to tell the family
in Pakistan they would be encouraged to stay and stick it out

X It seems harder for those moving into the household (i.e. marrying one of the sons)
they are often treated like slaves. Not included in the family. Their own family is
abroad and the woman is isolated, often with no legal visa or bank account. Younger
family members (e.g. the children of the other women) are encouraged to treat her
with disrespect. They are also watched by the local community

Household behaviour

X Boys are often encouraged by fathers to be aggressive towards their mother and
younger siblings *they are brought up to think of themselves as superior. Many
families watch Asian TV which re-enforces these gender stereotypes (i.e. submissive
woman, the man as the master of the house)

x Talking to the women alone is hard to do as the wider family ofte Q Z RI€af&\the
room when nurses are visiting. Often the women are not allowed to leave to house to
attend clinic / Sure Start etc.

Xx $W &RUH *URXS &KLOG 3URWHFWLRQ PHHWLQJV \RX VHH Wi
freely. They are always accompanied and not allowed to say anything.

Acceptability

x There are different levels of acceptabiity FRPSDUHG ZLWK pasKiaWwhet] ZRPHQ
the women see as violence (i.e. rape within marriage would be seen as acceptable)

x Whilst there may be similar incidence of violence between white and south Asian
communities, less is reported by the Asian women (evidence from domestic violence
referrals from the police). Reasons for not reporting seem to be to do with not
wanting to bring dishonour or shame to the family. There is a feeling that family
issues should not be discussed outside of the family. Particularly for women who
have married into the family, there is a sense of obligation to the wider family.

Barriers to help-seeking

X Language is a barrier to seeking help and although English classes are available
they are not encouraged. Even more educated women who can speak English are
prevented from doing so
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x GPs from the same community (usually the norm) can be a barrier to help-seeking as
women often don TW W& &P/(ilvere is lots of evidence that confidentiality is
frequently breached). GPs tend to encourage the women to keep quiet and be
obedient to their husband. They appear to collude with the patriarchal culture and
little action is taken

X White women tend to stay of their own choice rather than family members making
them. They seem more willing to talk about their situation and are generally
encouraged by their own families to leave the perpetrator

X The alternative for south Asian women appears to be a life of loneliness. Husbands
KDYH WR DJUHH WR D GLYRUFH DQG WKH ,VODYP{1FWRHKUNYV G
is a court in the local town)

Provision

- KABWR (Asian speaking workers who can arrange refuge provision)

- Freedom Project (a drop in centre for all women, offer a 10 week course)

- Safer Communities Project (a counselling service with Asian workers)

- Local health service worker £named nurse for domestic violence

- RPHQYV 5 Hdwaedver the local Pakistani taxi drivers all seem to know where
WKH ZRP H @efi8/ TheHotnen in the refuge are often targeted by local shop-
keepers for sex/relationships

Outcomes

x Usually poor, often go back due to lack of support. There is a local difference
between the different south Asian sub-groups (i.e. Pakistani & Indian). It can depend
where the immigrants come from. This area it is where Pakistan was 40 years ago
when the first immigrants came. The values and behaviour have remained the same

X Some do manage to escape and go to a refuge, most do not formally report it as they
fear GLYRUFH LWYV HDV\ IRU PHQ WR GLYRUFH ZRPHQ LQ ,VOL
their children. Those living away from the husband get harassed by the family or by
the husband 7KH pFRPPXQLW\Y UHDFWLRQ LV D ELJ LVVXH IRU V>
cultural shame. Generally speaking they just stay tWKH\ GRQfW ZDQW WR JR WR
support groups and most of the groups are known to the local community. They think
they would be watched. Usually the women have no money or no transport so they
F D G8W. Many do not speak English

Referrals

X School nurses get natifications via the Domestic Violence Unit of any household
violence reported to the police where there are school age children living. Health
visitors are notified by the DVU when children under 5 are living in the household.
Neither group get referrals about childless or older women
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Appendix D District Nurse Interviews

The purpose of interviewing the three district nurses was to ascertain their understanding of
the role they have within domestic violence and abuse. Three main questions were therefore
asked:

1. Do district nurses encounter domestic abuse?

2. What is the district nurses role within domestic abuse?

3. What training do district nurses have on recognising and responding to domestic
abuse?

The following is a summary of the responses received:
Observed h ousehold behaviour

X Behaviour is sometimes observed that district nurses consider abusive for example
KXVEDQGY RSHQO\ EUDJJLQJ WR WKHP DERXW DaldLUV ZLWK
said to turn a blind e \ H fo certain things. All the nurses were aware that there is
often cruelty towards younger, usually immigrant women in the household. 3Ihe
\RXQJHU RQHV WKDW KDYH FRPH LQWR WKH H[WHQGHG IDP L
Nurse C. Examples given were not being allowed out, being locked in the bedroom
during the day, not being given any money, the phone being monitored. One case
was shared where a patient revealed to the nurse that she was forced by the family
to have sex with her severely disabled husband against her wishes so that she would
become pregnant.

x Caring responsibilities for the sick and elderly almost always fall on the women
(daughters-in-law).

X '"XULQJ WKH Q X thaf famify Memberd/oftéh speak for the patient, even if
they can speak English.

Training

One district nurse of 26 \HD UV H[SWNWieHAREHGQTW UHFDOO JHWWLQJ DQ\ W
domestic abuse specifically although she had been trained in Safeguarding Vulnerable
Adults. When asked, she said that this was fairly typical of other nurses in her team.

Another, (Nurse B) was aware of local training on domestic abuse and forced marriage, but
FLWHG *FDSDFLW\" DPRQJ WKH WHDP DV D EDUULHU WR WKHP DW

Nurse C said the only training relating to abuse she had received was 36 DIHIXDUGLQJ’

$00 WKUHH QXUVHV IHOW WKHUH WR EH D QHHG IRU PRUH 3FXOW
QXUVHV 2QH VXJIJHVWHG WKDW WUDLQLQJ LQ *KXPDQ ULJKWV  Z

Perceived level of responsibility

The nurses felt that as district nurses they are only clinically responsible for their named

SDWLHQW RU ZKRHYHU LV RQ WKHLU 3FDVHORDG® +RZHYHU LI D
would inform the Safeguarding Team. Nurse A said if she did witness anything during the

course of her work regarding an adult in the house who was being harmed she would tell her

PDQDJHU RWKHU WKDQ WKDW VKH LV XQVXUH ZKDW WKH SURFH)\

%2 Someone 18 years or older who is deemed to have full mental capacity
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VKH [HHOV VKH ZRXOGQPRQHAW NQRR XKXHVKHU \RXYG ZDQW WR J
becauseyoX GRQIW ZDQW WR PDNH WPROHGUIZUNHDE\ ZRUVH

Nurse B feels that their main safeguarding function is around any children in the home. If

WKH\ VXVSHFWHG D FKLOG ZDV DW ULVN WKH\ ZRXOG 3UHIHU" 6K
visitorsinherte DP DUH YHU\ SFKLOG IRFXVHG” DV RSSRVHG WR FRQVLG
ZRPDQ PRWKHU 6KH DGGHG KRZHYHU WiKVis¢/decsion®adMd/ DUH DEOH
choices" DQG WKHUHIRUH RIWHQ UHPDLQ LQ WKH KRXVHKROG ZKHUI
believes the GP has a responsibility for protecting abused women but recognises the woman

would need to feel comfortable enough to tell the doctor. Two of the nurses gave examples

of breach of confidentiality among local south Asian GPs. Nurse C felt that children a U k& 2

different kettle of fish” DQG LI FRQFHUQHG DERXW D FKLOG VKH ZRXOG VS
but not if the concern was just about the woman.

NurseB FRPPHQWHDGI WKBPWZRPDQ KDVQIYW JRW D FKLOG WKHQ VKH L
our systems and processes ~ She believed most of her district nurse colleagues would think
GRPHVWLF YLROHQFH LV QR ikt additagk Briertatédithdn rigskkR OH 3
assessment, we are contractdriven” 1XUVH & DOVR WDONHG DERXW EHLQJ 3W|
weQW RQ W/ \GIRQ@TW KDYH WKDW ORQJ WR EH DEOH WR VSHQG Wl
FRQYHUVDWLRQV :H GR ZKDW ZHYYH JRQH WR GR DQG WKHQ ZH

Culture

1XUVH $ IHOW WKDW IRUFHG PDUULDJH LV SDUW RhdWdH 3FXOW XL
I1XUVH % DQG 1XUVH & DWWULEXWHG FHUWDLQ DEXVLYH EHKDYLI

8, WKLQN LWV FXOWXUDO ,WYV QRW DFFHSWDEOH LV DQ\ W\SH
DFFHSWDEOH IRU D 3DNLVWDQL IDPLO\ EXWRURW W KCH- BEH&W O H OA
them” VDLG 1XUVH & KRZHYHU OIRXHRDRHWOQDN RWIWRXOWXUDO EXW
PH ZKDW WKHLU EHOLHIV DUH , ZRXOG SUREDEO\ JR pu, GRQYW UFE

All three nurses expressed views that suggested they were fearful of being branded as racist

LI WKH\ ZHUH WR EH RSHQO\ F UhoW ddwe QetBriniRethaiit 3 bQ razistW LY LW L H \
that we are not going against their culture?” VDLG 1XUVH % IRU H[DPSOH 1XUVH &
she did come across some behaviour towards an adult she was uncomfortable with she

ZRX@&t¥ andignoreit” 6KH GLG IHHO K BuppbdeHfue\Wndéystdod the

cultures more we would then know what was acceptable to talk about to them ~

155



Appendix E Searching for Survivo rs

After careful deliberation it was decided that the approach to this study would be to

target Pakistani women who were, at that point, safe and living apart from their

abuser/s. The initial Ethics application which was approved in July 2013 therefore
carefully addressed all of the issues to be considered when undertaking sensitive

research - which include managing boundaries and mitigating risk to both research
subject and researcher. The approach at that point also included interviewing health
visitors about their professional experience of working with Pakistani women living in
violent situations. The health visitors would not however be used as a way of targeting
women as potential research participants, as health visitors would only ever be in formal

contact with women in high risk situations.

The search for women sur  vivors lasted for a year. In all of that time only four women
expressed interest  and two of them subsequently withdrew . The following is a brief
summary of efforts made to engage with the women and the rationale for the decision in

April 2014 to shift the focus away from women survivors, to look solely at the first -hand

accounts of health visitors.

,QLWLDOO\ ERWK ZRPHQTV UHIXJHV ZLWKLQ WKH JHRJUDSKLFDO ORFD)
contacte d. Refuge staff however appeared guarded. The general and understandable

consensus was that women currently living within such safe houses are often at that

point, still very traumatised by their experiences. One worker described how women

living withins KHOWHUV IUHTXHQWO\ 3 VWUXJJOH WR RSHQ XS WR WUDLQHG
would seem inappropriate to suggest they might talk to a researcher. When asked if

refuges remain in contact with women who had moved on and who may be more ready

to reflect on th  eir experiences, the answer was no. A helpful suggestion was made

however, to contact local and national pressure groups. Three were recommended as

EHLQJ NHHQ WR DGG WR WKHLU UHVHDUFK EDVH $ WRXU RI WKRVH RU.
revealed a large body of research papers that supported this view. Systematically each

one was contacted.

Responses from the pressure groups were disappointing. Only one was willing to engage

in any kind of dialogue and for a while it seemed likely that someone might at least talk

face -to-face with me . Sadly no volunteers came forward. Throughout the following

PRQWKY PDQ\ RWKHU ZRPHQYV JURXSV DQG FDPSDLJQLQJ RUJDQLVDWL
initially local to the study, then widened to national or London based groups. Several

were sub scribed to. When approached regarding contributing to this study responses

YDULHG IURP QR UHVSRQVH WR VWDWLQJ WKDW WKH\ ZHUH VXSSRUWL

156



KDYH WKH FDSDFLW\ WR JHW LQYROYHG 6FRXULQJ WKH RUJDQLVDWLR(
attendance DW WKH :RPHQYV $LG DQQXDO FRQIHUHQFH DQG D IXO0O GD\ VS|
violence project in the north of England all failed to lead to any actual interview

opportunities with women survivors.

An opening arose to meet with a PhD student undertaking re search with women

refugees and asylum seekers, and who also worked as a volunteer at a ZRPHQYYV FHQWUH
in the north of England . The centre provides drop  -in facilities, counselling and advice for

women experiencing domestic violence. The student offered to d istribute information

about this study among women workers at the centre, some of whom are themselves

survivors of abuse. This led to a series of telephone conversations and email exchange

with one woman in particular, but this never progressed to the poin t of her feeling

comfortable enough to be formally interviewed.

$WWHQGDQFH DW WKH :RPHQYTV $LG FRQIHUHQFH LQ -XQH ZDV DQ R
first -hand from prolific commentators and, or, authors on t he subject of violence against

south Asian women. T wo major national figures who contributed were contacted

following the event and asked if they would know of any women survivors who would be

willing to be interviewed. Brief details of the study were sent with emphasis on the

potential of the findings to influence local specialist provision + underfunding of such

provision is a key issue according to the work of both writers. One of the authors never

replied, the second was unable to help due to the pressure of work.

Social media was considered. There app ears a lot of debate in the literature amongst

academics and researchers about the opportunities and challenges of online and social

media research and the approach is said to be wrought with ethical dilemmas.

Tentatively, however this was explored to find RXW LI HLWKHU PJEORJJLQJY RU pWZHH\
work as a method of reaching women. Certainly there are very many established social

networking groups for women experiencing domestic violence, some specifically targeted

at south Asian Women. Most however are American, all are unregulated, and | felt social

media users were probably not repres entative of the women | wanted to speak to . It was

eventually felt that there are too many methodological problems with using this

approach, and social media was therefor e discounted as a method

The next approach was to contact those Members of Parliament with either a stated

specialist interest in women and violence, or who hold a more formal portfolio for

MZRPHQYV LVVXHVY 7KUHH ZHUH LGHQWLILBNGwWAKIRIPPHW WKRVH FULWHU
FRQVWLWXHQFLHV LQ WKH QRUWK RI (QJODQG $ SDUWLFLSDQWYV LQIR

of the study and its potential benefits was sent, and each was asked to forward it on to
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any women constituents who may wish to contribute to the stud y. Nothing was heard

from any of the politicians or any woman victim or survivor of domestic violence.

Another potential opportunity arose from a colleague with a Pakistani female friend who
recently left a very abusive relationship. The woman, it was sug gested, would be willing
to tell the story of her experiences. Tentative arrangements were made to meet to

discuss a possible interv  iew; however the woman decided to return to her abuser and

felt therefore unable to proceed any further. Two further women ¢ ontacted me some
time later after hearing about my research via my professional networks. The point had

come however when | had decided to change my approach.

The literature provides som e clues as to why access to wome n survivors has proved so
difficult an d suggests the issue of violence within some south Asian households is often
shrouded with secrecy. Reasons for this seem to be associated with social stigma and

expected silence from the community (Ahmad, Driver, McNally, & Stewart, 2009;

Ahmad, Rai, Petr ovic, Erickson, & Stewart, 2013) WKH UROH RI KRQRXU RQ ZRPHQTYV L
to disclose violence  (Latif, 2011; Liang, Goodman, Tummala -Narra, & Weintraub, 2005),
shame (Ammar, Couture -Carron, Alvi & Antonio, 2013; Anitha & Gill, 2009) and fear of
retaliation (Lee & Hadeed, 2009) . The literature frequently refers to south Asian women

DV EHLQJ pKLGGHQT YL kGudkraNoriR SgalER&/Farland, 2006; Gangoli,

McCarry, & Razak, 2008; Natarajan, 2002) . All of these issues are explored in more

detail elsewhe re in this thesis but are noted her e in order to suggest why some Pakistani

women might be reluctant to engage with research of this nature.

21

Summary of the organisations approached in the search for survivor stories

Description of organisation Response
N=national

L=local to study (or local branch of national
organisation)

Key national charity working to end domestic L No response received.
violence against women and children. They
support a network of over 300 dedicated specialist
domestic violence services across the UK

:RPHQYV UHIXJH | RQH RI ZKLFK LYL Informed that it is not appropriate to
BMER women) interview women at this point in their
escape from violence. Said to be too
close to the event.

Black feminist organisation dedica ted to N No response received.

addressing violence against women and girls

Organisation supporting victims of honour crimes L Initially agreed to be involved, asked
and forced marriage for more information but never

responded. Contacted three times.
Simil ar pattern.

Women's organisation that assists women affected N No response received.

L Anonymised due to the fact that some of these are Safe Houses
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by physical as well as mental, financial, sexual and
emotional domestic abuse

:RPHQYVY VXSSRUW VHUYLFH ZKLFK
information, practical and emotional support, and
safety planning advice

q

~

Contact made and one woman agreed
to be interviewed, but later withdrew

Charity which aims to engage the public, and
especially the minority Muslim communities, to
become aware and take action against domestic
violence

After i nitial contact made and
encouraging email communication, no
further contact received other than
promotional material

A not -for - profit organisation set up to meet the
needs of black (Asian and African - Caribbean) and
minority ethnic women

Appeared support ive of the research
but stated that due to work pressure
they were unable to be involved

Organisation for women facing domestic violence -
which provides legal advice, safety planning and
re - settlement support

Informed they do not have the
resources to support students doing
project work

Domestic Violence Project dealing with male
violence to women and children

Informed by staff that they are very
rarely contacted by South Asian women
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Appendix F Interv iew Schedule

X Introduction tthanks for coming, revisit the purpose of the study, length of the interview

X Ground rulest the right to withdraw, the right to not answer any of the questions, the interview will
be taped, notes may be taken by the researclgnymity, confidentiality

x Information leaflets/consent t go through together, ensure informed consent

Semistructured questions

1. How do you see your role in the context of domestic violence? Do you approach it any
different in Pakistani households?

2. In your experience, what kinds of violence and abuse do Pakistani women experience?

3. How does it differ from the types of violence you see other women experiencing? Why is it
GLITHUHQW GR \RX WKLQN" ,V WKHUH DQ\ GLITHUHQFH EHWZHHQ ,Q
experience (check the cultural origin of the client group the nurse has experience of working
with)?

4. Who are the perpetrators in Pakistani households?

5. How do the women seem to view their situation? What do they expect from you?

6. Interms of the Pakistani women you have supported in the past what do you think helps and

ZKDW GRHVQYW KHOS" :K\"

7. What would be a good outcome? / What does good look like for Pakistani women
experiencing violence?

8. What sort of training have you had? Did this prepare you adequately for working with
Pakistani families?

9. Are you aware of any local policy / approach / pathways in relation to domestic abuse? How
helpful is it? Can you give some examples? Do you follow it in the same way with all women?
Why/why not?

10. Do you think that there should be a zero tolerance approach to domestic abuse? Could risk
management strategies work better for some women? Is it acceptable to have different
approaches/models of intervention for different cultural groups? Why/why not?

11. Are you a CPT? If so, how do you prepare your students for visiting Pakistani women victims
of domestic abuse

12. From your experience, if you could, how would you influence domestic violence training for
nurses working with Pakistani communities

13. Is there anything else from your experience you think | need to know that would contribute
towards me understanding this issue more? If so, what?

End of the interview  *to consider:
Is any further help or support required for the participant?
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Appendix G Consent Form

CONSENT FORM

It is important that you read, understand and sign the consent form. Your contribution to this research is
entirely voluntary and you are not obliged in any way to participate, if you require any further details please

contact your researcher.

Initials

| have been fully informed of the nature and aims of this research

| consent to taking part in it and having my interview audiotaped

| understand that | have the right to withdraw from the research at any time without giving
any reason - up to the point that the study is written up

| give permission for some of my words to be quoted (by use of pseudonym) within the
study

| understand that the information collected will be kept in secure conditions, for a period of
five years at the University of Huddersfield (audio tapes will be destroyed once
transcribed into a written format). This will be in an anonymised format

I understand that no person other than the researcher will have access to the actual
information | provide

I understand that my identity will be protected by the use of pseudonym in the report and
that no written information that could lead to my being identified will be included in any
report

I understand that if | identify during the course of my interview anything that suggests
either me or someone else is at risk of significant harm, the researcher may be required to
report this to an appropriate authority

I understand that should any negligent clinical practice become apparent during the
course of the interviews with either group, the appropriate line manager will be informed

Signature of Participant: Signature of Researcher:
Print: Print:
Date: Date:

(one copy to be retained by participant / one copy to be retained by researcher)
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Appendix H Information Sheet for Research Participants

Research into Working with Pakistani Women Experiencing Violence

INFORMATION FOR INTERVIEW PARTICIPANTS

You are being invited to take part in this study looking at working with Pakistani women experiencing
violence. Before you decide to take part in the interview it is important that you understand why the
research is being done and what it will involve. Please take time to read the following information
carefully and discuss it with me if you wish. Please do not hesitate to ask if there is anything that is
not clear or if you would like more information.

What is the study about?

The study aims to further advance clinical knowledge about the specific nature of violence perpetrated
against some women living in Pakistani households and to understand why these women appear not
to benefit from existing community nursing domestic violence policy and interventions.

Why | have been approached?

You have been asked to participate because you currently work or have recently worked
predominantly with a population of south Asian individuals and families and may have experience of
supporting women from that community who are experiencing abuse.

Do | have to take part?

It is your decision whether or not you take part. If you decide to participate you will be asked to sign a
consent form, and you will be free to withdraw at any time and without giving a reason - however once
the material has been writen up it cannot be retracted. Approval for your inclusion into the study has
been agreed by XXX R & D Lead and Huddersfield University Research & Ethics Panel. Should you
consent to take part I will gain further permission from your line manager.

What will | need to do?

If you agree to contribute your knowledge to the research we will meet at a time and venue of your
choice. | hope to carry out the interviews during Spring/Summer 2014. | will ask you a series of
guestions based on your experiences and with permission record your responses on an audiotape. |
may also make some written notes which will be my personal reflections at the time. If you prefer not
to answer any of the questions please let me know immeadiately. Once the interview has begun | will
ask you not to identify yourself, anyone else or the name of any support group or refuge you may
have had contact with. The interview will last approximately an hour.

Will my identity be disclosed?

All information disclosed will be kept confidential, except where legal obligations would necessitate
disclosure by me to appropriate personnel (for instance if you or another person was at risk of
significant harm). Likewise, should any negligent clinical practice become apparent during the course
of the interview, your line manager will be informed.
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What will happ en to the information?

All information collected from you during this research will be kept secure and any identifying material,
such as names will be removed in order to ensure anonymity. It is anticipated that the research may,
at some point, be published in a journal or report, however, should this happen, your anonymity will
be ensured, although it may be necessary to use your words in the presentation of the findings. Your
permission for this is included in the consent form.

Who can | contact for furt her information?

If you require any further information about the research, please contact me: (details provided)
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Appendix

OUTLINE OF PROPOSAL

| 1 Ethics A pplication

THE UNIVERSITY OF HUDDERSFIELD

School of Human and Health Sciences  £School Research Ethics Panel

Please complete and return via email to:

Kirsty Thomson SREP Administrator: hhs_srep@hud.ac.uk

Name of applicant: Catherine Smyth

Title of study: What are the barriers South Asian women living with violence experience in s eeking help
from Community Health Services?

Department:

School of Human and Health Sciences Date sent: May 2013

Issue

This study aims to further advance the knowledge of community nurses about the
nature of violence perpetrated against women living in South Asian households in the
north of England. By doing so it is hoped that the perceived barriers such women
appear to experience in being able to remain free from harm can be better understood.

Violence against women has received attention at both international and national level
since the mid -1990s. Whilst recognising definitions of violence are complex and varied
and cannot be universally applied without qualification to all women, domestic violence
is often a gendered crime most frequently perpetrated by men on women. Indeed much
of the statutory and non-statutory support for victims of domestic abuse is funded to aid
women in this specific situation. For some however, including South Asian women,
abuse is also perpetrated by wider family or household members. For these women
support provision appears extremely restricted, and community nurses working with
South Asian women often find that the options available to such a woman to remain
safe or to flee a violent home situation, for many reasons, are very limited. These
options are further curtailed by the absence of wider birth family support, inadequate
command of the English language, economic dependence and uncertain legal status in
cases where the woman is a recent settler in the UK. Initial scoping of the issue of
violence against South Asian women for this proposed study, also reveal that the types
of violence towards some South Asian immigrant women differs from that experienced
by British born women, including those from Indian and Pakistani origin.

The aim of the study is to improved appreciation of the issues so that is may lead to
change in clinical practice in order that community nurses can contribute to better and
safer outcomes for South Asian women experiencing domestic abuse. Raising
awareness could also increase the range and appropriateness of other available NHS
support provision. This study hopes to provide a voice for those who by nature of their
circumstances, cannot always speak for themselves.

During the course of the study information will be sought from health visitors, general
practice nurses and other community nurses working in geographical areas of high

South Asian population across XXX. This will contribute towards increasing the pool of
knowledge and understanding from WKH SUDFWLWLRQHUTV SHUVSHI
working among South Asian families and communities. In addition to this, participant
women volunteers will be sought from the South Asian community who have

experienced domestic and family violence and mighW GHVFULEH WKHPVHO
These will be recruited from Support Groups across XXX and by word of mouth. It is
anticipated that these will be women who have, by some means, managed to escape
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