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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 begins or worsens in pregnancy. Health visitors,
because of their role with pregnant women and mothers are in a key position to offer both
supportive interventions and to play a preventative role in domestic abuse.

The aim of this research is to improve understanding 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 Pakistan 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
mothers is a complex aspect of health visiting practice compounded by deep rooted 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.
Inconsistencies in practice were however noted.

Three overarching themes were found from the analysis of the data which depict the
challenges health visitors face and the endeavours they take to keep women safe. The
theme of Presence depicts a range of actions linked to ‘seeing’ or ‘being with’ women and
includes carrying out repeated enquiry into abuse. Role Strain describes how the health
visitors express difficulty in fulfilling the various demands and expectations of the role. The
term Covert Actions encompasses a range of seemingly hidden or concealed activities
undertaken by health visitors in an endeavour to maintain Presence.

The study provides 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 draw
from to inform their decisions in this specific area of practice. It also provides awareness of
the wider challenges health visitors can encounter when working more generally among
collectivist 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 mothers live, and
attempts should be made to develop appropriate interventions that derive from those
contexts. This includes 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 oppressions some women
encounter.

Recommendations for service providers are that they should take a broader view of
domestic violence that recognises ‘difference’ and therefore enables health visiting
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 introductory chapter is to provide a personal, professional and the
beginning of an academic rationale for an in-depth study of health visitors’ work with
Pakistani women living with violence and abuse. In this chapter the background and
context of the study are described. My position as a researcher is 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 context

This research was undertaken as a result of my own experience as a health visitor
working for many years amid a south Asian, predominantly Pakistani, population in the
north of England. Much of the family structure and many social patterns I 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 more members of the extended family,

which frequently included other women living in the same household.

Throughout that time I found it difficult to know how to effectively support those women
experiencing this type of violence, or indeed what good outcomes for such women might
be. Those who spoke out often later retracted the disclosure and women who chose to
share their unhappiness with me frequently felt they had no choice but to accept their

situation and rejected any intervention I was able to offer.

The sense of impotence I 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 understanding of the issues facing health visitors working with this
population group. I hope to add to 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.

I am aware however that Pakistani women are not one homogenous group and I

acknowledge that some may question the legitimacy of a white, western woman writing
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about Pakistani violence. I am mindful that cultural relativists might suggest that the
practices of a minority ethnic group cannot be criticised by anyone outside that group.
Anti-racists might argue that my writing deflects attention from the oppression of racism
and perpetuates stereotypes, and some feminists might propose such research

propagates constructions of Pakistani women as passive victims.

While I recognise such dangers, the focus of my research is on health visiting practice
and not why such violence might occur. I 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 provides definitions and a rationale for the choice of certain words 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 Health, 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 refers to someone whose ancestral roots lie in what is now the
modern State of Pakistan. This includes British born Pakistanis. I acknowledge that
Pakistani people are a mixture of several ethnic sub-groups, however I 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 groups and use the broader term south Asian. Where this is the
case, for accuracy, I have also used this terminology when referring to those specific
works or references. Likewise, when certain statements are made that may be
generalisable to the wider group of south Asian women or communities, the overarching

term is used.
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1.2.3 Health visiting practice

At the time of this research 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 enquiry of pregnant and
postnatal women about domestic violence by health visitors was however established

practice within 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 thesis the
following United Kingdom (UK) cross-government definition 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

(Home Office, 2013)

Throughout the thesis, in order to avoid what might seem to be tedious repetition, I use
the terms violence and abuse interchangeably as opposed to the longer, combined
phrase ‘domestic violence and abuse’. I recognise however that the term ‘violence
against women’ is preferred by some and is often used in a political context by
governments, organisations and pressure groups who 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
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are most frequently subjected to violence by men. I more frequently choose to use the
words ‘violence’ and ‘abuse’ however because they 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. The phrase ‘violence against women’ is occasionally used as a general

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

1.2.5Survivors and victims

A survivor in the context of this research describes someone who has experienced
domestic violence and has been able to exercise their agency and make 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), it is a word widely used in the

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

It is my view that it must be up to those who have experience of violence and abuse to
make the decisions as to how to identify themselves. For the purpose of this research

however the terms ‘survivor’ and ‘victim’ are used in the context described above.

1.2.6 North of England

This research was undertaken within a specific geographical region in the north of
England. It is an area that has experienced ongoing migration from India and Pakistan
since the 1970’s, predominantly from the Pakistani districts of Mirpur and Faisalabad.
Evidence from the 2011 census suggests the Pakistani population of the region continues
to grow and is currently estimated at 10% of the total population (University of
Manchester, 2013).

In order to maintain the anonymity of those who have contributed towards this work, the
actual borough and region alluded to in the study is not named, neither is the healthcare
organisation that participated in the research. Every effort however has been made
within the thesis to differentiate between statements made about the actual region,
those which are more generalisable 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 from the study will only
be applicable to the region where the study was conducted. Certain links and similarities

between this population and others in the north of Britain are however made in the
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literature review in Chapter Three. Similarly, whist the research focuses on one
particular community and their experience is unique, 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
insight gained from the issues explored in this study will have relevance and be
transferable to health visitors working 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 that many expectations are
associate with it. In order for my approach to this research to be better understood, I
will therefore state my position as a researcher and how I feel my personal perspective

may have influenced this work.

1.3.1Professional perspective

I 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
assumptions 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 by these perceived notions. This is discussed in more detail in the Methods
Chapter. Similarly, within the Methods 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 influenced the research process. How I 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 philosophical assumptions were applied to this research. In

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

stance with regards to the nature 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
the thinking behind the philosophical movement of critical realism (Collier, 1994) which
is built on earlier work in the realist philosophy of science, particularly that of Rom Harré
(Sayer, 2000).

A critical realist philosophy is based on an assumption that reality exists independently
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 distinguish between different strata of knowledge - the
‘real’ the ‘actual’ and the ‘empirical’. The empirical is constituted only by that which is
experienced by individuals, the actual is constituted by events which may or may not be
experienced, while the real is constituted by ‘generative mechanisms’ that contribute to
our understanding of the ‘actual’ but which are not fully explanatory - rather, they are
‘tendencies’ or causative agents (Danermark, Ekstrom, Jakobsen, & Karlsson, 2002;
Sayer, 2000; Walsh & Evans, 2014). Critical realists conceive that individuals have the
power or agency to make decisions and change, but that decisions are also constrained
by structural factors, and that structure and agency are given equal weight. To
understand determinants of health, critical realism suggests that the interaction 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 disciplines including economics, evaluation and
health (Harwood & Clark, 2012). Wainwright (1997) suggests that realism can provide
“an ontological and epistemological basis for nursing” (p.1268) and Walsh and Evans
(2014) claim that critical realism can offer an important theoretical 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) describes it as a meta-
theory that is an alternative to variations of positivism and constructivism. My approach

to critical realism and its application in this study is drawn on ideas and principles from
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several authors, though is predominantly based on the definition below proposed by

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

“a realist ontology (the belief that there is a real world that exists independently of
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
vantage point, and that there is no possibility of our achieving a purely ‘objective’
account that is independent of all particular perspectives)”

(Maxwell, 2012, p. vii)

Research underpinned by a critical realist approach will therefore explore meaning and
be interpretive. The 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, 2012). Hence it can
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 undertaking of this study I have kept a reflexive
research diary in which my own thoughts about the research process were recorded
(Appendix A). In doing this I have been able to see and demonstrate how certain
decisions were reached and choices were made throughout the process. This provides
transparency and also insight into the impact that my experience and presence as a
researcher, a woman and a health visitor has had on this study. In doing so however I
agree with Freshwater (2005) who argues that a researcher’s bias can never be fully

known and we can only articulate that which we are aware of.

1.4 Rationale and broad aims of the study

In undertaking this study I aim to provide a better understanding of the issues health
visitors face when working with Pakistani mothers living with domestic violence. Doing so
will add to the overall knowledge base of health visiting interventions with women
experiencing abuse and therefore contribute to finding more effective ways of keeping
women safe. Findings from the research can also be used to inform future policy and

developments in health visiting practice.
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The approach is to use first person accounts so that personal experience can be
explored. By obtaining the perspectives 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 contains a detailed discussion on the
topics of health visiting and domestic violence. The 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 towards Pakistani women. A
review of the academic literature on these topics, with a focus on any gaps in current

knowledge, can be found in Chapter Three.
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Chapter 2

Health Visiting, Violence and Pakistani Women

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 description of contemporary health visiting practice,
the theory underpinning and influencing practice and relevant aspects of the health

visitors’ role with people who are generally considered hard to reach.

Health visiting has been described as a long standing yet “contested” profession and
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 al., 20153,
p. 30). It is a 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 frequently linked to General Practice forming part of the
multidisciplinary primary healthcare team. As public health practitioners they operate in
a way that is similar to public health or community health nurses 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, the principles of health
visiting have not varied since they 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 an awareness of health needs
The influence on policies affecting health

The facilitation of health enhancing activities

(CETHV, 1977)

The long history of the health visitors’ specific role with children and families has
remained constant over the years with the health visitor being seen as the key health
professional for pre-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 through

assessment and screening.

Health visitors are therefore likely to encounter abused women in pregnancy or at key
points in the first five years of a child’s life as part of the ‘Universal’ provision to mothers
and families. In addition to this, the ‘Universal Partnership Plus’ level of the Healthy Child
Programme, which is for families dealing with complex 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
health visiting as being epistemologically “dislocated” (Peckover, 2013, p. 122). Burrell
(2011) however claims health visiting has an “eclectic mix of underpinning
epistemologies and discourses” in that it is grounded in sociology, epidemiology,

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 compatible with health visiting practice as they generally
imply a state of ill 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, but 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 different theoretical structure. The
first is the problem orientated approach, which is related to screening techniques and is
generated by the medical model of health. The second is the relationship approach
which Robinson relates to psychotherapeutic intervention techniques derived from

psychological notions of hormal human growth and development.

Billingham (1991) cited in Elkan et al. (2000) suggests three models of health visiting -
the preventive, radical-political and self-empowerment models. The preventative focuses

on behaviour change, the 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 and the self-

empowerment model aims to empower individuals and communities to achieve change.

The contemporary focus of health visiting theorists however appears to be debating the
merits of evidence based practice, which is said to be the current “knowledge protocol”
in the NHS (Robinson, 2012, p. 10). An approach to clinical decision making driven by
measuring ‘effectiveness’ and demonstrating ‘outcome’ however has its critics among
health visiting scholars. Elkan et al. (2000) for example argue that health visiting cannot
be viewed merely as a technology through which scientific solutions are applied to social
problems, rather needs to be viewed as a political movement, based on a particular
model of society, which shapes the goals which health visitors pursue and influences the

strategies they adopt to achieve their goals.

It is not the intention 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 “ambiguous and contested knowledge base” (p.123),
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’ perspectives will be heavily influenced by their personal interpretation of how
theory and knowledge should be applied to practice. Paradoxically however, it could also
be argued that ongoing empirical research is therefore crucial in order to uncover and
highlight any such adverse variance and address contradiction. It is argued therefore
that research 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

The umbrella term ‘hard to reach’ is often used to refer to people who choose not to
engage to any significant extent with health and social care systems, 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 a “socially excluded” population (Bowes & Meehan
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 (AlImond & 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 which 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 agenda and work with mothers and the under-fives health visitors are said
to be in a key position to advocate for and 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 attempt to provide what they perceive to
be more equitable services, or achieve equal outcomes for ethnic minority groups, have
invested in schemes or specific roles to complement health visiting teams. Typical
examples are cultural awareness training (e.g. Almond & Lathlean, 2011) and the
employment of interpreters (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 valid cultural demands and
fundamental human rights. It could be argued that without 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 tolerate difference.

2.2 Domestic abuse

In this section the broad concept of domestic violence is introduced, its prevalence
worldwide and in the UK described, and the situation with women pertinent to this study
put in context within those demographics. The health 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 described in this section however the empirical literature which looks at
research into health visiting practice and domestic abuse is discussed in the literature

review in Chapter Three.
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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
Conference 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 globally 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