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As clinicians, one of our primary concerns is
the safety of the people who come to us for help.
Two of the potentially volatile situations that en-
danger our clients are partner abuse (domestic
violence) and suicidality. Obviously, the threat
to our clients is magnified when both situations
are present. Since domestic violence and suicidal
behavior are associated and African American
women are at elevated risk for domestic violence,
culturally competent clinicians must have a plan
for dealing with the myriad of clinical issues that
arise in working with this population. To familiar-
ize therapists with the unique issues associated
with treating low-income, African American women
with a history of domestic violence and suicidal
behavior, this article reviews the empirical litera-
ture, offers a culturally informed theoretical
model that employs the concepts of stress, cop-
ing, and stages of change, and presents an inter-
vention derived from our model.

Domestic Violence and Suicid2l Behavior
in African American Women

Despite the recent proliferation of clinical, the-
oretical, and empirical interest in partner abuse,
little attention has been paid to the role of domes-
tic violence among women of color and women
from disadvantaged backgrounds (Cazenave &
Straus, 1979; Coley & Beckett, 1988; Goodman,
Koss, Fitzgerald, Russo, & Keita, 1993; Hamp-
ton & Gelles, 1994; Kanuha, 1994; Lockhart,
1991; Reid, 1993; Straus, Gelles, & Steinmetz,
1980). This is concerning given that homicide by
an intimate partner is the leading cause of death
for African American women ages 15—34 (Coun-
cil on Scientific Affairs, 1992). There are con-



flicting data on the relative rates of domestic vio-
lence for African Americans and European
Americans. National survey data from 1975 and
1985 revealed that severe violence toward wives
among African Americans occurred at a rate of
113/1,000 versus 30/1,000 among European
Americans (Stets & Straus, 1990; Straus & Gel-
les, 1986; Straus et al., 1980). More recently,
similar findings were reported by Hampton and
Gelles (1994); they found that African Americans
were 1.2 times more likely to experience minor
incidents of partner abuse, and 2.4 times more
likely to experience severe violence within their
primary relationship than were their European
American counterparts. These between-group dif-
ferences remained significant even when control-
ling for social class. Other authors, however, re-
port no racial differences in the prevalence of
partner abuse when socioeconomic status (SES)
is statistically controlled (Coley & Beckett, 1988;
Koss et al., 1994). Further, some researchers find
that social class accounts for some of the discrep-
ancies in prevalence rates between racial groups,
but is not sufficient to explain all of the between-
group differences (Cazenave & Straus, 1979).
These contradictory findings may be due in large
part to reporting biases. Some indicate that
African American women are less likely to report
abuse due to their desire to protect their partner
from racism within the legal system, their con-
cerns about being a “traitor” within the African
American community, and their fears of losing
their children. Others suggest that domestic vio-
lence is overreported in the African American
community because these women are less able
to protect their privacy, due to limited financial
resources and a greater tendency to use public
services, emergency rooms, community mental
health clinics, and social welfare programs (As-
bury, 1987; Kanuha, 1994; Sullivan & Rumptz,
1994; Takagi, 1991).

Given that women of color are more likely than
their respective counterparts to be of lower social
class (Sullivan & Rumptz, 1994), and that ele-
vated levels of partner abuse have been reported
in low-income couples (Hotaling & Sugarman,
1990; Sorenson, Upchurch, & Shen, 1996), low-
income, African American women are at greater
risk for experiencing domestic violence and its
associated psychological sequelae than are women
from middle- and upper-income groups (Belle,
1990). Data also suggest that women living in
poverty have a particularly difficult time extricat-
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ing themselves from an abusive relationship and
are therefore vulnerable to persistent violence
(Cardarelli, 1997). African American women re-
siding in a battered women’s shelter appear more
likely than their nonminority counterparts to have
experienced severe abuse, live below the poverty
line, have children living with them, and are less
likely to have a car (Sullivan & Rumptz, 1994).
In addition to other negative sequelae associ-
ated with victimization by an abusive partner,
women in abusive relationships are at increased
risk for suicidal behavior (Abbott, Johnson,
Koziol-McLain, & Lowenstein, 1995, Amaro,
Fried, Cabral, & Zuckerman, 1990; Bergman &
Brismar, 1991; Kaplan, Asnis, Lipschitz, &
Chorney, 1995; Kaslow et al.,, in press;
McCauley et al., 1997; Roberts, Lawrence,
O’Toole, & Raphael, 1997; Stark & Flitcraft,
1996; Walker, 1979). One study conducted in an
emergency room revealed that 26% of women
exposed to partner abuse reported a history of
suicidal behavior, but only 8% of women with
no history of partner abuse acknowledged prior
suicide attempts (Abbott et al., 1995). Another
study conducted with individuals seeking outpa-
tient psychological services at a depression and
anxiety clinic found that even after controlling
statistically for a history of childhood abuse, the
severity of physical assaults during adulthood was
related to higher lifetime rates of suicide attempts
(Kaplan et al., 1995). Data from a study focusing
on partner abuse in women suicide attempters
conducted in Greece and Denmark revealed that
82% of Greek women suicide attempters and 32%
of Danish women attempters reported being
beaten by their current male partner (Arcel, Man-
tonakis, Peterson, Jemos, & Kaliteraki, 1992).
Only two studies have examined the partner
abuse—suicidal behavior link in low-income,
African American women (Kaslow et al., in
press; Stark & Flitcraft, 1996). Stark and Flitcraft
(1996) reviewed the medical records of women
suicide attempters for a history of partner abuse
and found that African American women who
attempted suicide were more likely than European
American women to have a history of partner
abuse. Kaslow and colleagues (in press) found
that low-income, African American women sui-
cide attempters were 3.6 times more likely to
report physical abuse (42%) and 3.9 times more
likely to report nonphysical partner abuse (45%)
than their demographically similar nonsuicidal
counterparts (16% physical abuse, 17% nonphysi-
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cal abuse). The partner abuse—suicidal behavior
link was mediated by psychological distress,
hopelessness, and drug use, and moderated by
social support. Further, nonphysical combined
with childhood maltreatment was a more effective
predictor of suicide attempt status than child mal-
treatment alone.

Historically, it has been purported that suicide
completion rates are lower in women than in men
(Canetto & Lester, 1995) and lower for African
Americans than European Americans (Chance,
Kaslow, Summerville, & Wood, 1998). An ex-
amination of official suicide statistics, however,
revealed that the highest rates of misclassification
of cause of death are for women and African
Americans (Phillips & Ruth, 1993); a significant
number of these deaths were not classified as sui-
cides, despite evidence suggestive of suicide.
Thus, women and African Americans are not as
protected from suicide as previously thought. Re-
search reveals the following risk factors for sui-
cide in African Americans: sex (being male), age
(25-34-year-olds are at the highest risk), sub-
stance abuse, depression, family dysfunction
and violence, interpersonal discord/marital con-
flict, acting out/delinquency, psychiatric disor-
ders, homosexuality, and AIDS (Gibbs, 1997).
Protective factors in African American suicide
include religiosity (church attendance or affili-
ation), age (being elderly), geographical region
(living in the South), and strong social support
(Gibbs, 1997).

Integrative Model: Stages of Change
Perspective on Stress and Coping

In this section, we present an integrated theo-
retical model that informs our understanding of
suicidal behavior in abused, low-income, African
American women and that serves as the basis
for our psychotherapeutic endeavors with these
women. This gender-sensitive and culturally in-
formed theoretical framework, which draws on
the literature on stress and coping and stages of
change, has been useful in guiding our attempts
to address the following questions: (1) What leads
a woman who is in a domestically violent relation-
ship to choose a suicide attempt rather than other
options for coping with the abusive relationship?;
(2) How is this decision influenced by the socio-
cultural context for the lives of inner-city, low-
income, African American women?; and
(3) What are the treatment implications for a low-
income, African American woman in an abusive
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relationship who has made one or more suicide
attempts? While this is not the only viable frame-
work for understanding a woman’s response to
domestic abuse, it is a useful adjunct to currently
existing discussions of the treatment of domestic
violence and is particularly useful for treatment
with low-income, African American women who
have made one or more suicide attempts.

Stress and Coping

Stress

Stressor. Psychological stress is . . . a partic-
ular relationship between the person and the envi-
ronment that is appraised by the person as taxing
or exceeding his or her resources and endangering
his or her well-being” (Lazarus & Folkman,
1984, p. 19). There are multiple stressors associ-
ated with domestic violence and coping with an
abusive relationship, including but not limited to:
the stress associated with the abuse (physical,
sexual, emotional) itself, the decision to remain
in or leave the relationship, the consequences of
any action taken (e.g., increased violence, eco-
nomic, social, occupational), and concerns re-
garding children’s welfare. These stressors have
the potential to tax a woman’s physical, emo-
tional, material, and cognitive resources. When
we use the phrase “the abuse situation,” we are
referring to all the aforementioned stressors and
we consider them to be inextricably interwoven
in the experience of the abuse survivor.

Appraisal. In their seminal work, Stress, Ap-
praisal, and Coping, Lazarus and Folkman
(1984) discuss the importance of appraisal in un-
derstanding one’s response to stress. The ap-
praisal process is influenced by the individual’s
commitments and beliefs about the world in gen-
eral and about the stressor in particular. “Commit-
ments express what is important to the person,
what has meaning for him or her. They determine
what is at stake in a specific stressful encounter”
(Lazarus & Folkman, 1984, p. 56). Commitments
reflect what the individual prefers or finds desir-
able. Beliefs, on the other hand, deal with what
the individual thinks is true, whether or not this
“truth” is considered desirable.

As a part of assessment and treatment, we must
understand and respect the beliefs and commit-
ments of abused women who make suicide at-
tempts. For example, if a woman is strongly
committed to the notion of maintaining her rela-
tionship despite any problems that exist therein,



her appraisal of incident(s) of domestic violence
will likely be quite different from the appraisal
of a woman who is not committed to the mainte-
nance of the relationship. Likewise, the appraisal
of various coping strategies (e.g., leaving the re-
lationship, trying to improve the relationship, en-
tering therapy, seeking shelter, enduring the
abuse and remaining in the relationship with no
change, and attempting suicide) will be influ-
enced by the woman’s commitments and beliefs
about the world.

We must understand the woman’s system of
meaning as it exists within her sociocultural con-
text. The sociocultural context of low-income,
African American women in abusive relation-
ships has been addressed by feminist theorists and
by culturally sensitive clinicians. According to
feminist views (Graham, Rawlings, & Rigsby,
1994; Graham, Rawlings, & Rimini, 1988; Han-
sen & Harway, 1997; Walker, 1979, 1984,
1994), the social-political context is generally de-
valuing of women, particularly low-income
women of color. Feminists also underscore that
abuse originates in and is perpetuated by inequal-
ity in the relationship due to traditional gender
roles (Hare-Mustin, 1978) and institutionalized
racism. Writers focusing specifically on racial
considerations in understanding domestic vio-
lence note that many African American women
are unwilling to leave an abusive relationship be-
cause of widely held cultural beliefs that it is the
woman’s duty to maintain the family and be a
source of strength for her family, despite the re-
sulting hardships (Asbury, 1987). In a related
vein, African American women reside in a culture
in which racial preservation is valued more highly
than self-preservation, and loyalty to one’s family
and community is key (Asbury, 1987; Kanuha,
1994). Further, many African American women
assert that they do not want to leave their partner
because of the anticipated difficulty finding an-
other African American partner, given that there
are four African American women for every Afri-
can American man (Braitwaite, 1981).

Coping

Coping strategies. Lazarus and Folkman
(1984) distinguish between emotion-focused and
problem-focused coping. Emotion-focused cop-
ing is based on the appraisal that nothing can
be done to change the situation, and the coping
processes are largely ones of which the woman
is relatively unaware. Problem-focused coping is
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based on the appraisal that change is possible,
and the process typically involves a conscious
decision about the most appropriate strategy.
These coping approaches may facilitate or impede
one another depending on the situation. A suicide
attempt, insofar as it is a way of coping with
domestic violence, may be an emotion- or
problem-focused response to the abuse.

Resources. The coping strategies a woman uses
in response to an abusive situation depend in part
on the resources available to her. Major catego-
ries of coping resources include: health and en-
ergy, positive beliefs, problem-solving skills, so-
cial skills, social support (perceived and actual),
and material resources (Lazarus & Folkman,
1984). Even when a woman possesses the afore-
mentioned resources, she may have difficulty us-
ing them due to personal and/or environmental
constraints. Further, when a woman feels threat-
ened, as is usually the case for abused women,
the mobilization of coping resources is likely to
be impeded.

Many women in our treatment population have
insufficient coping resources and/or profound
constraints to mobilizing adaptive coping strate-
gies (Stark & Flitcraft, 1996). Health and energy
often are decreased as a result of poor nutrition,
limited access to and utilization of healthcare,
and/or abuse-related injury. Positive beliefs are
undermined by a history of entrapment in a coer-
cive and abusive relationship and by a daily strug-
gle to deal with social inequities resulting from
oppression, racism, and sexism. Often, problem-
solving and social skills are limited by low-
literacy levels and a lack of educational and em-
ployment opportunities. Social support is often
unavailable, as the woman’s partner coercively
limits her access to family and social networks.
This is particularly problematic for low-income,
African American women as these women are
more protected from both abuse and suicide when
high levels of social support are available, and/
or there are a greater number of people living in
the household (Cazenave & Straus, 1979; Kaslow
et al., in press). These women often do not have
sufficient material resources such as money for
basic necessities, housing, transportation, or child-
care. Lack of material resources may be as im-
portant as the threat of physical retribution in
deterring a woman from leaving an abusive rela-
tionship (Aguirre, 1985; Sullivan, Tan, Basta,
Rumptz, & Davidson, 1992). Unfortunately,
many low-income or unemployed, African Amer-
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ican women do not seek outside intervention, or
when they do seek assistance from outside
sources (community service agencies, legal ser-
vices, police), they often are disappointed with
the results or unable to obtain the requested assis-
tance (Kanuha, 1994; Strube, 1988).

Constraints to resource mobilization. In addi-
tion to a relative lack of coping resources, there
are myriad constraints against utilization of re-
sources. Personal constraints may include a com-
mitment to the continuation of the relationship
despite the presence of coercion and abuse, the
belief that one has no personal control over the
situation (learned helplessness), the cultural value
of not sharing family problems outside the family
system, or the belief that suicide is the only way
out of the abusive relationship (Boyd-Franklin,
1989; Stark & Flitcraft, 1996; Walker, 1984).
Environmental constraints include limited re-
sponse by healthcare professionals, legislators
and law enforcement agencies, and pervasive eco-
nomic and social inequities. In addition, African
American women are less likely than European
Americans to turn to shelters unless the violence
becomes severe, because they perceive shelters
as being an institution designed by and serving
primarily the majority culture (Coley & Beckett,
1988; Sullivan & Rumptz, 1994). Further,
African American women who use shelters take
longer to acquire needed resources to return safely
to the community (Sullivan & Rumptz, 1994).

Finally, if the level of threat from the abuse is
perceived to be high, this will limit the woman’s
ability to use other coping strategies. Unfortu-
nately, since women are at higher risk for in-
creased violence during periods of separation
from the abuser (Walker, 1984), women often
accurately perceive the risk for abuse to be partic-
ularly high as they take action to leave an abusive
situation. Given that a woman’s capacity to mobi-
lize effective coping strategies and resources in
response to stress changes over time, depending
on whether she is anticipating the stressor, con-
fronting it, or dealing with its aftermath (Lazarus
& Folkman, 1984), a stress and coping model
should be informed by an appreciation of the na-
ture and timing of the change process.

Stages of Change

In their transtheoretical stages of change
model, Prochaska, DiClemente, and Norcross
(1992) suggest that change can be divided into
five stages: precontemplation, contemplation,
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preparation, action, and maintenance. Movement
through the stages is circular rather than linear.
It is not uncommon for a person to experience
frequent “regression” to earlier stages and recycle
through the stages.

Precontemplation

In precontemplation, the abused woman has no
intention of changing her behavior or the situation
and is relatively unaware that there is a problem.
If she enters therapy, it is often at the behest
of others. She may be relatively unaware of the
reasons for her family’s or friends’ concerns. We
may suspect that domestic violence is occurring,
but the woman is reluctant to discuss this. In the
case of a woman who has attempted suicide, such
cases often come to our attention through referrals
by medical personnel. When interviewing these
women, they admit to conflicts in their relation-
ships with their partners, but deny any abuse even
when the evidence is highly suggestive that abuse
is occurring. Their suicide attempt is perhaps best
viewed as an emotion-focused coping attempt,
a rather impulsive action based on little or no
conscious deliberation.

Contemplation

The contemplation stage is one in which the
individual is aware that there is a problem and
is considering change, but has not yet made a
commitment to take any action. A woman in a
domestically violent relationship who is in the
contemplation stage may come to therapy with
vague complaints and a desire to change “some-
thing,” but will require a great deal of support as
she begins to identify the “something” as domes-
tic violence. Again, the suicide attempt is likely
part of an emotion-focused coping strategy, as
the woman is unlikely to have clearly defined the
problem or considered her coping options. Often
the attempt is an effort to gain support from either
one’s partner or others in one’s social and familial
network, a wish to stop her suffering, and/or a
cry for help. As such, it may reflect the woman’s
feeling of being trapped in a coercive relationship
(Stark & Flitcraft, 1996).

Preparation

In the preparation stage, the woman intends to
take action in the next month, has a plan for
changing the situation, and has unsuccessfully
taken action to end the abuse cycle at some time
in the past year. These women often have sought



the advice of clergy or family, lived in a shelter
for a brief period before returning home to their
abuser, or asked the partner to get help. The sui-
cide attempt may be an example of an unsuccess-
ful action taken in an effort to end the abuse cycle,
either by remaining in the relationship and having
the battering stop or by leaving the relationship.
In this stage, a suicide attempt may be either
emotion-focused or problem-focused, as this
phase is defined as one that combines both the
intention to change and the implementation of
some change behaviors.

Action

Action is the stage in which the woman makes
concrete changes in her current situation, and
maintains those changes for one day to six
months. A woman is in the action stage if she
has left her partner, taken legal action against her
abuser, participated in individual or group therapy
with a focus on feeling empowered to ensure her
own safety and enhance her psychological well-
being and self-worth, and/or entered couples ther-
apy with the explicit intent of ending the violence
in the relationship. For these women, a suicide
attempt often is a problem-focused attempt at cop-
ing and may reflect an attempt at “control in the
context of no control” (Stark & Flitcraft, 1996,
p- 116).

Maintenance

Finally, in the maintenance stage, the woman
is working to prevent a resurgence of the problem
and consolidate the changes that have occurred
during the action stage. For a woman who has
left her partner, this stage may entail maintenance
of her decision to not reenter the relationship,
perhaps despite pressure from her former partner
and/or members of a social network to do so. For
a couple in therapy, maintenance may involve an
abuser who has accepted responsibility for his
abuse and is committed to changing along with
a woman who is working on maintaining her own
power in the relationship. It is probably less likely
that a suicide attempt will occur during this stage
of change; if such an attempt does occur, it may
be due to reappraisal of the situation based on
failure to maintain the gains attained in the ac-
tion stage.

Treatment Outcome Research

This section briefly reviews the pertinent em-
pirical research regarding effective interventions
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for domestic violence, suicidal behavior, and sui-
cidal behavior in abused women. Findings from
these studies inform the intervention model that
we have developed.

Domestic Violence

Well-designed empirical research on the treat-
ment of domestically abused women is almost
nonexistent, with a few exceptions (see Graham
et al., 1988; Sullivan et al., 1992; Varvaro &
Palmer, 1993). Varvaro and Palmer (1993) devel-
oped and implemented a 12-week, self-efficacy
course for abused women in which they provided
information on abuse and safety, and offered
strategies for self-empowerment in order to de-
crease the women’s sense of fear and to promote
adaptive functioning. Self-report data revealed
that self-efficacy could be increased through ac-
tive learning and teaching in a group setting.
While results are promising, the small sample
size (n = 6) suggests caution in interpretation.

Sullivan and colleagues (1992) examined the
short-term impact (10 weeks) of providing advo-
cacy services to women leaving battered women’s
shelters. Advocates assisted women in obtaining
community resources. At 10-week follow-up,
women who received advocacy services as com-
pared to women who did not receive these ser-
vices reported being more effective in obtaining
community and social resources, and endorsed
greater improvements in quality of life and social
support. These findings underscore the impor-
tance of assisting domestic abuse survivors with
resource mobilization. The efficacy of this inter-
vention with abused women not residing in shel-
ters has yet to be determined, but is worthy of
investigation.

Research examining programs designed for
battered women of color are meager, despite the
existence of curricula for service providers to en-
able them to address battering from a racially and
culturally sensitive perspective (Kanuha, 1994),
and at least one self-help book written for abused,
African American women (White, 1985). We lo-
cated only one study (Sullivan & Rumptz, 1994)
that examined the effectiveness of the assistance
received at a battered women’s shelter in ad-
dressing the needs of African American women.
Results from this study revealed that for African
Americans, 10 weeks in a shelter was associated
with decreased anxiety and depression, and re-
ductions in fear, actual abuse, and emotional at-
tachment to the abuser. In addition, the women
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evidenced enhanced social support, a greater
sense of personal control, and an improved qual-
ity of life. In addition, advocates were particularly
helpful in facilitating these women’s linkages
with appropriate and needed community re-
sources. It has been argued that existing programs
and recommended intervention strategies for do-
mestic violence may be insensitive to the ethnic
diversity of female victims of abuse (Goodman
et al., 1993). Thus, the development, implemen-
tation, and evaluation of interventions for specific
ethnic, racial, and social class groups are
essential.

Suicide

A number of efficacy studies have investigated
intervention and prevention efforts for suicidal
behavior (e.g., suicide hotlines and suicide pre-
vention centers, hospital after-care programs, and
individual, group, and family therapy) (Canetto
& Lester, 1995; Diekstra, 1992; Linehan, 1993).
Unfortunately, no studies could be located that
examine the efficacy of intervention or prevention
efforts specifically targeting African American
women. To date, there are no clearly efficacious
interventions for preventing suicidal behavior in
at-risk groups (Diekstra, 1992). It is notable that
the tested treatments have not attended to the
ways in which suicidal behavior is socially con-
structed and culturally meaningful (Canetto &
Lester, 1995).

Domestic Violence and Suicidal Behavior

No research specifically addressing interven-
tions for suicidal women in abusive partner rela-
tionships could be located. Based on the relevant
data, such an intervention must have as its para-
mount goal establishing safety from self-harm and
from being harmed by one’s partner. Given the
high rates of severe violence against African
American women living in poverty (Belle, 1990),
as well as the fact that bilateral violence is preva-
lent (Steinmetz & Lucca, 1988), such interven-
tions must assure the safety of all concerned.

A Culturally Sensitive Intervention Model

In this section, we present a treatment model
for abused, suicidal, low-income, African
American women that is based on an integration
of the relevant theoretical and empirical research
literatures. We begin by discussing some key con-
siderations in the conduct of culturally competent
interventions for these women. This is followed
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by an articulation of the assessment phase of the
preventive intervention based on a stress and cop-
ing model. Finally, intervention techniques and
strategies are proposed based on the data gleaned
from the assessment and in accordance with the
women’s stated goals and stage in the change
process.

Treatment Considerations

Cultural, socioeconomic, interpersonal, and
psychological issues pertaining specifically to
African American women inform the treatment
of those who are both suicidal and in abusive
partner relationships. Two primary issues that in-
fluence treatment effectiveness are adherence and
participation. Numerous factors influence the pro-
cess of identifying and providing treatment for
women in need of services. Low-income, minor-
ity women tend to be relegated to using public or
emergency healthcare services for ongoing medi-
cal care, and thus, their entrance into the mental
health system often is indirect. In contrast to Eu-
ropean American women who are likely to seek
services through private practitioners and health
insurance programs, minority women tend to en-
ter the mental health system through emergency
rooms, community health centers, or collateral,
public social services such as the child welfare
system (Perales & Young, 1988). Additionally,
women of color tend not to initiate mental
healthcare unless under extreme duress, in crisis,
or as a last measure, and thus, seek mental
healthcare at rates much lower than those of their
European American counterparts. Several authors
contend that the reluctance on the part of African
American women to seek services for themselves
reflects a deeply held, historically based, and cul-
turally reinforced belief that African American
women are strong and should persevere under
dire circumstances in order to take care of their
families first (Burns, 1986; White, 1986). The
degree of acculturation and assimilation into the
majority culture likely also influences African
American women’s receptivity to services.

An additional obstacle to the use of mainstream
mental health services is the fact that African
American women often perceive helping profes-
sionals as insensitive to the racial and cultural
contexts of their lives, and therefore when bat-
tered or suicidal, may not view such services as
options and thus, will not seek them out (Asbury,
1987; Coley & Beckett, 1988). Indeed, there is a
relative dearth of culturally informed community-



based services staffed by mental health prac-
titioners who have been specifically trained to
meet the diverse and complex service needs of
battered women of color (Counts, Brown, &
Campbell, 1992; Walker, 1984). Not only are
battered, African American women hesitant to
seek mental health services, when they do present
to emergency rooms exhibiting intense distress
through suicide attempts, their involvement with
an abusive partner is rarely recognized (Stark &
Flitcraft, 1996).

To address culturally determined barriers to
treatment, significant efforts must be made to
work collaboratively with the woman. This may
be a particular challenge when the therapist and
abused woman come from different cultural and
economic backgrounds in which disparate values
are figural. Indeed, African American women are
more likely to disclose family violence when the
healthcare provider is also African American
(Coley & Beckett, 1988). Collaboration is most
likely to develop when the therapist: (1) remains
cognizant of her or his perspective, while at the
same time listening carefully and acknowledging
an appreciation of the legitimacy of the perspec-
tive of the abused, suicidal woman (Wheeler,
1985); (2) focuses on the competencies and
strengths of the abused woman, recasts the image
of the “battered” woman from “victim” to “‘survi-
vor,” and reframes the suicide attempt as an effort
to cope with and change an unbearable situation
(Campbell, Miller, & Cardwell, 1994; Gondolf,
1990; Hoff, 1990; Stark & Flitcraft, 1996); and
(3) suspends judgment about the necessary goals
of treatment. For example, leaving an abusive
partner rarely is an initial goal for a low-income,
African American woman and may be contradic-
tory to her cultural values and beliefs. Indeed,
the suicide attempt may be an effort to keep the
partner from leaving the relationship. Thus, the
therapist and client need to work together to deter-
mine treatment goals and steps toward their attain-
ment. Otherwise, the woman will feel misunder-
stood and invalidated and as a result, will be
unlikely to continue treatment.

Assessment

During the evaluation, we attend to joining
with the woman and forming a working alliance.
This is accomplished when we avoid imposing
our own values and agenda and demonstrate an
investment in understanding the battered woman’s
perspective on the situation. This includes decon-
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structing the unique meaning of both the suicide
attempt and the abuse within the woman’s inter-
personal and sociocultural contexts. In addition
to the paramount importance of listening to and
validating the woman’s experience, given the po-
tential lethality of both partner abuse and suicide,
we evaluate issues of safety from the onset and
throughout treatment. Plans to address safety con-
cerns vis-a-vis both partner abuse and suicidal
behavior are devised in the first meeting, as many
of these women will not return (Walker, 1984).
Culturally informed assessments that include an
emphasis on safety can facilitate the development
of an effective working alliance with, and inter-
vention plan for, abused and suicidal women.

Consistent with the stress and coping model,
we conduct a thorough assessment that attends to
current stressors (e.g., severity and chronicity of
the abuse, the suicide attempt itself and associated
consequences, other recent life changes, employ-
ment status, financial hardship, childcare de-
mands, and specific incidents of discrimination,
as well as ongoing racism and sexism), appraisal,
coping strategies, available resources, and con-
straints to resource mobilization. To comprehend
the woman’s appraisal of the situation and the
meaning of the strategies she is choosing in an
endeavor to cope, we explore her commitments
and beliefs about the world, her relationships with
others including the batterer, and herself (e.g.,
needs of family and community are placed over
her needs, views self as the pillar of strength
within the family and thus, seeking help is a
weakness). After exploring the woman's system
of commitments and beliefs, we identify the cop-
ing strategies she has used in the past, including
her suicide attempts, and discuss other possible
methods of coping with the stress of the domestic
violence. The coping strategies used will differ
depending on whether the woman is anticipating
the stressor, confronting it, or dealing with its
aftermath (Lazarus & Folkman, 1984).

When working with this population, we con-
duct a thorough examination of available coping
resources and constraints on the utilization of
these resources. Specific attention is given to the
woman’s physical and emotional health and ac-
cess to healthcare, competing demands on her
time and limited resources to address such de-
mands, the woman’s beliefs about herself and her
situation (including personal and religious be-
liefs), sense of self-efficacy and self-worth, strat-
egies for problem identification and resolution,
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interpersonal strengths and capacity for conflict
resolution, and both intrafamilal and extrafamilial
social connections. Given that many women in
our target population live in an environment defi-
cient in material resources, considerable attention
is devoted to ascertaining their access to material
resources such as money, adequate housing and
transportation, quality childcare, educational and
employment opportunities, and social and com-
munity services. When evaluating each of these
resources, we determine the presence of factors
that interfere with resource mobilization and the
nature and extent of the interference.

Finally, prior to developing an intervention
plan, we ascertain the stage at which a particular
woman has progressed along the continuum of
change and the degree to which she is committed
to changing her current situation. In sum, we
collaborate with the woman to formulate a treat-
ment plan that is informed by the nature of the
stressor, the meaning of both the abuse and the
suicide attempt for that particular woman, and
the resources available to the woman that will
facilitate her addressing the abusive situation.

Intervention

We recommend a group treatment approach
combined with the assignment of advocates. Ad-
junctive treatments (e.g., psychopharmacology,
individual therapy, couples therapy, family ther-
apy, substance abuse treatment) often are incorpo-
rated at various stages in the change process de-
pending on the specific needs of each woman at
a given time. We advocate a group intervention
based on the fact that the availability of group
support and the opportunity to hear other women
share their experiences is an invaluable aspect of
an empowerment intervention that fosters inter-
personal connectedness and awareness of effec-
tive coping and problem-solving approaches and
community resources. In addition, group therapy
appears to be particularly efficacious for abused
women and for depressed and suicidal women
(e.g., Linehan, 1993; Ney & Peters, 1995). This
intervention is most effective when we assume
an engaged stance and overtly express our belief
in the suicidal domestic abuse survivor’s story
(McGrath, Keita, Strickland, & Russo, 1990).

Women at all stages of the change process can
benefit from group participation. Certain ele-
ments of the group, however, are salient for
women at the earlier stages of the change process,
whereas other aspects of the group are more bene-
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ficial for women at later stages in the change
process. In addition, the nature of appropriate
adjunctive interventions is determined in part by
the woman’s phase in the change process. Obvi-
ously, the therapeutic focus differs depending on
the stage at which a woman presents for therapy.
It is unrealistic to expect that a woman in the
precontemplation or contemplation stages will be
able to consider leaving her relationship with her
partner or make a serious commitment to not en-
gaging in suicidal acts. A woman in the earlier
stages is simply not ready to commit to a reasoned
plan of action, and if we overlook this fact we
are unlikely to maintain a therapeutic alliance.
However, a client who remains in treatment typi-
cally moves from the stage of preparation to ac-
tion, so a therapist and group who meets the
woman in these earlier stages can forge a strong
alliance, and over time see movement toward ac-
tion. It is also important that therapists and group
members realize that a “spiral progression” is nor-
mal, and allow flexibility in the plan of the ther-
apy to accommodate such changes.

Precontemplation. Women in the precontem-
plation stage often come to our attention follow-
ing a suicide attempt as part of emergency medi-
cal care. They frequently attend sessions at the
behest of family, friends, healthcare, or social
service providers, not out of a personal desire
to seek help or make changes. When they seek
treatment, they often request pharmacological in-
terventions for symptom relief of depression and
anxiety. They often deny that their suicide attempt
was an effort to kill themselves or to change a
conflictual or unsatisfying, interpersonal situa-
tion, and minimize the degree of conflict in
their relationship.

Frequently, women in the precontemplation
phase are reluctant to make a commitment to the
group. Thus, the first step in working with these
women is to engage them in the group process.
Before a productive discussion of the abuse and
suicide attempt can begin, the group often finds
it useful to engage in a discussion about the legacy
of racism and discrimination these women have
faced (Coley & Beckett, 1988; Kanuha, 1994).
Group engagement is further facilitated when the
therapist(s) and group members attentively listen
to the woman’s story about both her suicide at-
tempt and her primary relationship. To the extent
that a woman is willing to engage in a discussion
of safety plans, such a discussion should be pur-
sued. The explicit goal is to ensure the well-being



and safety of the woman. The discussion, how-
ever, should avoid an aggressive attack on the
woman’s relationship with her partner, as this
may impede the therapeutic alliance.

In the first session, we give information about
general health and mental health resources, sub-
stance abuse treatment options if indicated, and
relevant social service and community-based pro-
grams. The therapist and group members make
an active and ongoing commitment to helping
the women access basic material resources. To
encourage continued participation in the group
program, as well as to provide peer support, a
“buddy” from the group is made available to each
new member. Buddies at this stage initiate be-
tween-session contact with the group member as
long as she remains in the precontemplation phase
and is willing to be contacted. For all women in
this phase, the leader and group members under-
score that even if the woman is not interested
presently in pursuing therapy, she is welcome to
return to the group at a later point.

Contemplation. Women in the contemplation
phase benefit from the educational components
of the group. As a part of each group session,
education is provided that enables the women to
feel more efficacious and less hopeless and help-
less in dealing with their abusive relationships.
This component underscores that while the
woman cannot control the occurrence of violence
or change the behavior of the batterer, she can
control her own responses and choices in dealing
with the abusive relationship and whether she will
work toward a violence-free lifestyle. During this
phase, we frame the suicide attempt as a possible
response to an unbearable situation and generate
alternative coping responses. To begin to em-
power the woman and enhance her sense of effi-
cacy, we provide information about battering and
its effects, and suicidal behavior and its precipi-
tants and sequelae. Attention is paid to available
resources and strategies for obtaining help, as
well as obstacles to seeking and utilizing interven-
tions and support. Finally, the group efforts are
directed toward refocusing the woman’s self-
blame by helping her to reattribute responsibility
for the abuse to the perpetrator.

Preparation. For women in the preparation
phase, teaching cognitive strategies is helpful.
Useful cognitive techniques include reframing of
the abuse and the suicide attempt, challenging
minimization and denial, increasing affect modu-
lation and decreasing emotional reactivity, reat-
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tributing responsibility for the violence and for
self-destructive acts to the appropriate parties,
and increasing perceptions of viable alternatives
(Dutton, 1992; Linehan, 1993). Self-hypnosis
and desensitization hierarchies are useful in ad-
dressing the anxiety and avoidance that some
women experience, and teaching cognitive strate-
gies such as detection, examination and reality
testing of automatic thoughts and images, reat-
tribution of responsibility and blame, and a search
for alternative solutions can help abused and sui-
cidal women who are depressed.

Throughout the change process, women benefit
from group discussions regarding enhancing their
interpersonal relationships and improving their
social support networks, as well as the value of
peers, family, community and religious contacts,
and mental healthcare providers in alleviating
stress. During the preparation phase, however,
we highlight active mobilization of social sup-
port. The involvement of others may counteract
the alienation and isolation reported by many
abused women, particularly those who resort to
suicidal behavior. To enhance this process, we
encourage the women to address interpersonal
problem areas that may interfere with the mobili-
zation of social support and be associated with
the presence and maintenance of depressive
symptoms.

A final element of the intervention for women
in the preparation phase is the assignment of an
advocate. This individual is available to an as-
signed woman throughout the remainder of the
intervention. Advocates, who meet one-on-one
with each woman, provide direct help in locating
and accessing resources, and offer detailed in-
structions and plans for thorough resource identi-
fication and recruitment. The advocate can pro-
vide a woman with information regarding where
and how to seek appropriate resources for dealing
with specific abuse-related problems (e.g., legal
services, childcare, housing, material goods and
resources, education, employment, health, and
transportation).

Often women in the preparation phase request
and can benefit from individual therapy. During
individual sessions, focused attention is paid to
the elements of the intervention already dis-
cussed. These individual sessions often continue
throughout the action and maintenance phases. In
addition, for those women who decide to try to
improve their relationship with the batterer, con-
joint therapy may be initiated as long as the bat-
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terer has received services specific to perpetrators
of abuse (Barrett, Trepper, & Stone Fish, 1990).
Again, such a multiple-systems-perspective, inter-
vention approach, based on an integration of perpe-
trator-victim models, feminist theory, and ecosys-
temic approaches, may be conducted as an
adjunctive intervention to the group therapy during
the preparation, action, and maintenance phases.

Action. A primary aim of the action phase is
to improve the woman’s methods of coping by
presenting problem-solving strategies efficacious
with minority women, abuse survivors, and
women with a propensity to engage in suicidal
behavior (Dutton, 1992). We emphasize adap-
tive, social, problem-solving strategies that
women find most useful in dealing with the
stresses associated with their abuse situation and
the process of changing the relationship. Changes
may involve either leaving the relationship or en-
gaging with her partner in couples therapy (as-
suming that the partner is committed to ending
the violence and has been engaged in his own
therapy). The problem-solving strategies dis-
cussed in this intervention have been employed
with minority women and with women suffering
from depression (Bobo, Gilchrist, Cvetkovick,
Trimble, & Schinke, 1988; Nezu, Nezu, & Peri,
1989). Specifically, the woman first learns to de-
fine her current stressors and identify the associ-
ated stress responses. Next, she is encouraged
to articulate within the group, her thoughts and
feelings about the stressors. The woman, the ther-
apist, and the other group members then work
together to generate alternative strategies and op-
tions for dealing with domestic violence and suici-
dal impulses. The obstacles to each choice and the
consequences for each alternative are evaluated in
detail. At this point, the woman selects a response
and details a plan to implement the choice. After
she implements the response and assesses the so-
lution chosen, she praises herself and is praised
by the therapist and the other group members.
Attention is placed on using problem-solving
strategies to decide whether to leave an abusive
relationship (Strube, 1988), and education is pro-
vided about effective, solution-focused coping
skills and negotiation techniques that will increase
each woman’s investment in ending the abusive
relationship or having the abuse within the rela-
tionship terminated.

At this stage of change, women find the group
particularly beneficial for developing interper-
sonal skills generalizable to their various relation-
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ships (e.g., romantic, familial, and work-re-
lated). The group provides a context for these
women to leam and try out new intimacy skills
with each other and develop an increasing capac-
ity for the validation and expression of their feel-
ings (negative and positive) in an appropriately
modulated way. For suicidal women, in particu-
lar, this includes an increased understanding of
the interpersonal meaning of their suicidal behav-
ior and the associated communications involved.
For many women, the suicide attempt represents
a plea for help, so one focus involves helping
them learmn more direct ways to communicate their
distress and needs.

The ultimate goal is for each woman to develop
new skills and heal past pain such that she can
put the effects of the victimization behind her
and create a satisfying, violence-free life. Group
members and the therapist offer support and en-
couragement to the woman as she takes steps,
regardless of how small, to change her situation.
Women at this stage, although specifically fo-
cused on action plans to extricate themselves from
a violent situation and to leamn skills to reduce
their own self-destructive acts, also begin to
broaden the focus of their lives to include many
areas of change (e.g., employment, educational,
and community involvement). The enlargement
of the focus for change continues to expand in
the maintenance stage.

Maintenance. In this stage, we focus on as-
sisting the woman to maintain the changes she
has made. At this point in the change process,
the woman often is ready to take steps to increase
her level of self-sufficiency and thus, we collabo-
rate with her in gaining additional resources, for
example, vocational retraining and continuing ed-
ucation. Each woman’s advocate can provide fur-
ther assistance by coaching the woman in mock
job interviews or by helping her put together a
résumé. By becoming involved in these endeav-
ors, the woman frequently gains self-confidence
and learns valuable skills, both of which serve a
preventive function in that the woman is empow-
ered and is therefore less vulnerable to future
abuse and suicidal behavior.

Women at this stage of change benefit very
differently from a group intervention than women
at an earlier stage of change. Their function in
the group is often as mentors and guides. The
active engagement in assisting women in earlier
stages of the change process often strengthens
these women’s commitment to continued growth



and change. Through involvement with women
who are still being victimized by the abuse cycle
and suffering the associated psychological se-
quelae, women in the maintenance phase increase
their understanding of the cycle of domestic bat-
tering and the associated coping strategies that
women in these situations often implement. They
come to have a deeper appreciation and under-
standing of their past circumstances, normative
responses in the face of such extreme stressors,
and the tremendous costs to their emotional, phys-
ical, and spiritual well-being. This increased
awareness often fuels their conviction to take
charge of their lives and improve their emotional
and physical health. Likewise, for women who
are mothers, preservation of the well-being of
their children is a continual incentive to maintain
the changes they have made. By this stage,
women have developed effective strategies to al-
ter and improve their situation, and have observed
other empowered women take steps to eliminate
the violence in their lives.

There are potential drawbacks for group partic-
ipation for women at this level of change and
therefore adjunctive treatment modalities often are
useful. Women at this stage, because of the great
strides they have made, are at risk for becoming
overly burdened and responsible for the other
women in the group. Culturally we know that
there is a tendency for many African American
women to feel the need to be a source of strength
and support in their communities, often at their
own expense (Asbury, 1987). Thus, as group
therapists, we must be aware of these tendencies
and take steps to ensure that the group remains a
source of support and does not become a drain
on existing resources. The emphasis at this stage
is not only on obtaining resources necessary for
independence but also on the need for healthy
interdependence in violence-free relationships.

Concluding Comments

This article addresses some of the unique so-
cial, cultural, and economic factors affecting the
lives of domestically abused and suicidal,
African American women, and we have argued
that these factors must be considered in any thera-
peutic intervention with this population. Although
partner-perpetrated violence is stressful for most
women, low-income, African American women
live in a specific sociocultural and economic con-
text that uniquely informs their appraisal of the
abuse situation and its associated stressors. Atten-
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tion to the sociocultural context of a woman’s life
is of utmost importance in attempting to under-
stand her response to these stressors. The nature
of coping strategies utilized, as well as the access
to and availability of resources, is specific to the
woman’s situation. For African American women,
access to resources is often severely limited.
Thus, most critical in an approach to the treatment
of suicidal behavior in domestically abused, low-
income, African American women is the recogni-
tion that, due in part to their limited resources,
these women may be “virtually imprisoned in set-
tings where they are most likely to be victimized,
and where the personal and institutional safe-
guards that they would be privy to in other places
may not exist” (Harvey, 1986, p. 168). Our inter-
vention, therefore, emphasizes the necessity of
understanding the meaning of the abuse and the
suicide attempt in the context of the woman’s
own beliefs and commitments, and accessing nec-
essary resources given the context of these
women’s socially disenfranchised position.

A primary goal for effective intervention with
this population involves establishing a strong pos-
itive rapport that allows each woman to believe
in and trust the help offered to her. Only then can
the therapist optimally facilitate the termination of
both the violence in the woman’s relationship and
her self-directed violence in the form of suicidal
behavior. The therapist must actively address the
specific needs of each woman, given her specific
stage in the change process and provide education
about both the cycle of abuse and the process of
change. Because the availability and access to
resources is particularly compromised for domes-
tically abused, low-income, African American
women, our intervention incorporates the use of
advocates who address these issues in an ongoing
way throughout the intervention.

In conclusion, existing services intended to de-
tect, prevent, and treat domestic abuse are in large
part inappropriate and inadequate to address the
needs of low-income, African American women
and other minority groups (Pinn & Chunko,
1997). For a low-income population that largely
seeks services through public healthcare, this
problem is exacerbated by the negligence of the
majority of healthcare providers to inquire about
the presence of domestic violence in the lives of
women presenting for medical services following
either a physical injury or a suicide attempt (Fon-
tanarosa, 1995). Thus, adequate provision of
healthcare requires an increased awareness of and
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commitment to the identification of women in
domestically abusive relationships. Mental health
and social service providers carry the additional
burden of designing, as well as addressing the
effectiveness of interventions targeting specific,
understudied, low-income, minority groups of
domestically abused women.

On a broader social level, we must attend to
inequities in power associated with sex, gender
roles, race, and culture, and socioeconomic status
(SES). These imbalances of power contribute to
the victimization of women and minorities and
low-income, African American women in partic-
ular (Gelles & Straus, 1979). Clearly, strong leg-
islation and law enforcement are needed if perpe-
trators are to be held accountable for their actions.
Although this article proposes an intervention for
women in abusive relationships, the fact remains
that it is the perpetrators who are at fault and it
is the perpetrators who should be responsible for
stopping the abuse. Our goal is to facilitate the
growth of abused women and increase their op-
tions, not to absolve their abusers from respon-
sibility.
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