Health Impacts of Woman Abuse
Research shows that abused women have poorer health than women not experiencing abuse [34, 54, 98].  The health implications of violence against women, like the violence itself, can take a myriad of forms.  The most apparent may be acute physical injuries from which disability can result.  Abuse in intimate relationships can also affect women's basic bodily functioning, mental health, reproductive and sexual health, and the health of their children.  These health effects can, at times, be fatal.
Physical Injury and Disability

Violence against women in relationships has been found to be the single most common cause of injury to women [98].  Physical violence can result in bruises, lacerations, abrasions, burns, sprains, fractured bones, broken teeth, choking, head injuries, and internal abdominal injuries [53, 99-102].  Injuries can range from minor to life threatening and may include injuries from firearms or other weapons.  Injuries sustained through abuse are more likely to be to the chest, neck and facial areas compared with injuries unrelated to abuse [103].  Chronic pain at the site of previous injuries is common for women who have experienced abuse [100, 104].  Long-term or permanent disability, such as hearing loss, visual impairment, disfigurement, brain damage, or paralysis can result from injury [95, 99].  Women may die as a result of acute physical trauma; 40% to 60% percent of murders of North American women are perpetrated by their intimate partners [105, 106].  Despite efforts to mitigate the harms done to women by their intimate partners, these numbers are not decreasing.  In Canada in 2001, homicides of women by their spouses increased for the first time in six years [107].

Somatic and Psychosomatic Complaints

Women in abusive relationships experience a wide range of varied, vague symptoms for which it can be difficult for health-care providers to find physical cause.  Women experience problems sleeping, including insomnia, nightmares or repetitive dreams [5, 95, 99].  They can also develop disorders related to eating and digesting food, including loss of appetite, anorexia, bulimia, nausea, vomiting, diarrhoea, constipation, irritable bowel syndrome, gastrointestinal illness and spastic colon [99, 100, 108-111].  As a result of abuse, women can also have chronic and recurring symptoms including fainting, seizures, hypertension, chest pain, muscle tension, headaches, backaches, palpitations, and hyperventilation [53, 99, 100, 103].
Substance Use

Abused women are more likely to use alcohol or drugs than women not experiencing abuse [5, 48, 51, 54, 100, 103, 108, 112].  Research exploring the temporal nature of this relationship has revealed that the use of alcohol or drugs usually began after the onset of abuse, which suggests that women are self-medicating against the effects of the abuse [113].  Abused women also are more likely than non-abused women to smoke [95] and to be prescribed medication [5, 30, 54, 103].  Women express fears of addiction to prescription medication or a loss of alertness increasing their risk for more abuse [114].
Effects on Pregnancy and Children

Women in abusive relationships are more likely to have less prenatal care, an unhealthy diet during pregnancy, poor fetal weight gain, blunt injury to the abdomen, fetal injury and death, miscarriage, pre-term birth, and decreased or low birth weight babies [68, 99, 115, 116].  However, the mechanisms through which abuse in relationships affects pregnancy outcomes are not entirely understood.  The use of tobacco, alcohol and drugs can have an impact on the pre-natal development of abused women's infants [117, 118].  Children whose mothers experience abuse also face significant harm, including also being abused [113, 119], and the emotional and developmental sequelae of witnessing violence [34, 120]. 
Reproductive and Sexual Complications

Because the terms of sexual relations can be difficult to negotiate by women in abusive relationships, and many women are sexually assaulted by their abusive partners, they face an increased risk of contracting sexually transmitted diseases, including HIV/AIDS, and of having unwanted pregnancies [51, 95, 99, 100, 121, 122].  Other gynaecological symptoms of abuse include chronic pelvic, abdominal or vaginal pain, vaginal bleeding or infection, fibroids, pain with intercourse, urinary tract infections, pre-menstrual syndrome, and dysmenorrhoea [99, 100, 108, 123].  Again, the pathways through which this happens are not entirely understood.  Violence against women in relationships has been also reported in an exploratory study to increase a woman's risk of pre-invasive and invasive cervical cancer [77].  The mechanism through which this happens is unknown, but the stress of being in an abusive relationship and the transmission of human papillomavirus through sexual assault are offered as possible factors [77].
Psychological Impact

Experiencing abuse in an intimate relationship can have a significant impact on a woman's psychological well-being.  Studies reveal that women who have endured violent relationships are four to five times more likely to require psychiatric treatment [113].  Women often report the psychological sequelae of abuse to be worse than the physical impacts [45, 72, 95, 124].  Psychological impact is not determined by the severity nor frequency of physical assault [6, 51]; rather, exposure to dominance is the strongest determinant of psychopathology, as well as threats of harm, sexual abuse, and emotional abuse [54]. 

As a result of abuse, women can experience depression, anxiety, post-traumatic stress disorder, fear, feelings of shame and guilt, lowered self-esteem, rage, dissociation, compulsive or addictive patterns, borderline personality, and aggressive and antisocial behaviour [48, 53, 54, 95, 98-100, 125].  At the same time, researchers have argued that some of these labels – such as borderline personality or antisocial behaviour – serve to pathologise and dismiss women in abusive relationships, and to obscure that the abuse is the problem, not the woman [36, 126-128].  Women in abusive relationships are also more likely to engage in self-harming behaviour and to contemplate and attempt suicide [30, 48, 95, 125, 129, 130].

Exacerbation of Health Issues by Abusive Partners

As a compounding effect, an abusive partner may interfere with a woman's ability to care for herself, seek health care, or adhere to proposed treatment regimens.  Abusive partners may make it difficult for women to care for chronic medical conditions such as diabetes, asthma, angina, and pain [98].  Power and control may manifest as an abusive partner preventing a woman from seeking health care until she is very ill [131], or from seeking prenatal care before the third trimester [132], remaining by her side unceasingly during her hospital stay, exerting control over medical decisions, and insisting on premature release from hospital [98, 114].  An abusive partner may also describe a woman as mentally ill and a danger to herself as a strategy to maintain control over her [133]. 

Effects of Leaving

While being in an abusive relationship can affect women's health, trying to leave may not always alleviate the impacts.  One-quarter of women who have left their abusers still experience physical violence [33], and threats of violence have been found to be higher for women who have left their abusers than those who stay [134].  Women report ongoing danger and fear for their own safety and that of their children [135].  Child custody and access procedures can also provide abusive men opportunities to continue to harass, monitor, and intimidate women who have left them [135-137].  The risk of injury and death rises dramatically once a woman tries to end her relationship with her abuser [2, 24].  An examination of statistics gathered between 1974 and 1992 indicates that the rate of wives killed by husbands was six times higher for those women who had separated from their husbands than for those who had not [6].

Worldwide, gender-based violence accounts for as much death and ill-health amongst women aged 15-44 as cancer, and is a greater cause of ill-health in women of this age group than malaria and traffic accidents combined [71].  Thus, it is not surprising that women in abusive relationships comprise a significant percentage of patients in health-care settings.
(Excerpt from Dechief, 2003. Care, Control and Connection: Health-Care Experiences of Women in Abusive Relationships. Unpublished Masters thesis. University of British Columbia)
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