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Abstract
Intimate partner violence (IPV) is an issue that affects women across all cultures. It is essential to understand how women 
could be assisted to prevent and reduce the effects of violence. This systematic review examined studies that made cross-
cultural comparisons of differences in help-seeking behaviour of women who have experienced IPV. Databases including 
the Cochrane Library, PsychInfo and others were searched for literature published between 1988 and 2016. Seventeen arti-
cles with a total of 40,904 participants met the inclusion criteria. This review found some differences in the procurement 
of support across cultural groups. While Caucasian women were more likely to seek assistance from formal services such 
as mental health and social services, Latina/Hispanic and African-American women were more likely to utilize other types 
of formal supports such as hospital and law enforcement services. The findings regarding utilization of informal support 
systems showed mixed results. Overall, the findings of this systematic review suggest that women from culturally diverse 
minority backgrounds should be educated and encouraged to access support before and after experiencing IPV. Further, 
potential barriers to help-seeking need to be identified and addressed across women from all cultures.
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Introduction

Intimate partner violence (IPV) is a globally important issue 
that affects women worldwide [1]. Women subjected to IPV 
require assistance to reduce the negative consequences of 
the physical, sexual, psychological, emotional, financial, and 
religious abuse they experience, and to improve their access 
to essentials such as food, shelter, and medical treatment [2]. 
However, the support that women seek and that which is 
available to them varies markedly across different countries, 
and cultural and ethnic groups [2]. This review provides a 
cross-cultural comparison of help-seeking behaviours and 
barriers to seeking help among women who have experi-
enced IPV.

Prevalence of IPV

The nature of IPV and the complexities associated with 
ascertaining its true extent leads to some difficulty with 
obtaining accurate estimates of worldwide prevalence. The 
World Health Organization (WHO) estimated 30% of all 
women who had been in a relationship had experienced 
physical and/or sexual violence by their intimate partner [2]. 
This estimation only encapsulates physical and sexual vio-
lence and does not account for the other types of IPV such 
as psychological, emotional, spiritual, and financial abuse. It 
is also understood that underreporting of IPV is a limitation 
of population-based surveys [3]. Therefore, it is possible 
that the worldwide prevalence of IPV is substantially higher 
than that reported.

IPV is a term used interchangeably in the literature with 
partner violence, inter-partner violence, domestic violence, 
family violence, domestic abuse, spouse abuse, women 
battering, etc. For this review, IPV will be used and will 
encompass findings that have incorporated all the different 
terminologies. Further, since the literature uses a range of 
terms to explain cultural belongingness, the terms ‘culture’ 
and ‘ethnicity’ will be used interchangeably in this review.
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Lifetime prevalence of IPV perpetrated against women 
varies across regions with the highest prevalence rates 
reported in low- and middle-income regions including the 
Western Pacific (60.0–68.0%), South East Asia (37.7%), 
Eastern Mediterranean (37.0%) and Africa (36.6%), com-
pared to low- and middle-income regions including the 
Americas (29.8%) and Europe (25.4%), and high-income 
regions (such as Australia, Canada, UK, etc.) (23.2%) [2]. 
Such variability in IPV rates across regional groups sug-
gests that there are specific differences in IPV based on 
culture and ethnicity.

Cross-cultural prevalence rates are important to con-
sider given the high rate of inter-country movement 
worldwide. Not only do people migrate to alternate coun-
tries permanently for residence but also to seek asylum 
and reside as temporary refugees. In 2013, the Popula-
tion Division of the Department of Economic and Social 
Affairs (DESA) of the United Nations Secretariat reported 
an estimate of 232 million migrants globally [4]. They also 
reported a rise in international migrants worldwide of 50% 
between 1990 and 2013 [4]. For example, between 1990 
and 2013, countries throughout Europe gained 23 million 
international migrants, originating from other European 
countries (43%), Asian countries (22%), African countries 
(18%), and Latin American and Caribbean regions (14%) 
[4]. Such migration patterns and growth in international 
migration highlight the extent of cultural diversity that can 
exist in a country and the importance of examining IPV 
from a multicultural perspective. This notion is reflected 
by Guruge et al. who suggest that increasing migration 
requires healthcare workers to consider and respond to 
the unique needs of women experiencing IPV in a post-
migration context [5].

Effects of IPV

The impact of IPV on women’s health is severe and long-
lasting [6]. The WHO reported that 42% of women who 
have experienced physical or sexual abuse by their partner 
have also experienced physical injuries [2]. Other adverse 
effects of IPV include reproductive problems, contraction 
of sexually transmitted infections and diseases (including 
HIV and AIDS), elevated stress levels, psychological dis-
tress and associated problems (including depression, anxiety, 
post-traumatic stress disorder, etc.), suicidality, substance 
use and, in extreme cases, death [1, 2]. Indeed, compared to 
women who have not experienced IPV, women who experi-
ence IPV are more than twice as likely to experience depres-
sion and up to 1.5 times more likely to contract HIV [2, 7]. 
Given these dire effects of IPV, it is essential to explore 
whether victims seek help and if there are any barriers to 
this.

Help‑Seeking Behaviour and IPV

It is clear from the underreporting of IPV that, despite 
the severe effects of IPV, not all women who experience 
IPV seek help. Help-seeking behaviour can be defined as 
any behaviour or activity involved in the process of seek-
ing help that is external to the self with regard to “under-
standing, advice, information, treatment and general sup-
port in response to a problem or distressing experience” 
[8, p. 281]. There are varying estimates of help-seeking 
behaviour for IPV because of inconsistencies in the record-
ing of requests for assistance; further, informal requests 
are not recorded by any agency. Therefore, it is necessary 
to explore help-seeking behaviour and the barriers.

Formal help-seeking behaviour includes seeking assis-
tance from doctors, psychologists, psychiatrists, social 
workers, counsellors, police, lawyers, etc., while informal 
help-seeking behaviour involves obtaining support from 
family members, friends, neighbours, online resources, 
etc. A secondary survey analysis by Kaukinen [9] in the 
USA reported that 30% of IPV survivors utilised police 
services, while 52% sought informal support from fam-
ily members or friends, 20% from psychiatrists and doc-
tors, and only 5% utilised social workers. Meanwhile, a 
re-analysis of a national survey of Canadian households 
revealed that 66% of IPV survivors reported using at least 
one kind of formal service in response to IPV while over 
80% reported using informal supports [10].

Help-seeking behaviour for IPV varies markedly across 
different populations and rates may be lower among 
migrant and minority cultural or ethnic groups [11, 12]. 
Although Hyman et al. [11] found similar rates of IPV dis-
closure and reporting to the police among non-Caucasian 
and Caucasian women in Canada, non-Caucasian women 
were found to have sought help for IPV from family, 
friends, or neighbours more often than Caucasian women. 
The greatest discrepancy was found between the utilisation 
of social services: non-Caucasian women were less likely 
to seek formal help for IPV compared to Caucasian women 
(35.3 and 51.4%, respectively) [11]. Similarly, Barrett and 
St. Pierre [10] found that non-Caucasian status was associ-
ated with less use of formal and informal support services.

Ingram [13] explored help-seeking rates among Latino 
and non-Latino IPV survivors and found that Latina 
women disclosed their experiences of IPV to family 
members more often than non-Latina women, while non-
Latina women disclosed to health care workers, clergy, 
and shelter services more often than Latina women. 
Furthermore, Cho [14] examined differences in service 
utilisation between Latino and Asian groups and found 
that Latino survivors reported significantly more use of 
mental health and support services than Asian survivors 
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[14]. Similarly, Cho and Kim [15] explored help-seeking 
rates of Asian IPV survivors in comparison to those of 
Latino, African-American, and Caucasian survivors and 
found that Asian survivors were less likely to use mental 
health services. Overall, these patterns suggest that the 
help-seeking behaviours of women who are experiencing 
or have experienced IPV are not identical across cultural 
groups; it is therefore necessary to examine the barriers 
that prevent different groups from seeking help.

Barriers to Help‑Seeking for IPV

Barriers to help-seeking are evident in all groups of women 
experiencing IPV. The most commonly reported hindrances 
include fears of further violence from a partner and for the 
safety of their children, an unawareness of or isolation from 
available support services, and the shame and stigma associ-
ated with reporting their IPV experiences [6, 11, 16].

Hilbert and Krishnan [17] postulate that there are two 
levels of barriers to help-seeking for IPV survivors: (a) the 
sociodemographic characteristics of the help-seeker, and (b) 
cultural norms and customs integrated into help-seeking. For 
example, an IPV survivor may not seek help because they 
are limited by the language that they speak, or because IPV 
is considered a private matter and thus disclosure is not cul-
turally accepted. A second theory by Overstreet and Quinn 
pertains to the IPV stigmatization model, which identifies 
three components of stigma that can impede on help-seeking 
behaviour for those experiencing IPV. This includes cul-
tural stigma, stigma internalisation, and anticipated stigma 
[18]. Cultural stigma refers to the social beliefs and atti-
tudes that devalue the legitimacy of people experiencing 
IPV, while stigma internalisation refers to the process and 
extent to which people experiencing IPV believe that nega-
tive stereotypes about experiencing IPV represent them-
selves. Anticipated stigma refers to victims’ concern about 
the consequences of other people becoming aware of their 
abuse [18]. This model suggests that women who experience 
IPV can be negatively affected by the sociocultural context 
in which the IPV occurs.

In addition to barriers shared by all cultural groups, 
there are variations in the challenges to gaining assistance 
across migrants and ethnic minority groups. Bent-Good-
ley [19] identified that “culture shapes experiences, cre-
ates perceptions, and impacts how we think, feel, absorb, 
refine, justify and solidify information” (p.  92). This 
understanding of unique cultural experiences is funda-
mental to providing culturally appropriate programs and 
interventions for IPV survivors. Minority ethnic groups 
and migrant women often report a dearth of culturally 
appropriate services as a barrier to help-seeking along 
with the lack of knowledge about available services [20]. 
One barrier specific to migrant women is their legal status 

in the country of residence; often, the fear of deportation 
leads them to succumb to their abusive experiences and 
not seek assistance [20].

There are specific concerns reported among some ethnic 
groups that lead to underreporting of the crime. For exam-
ple, the cultural norms associated with the acceptance of 
physical abuse from a male partner prevent Asian women 
from seeking assistance [6]; these women also belong to 
a culture where female submissiveness and stoicism are 
valued and family conflict and dysfunction are considered 
shameful [21]. Hence the reporting of family violence in 
such cultures is not encouraged. Similarly, Latina women 
consider the cultural value of ‘familismo’ (family unity 
and individual devotion to family) to be central as a barrier 
to help-seeking [21]. These women also identify language 
difficulties between themselves and service providers as 
another barrier to help-seeking for IPV [22]. Such find-
ings suggest that help-seeking behaviour and barriers to 
help-seeking are not consistent across cultural groups and 
that ethnicity and cultural background are essential for 
understanding women’s responses to IPV. This system-
atic review was conducted to examine differences in help-
seeking behaviour among victims of IPV from different 
cultural backgrounds.

Method

Search Strategy and Selection Criteria

This section provides details of the search strategies used 
for this review. Databases were comprehensively searched 
over a 28-year period from 1988 until 30 August, 2016. 
Peer-reviewed articles were identified from the following 
databases: Academic Search Complete, AMED, CINAHL 
Complete, Criminal Justice Abstracts with Full Text, E-Jour-
nals, Health Source: Nursing/Academic Edition, MEDLINE, 
MEDLINE Complete, PsycARTICLES, PsycEXTRA, Psy-
cINFO, Psychology and Behavioural Sciences Collection, 
and Social Work Abstracts. The Cochrane database and rel-
evant reference lists of articles were also searched. Please 
refer to Table 1 for details of the terms used in database 
searches for literature.

Inclusion Criteria

Studies were required to have made a comparison between at 
least two ethnic groups and should have reported the results 
for estimates of help-seeking behaviour to be included in this 
study. Participants needed to have been female, aged over 
18 years, and have experienced IPV.
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Exclusion Criteria

Studies that included male participants or children under 
18 years of age, examined help-seeking behaviour and IPV 

in only one ethnic group, or did not distinguish rates of help-
seeking between ethnic groups were excluded from the cur-
rent review.

As illustrated in Fig. 1, the search yielded 1331 results 
after duplicates were removed. After screening the titles and 
abstracts of these articles, 1240 records were removed based 
on the exclusion criteria. Of the remaining 91 articles, the 
full text was screened to determine whether they met the 
inclusion criteria. Overall, 17 articles met the criteria and 
were included in this review.

Results

Study Design Characteristics

All the studies that met the selection criteria were conducted 
in North America, except for one that also included the USA 
Virgin Islands. Most studies used a cross-sectional design 
(82%); a cohort (6%), case control (6%), and longitudinal 
(6%) design was each used across three studies. Details of 
the studies are provided in Table 2.

Sample

Some of the studies collected primary data but the majority 
conducted secondary data analysis. Nine studies (52%) had a 

Table 1  Terms used in search

1. IPV AND
2. Intimate partner violence 1. Help-seeking
3. Inter#partner violence 2. Help#seeking
4. Domestic violence 3. Seeking help
5. Family violence 4. Resource
6. Battered women 5. Service utili?ation
7. Spouse abuse 6. Services
8. Marital violence 7. Support
9. Partner abuse 8. Information seeking
10. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 9. Assistance seeking
AND 10. Health care utili?ation
1. Cultur* 11. Help services
2. Rac* 12. Mental health services
3. Ethnic* 13. Health services
4. Minorit* 14. 1 or 2 or 3 or 4 or 5 or 6 

or 7 or 8 or 9 or 10 or 11 
or 12

5. Migrant NOT
6. Immigrant 1. Child*
7. 1 or 2 or 3 or 4 or 5 or 6

Fig. 1  The PRISMA flow 
diagram. Reproduced with 
permission from Ref. [23] Records iden�fied through 

electronic database searching
(n = 2720)

Sc
re
en

in
g

In
cl
ud

ed
El
ig
ib
ili
ty

Id
en

�fi
ca
�o

n

Addi�onal records iden�fied through 
reference lists of related literatures

(n = 6)

Records a�er duplicates removed
(n = 1331)

Records screened at 
�tle and abstract levels

(n = 1331)

Full-text ar�cles assessed 
for eligibility 

(n = 91)

Studies included in 
qualita�ve synthesis

(n = 17)

Records excluded based 
on �tle and abstract

(n = 1240)

Full-text ar�cles excluded 
per criteria

(n = 74)



883Journal of Immigrant and Minority Health (2019) 21:879–892 

1 3

Ta
bl

e 
2 

 S
um

m
ar

y 
of

 st
ud

ie
s i

nc
lu

de
d 

in
 th

e 
sy

ste
m

at
ic

 re
vi

ew

A
ut

ho
r, 

ye
ar

 (l
oc

at
io

n)
Sa

m
pl

e 
si

ze
 (e

th
ni

ci
ty

)
St

ud
y 

de
si

gn
M

ea
su

re
 o

f h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

Fi
nd

in
gs

 (h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

)
Li

m
ita

tio
ns

A
ck

er
m

an
 a

nd
 L

ov
e,

 2
01

4 
(U

SA
) [

24
]

35
34

 (L
at

in
o,

 A
fr

ic
an

 n
on

-
La

tin
o,

 C
au

ca
si

an
 n

on
-L

at
in

o,
 

O
th

er
 n

on
-L

at
in

o)

C
ro

ss
-s

ec
tio

na
l

Po
lic

e 
N

ot
ifi

ca
tio

n 
af

te
r i

nc
id

en
ts

 
of

 IP
V

—
m

ea
su

re
d 

by
 N

at
io

na
l 

C
rim

e 
V

ic
tim

iz
at

io
n 

Su
rv

ey
 

(N
C

V
S)

La
tin

a 
w

om
en

 8
3%

 m
or

e 
lik

el
y 

to
 n

ot
ify

 p
ol

ic
e 

th
an

 C
au

ca
si

an
 

no
n-

La
tin

o 
w

om
en

; A
fr

ic
an

 
no

n-
La

tin
o 

w
om

en
 9

2%
 m

or
e 

lik
el

y 
to

 n
ot

ify
 p

ol
ic

e 
th

an
 

C
au

ca
si

an
 n

on
-L

at
in

o 
w

om
en

; 
O

th
er

 n
on

-L
at

in
o 

w
om

en
 3

6%
 

m
or

e 
lik

el
y 

to
 n

ot
ify

 p
ol

ic
e 

th
an

 C
au

ca
si

an
 n

on
-L

at
in

o 
w

om
en

Re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
; s

ec
on

d-
ar

y 
an

al
ys

is
; b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
ltu

ra
tio

n 
m

ea
su

re

A
hm

ed
 a

nd
 M

cC
aw

, 2
01

0 
(U

SA
) 

[2
5]

68
70

 (A
si

an
, A

fr
ic

an
, L

at
in

a,
 

C
au

ca
si

an
, O

th
er

)
C

ro
ss

-s
ec

tio
na

l
M

en
ta

l H
ea

lth
 S

er
vi

ce
 (M

H
S)

 
ut

ili
sa

tio
n 

w
ith

in
 6

0 
da

ys
 o

f 
id

en
tifi

ca
tio

n—
m

ea
su

re
d 

by
 

el
ec

tro
ni

c 
cl

in
ic

al
 re

co
rd

s 
de

ta
ili

ng
 a

dm
is

si
on

, r
ef

er
ra

l 
an

d 
ut

ili
sa

tio
n

C
au

ca
si

an
 w

om
en

 m
os

t l
ik

el
y 

to
 u

se
 M

H
S 

(7
2%

) a
nd

 L
at

in
a 

w
om

en
 le

as
t l

ik
el

y 
(5

8%
); 

O
dd

s u
til

is
at

io
n 

lo
w

er
 a

m
on

g 
A

fr
ic

an
 w

om
en

 a
nd

 L
at

in
a 

w
om

en
 c

om
pa

re
d 

to
 C

au
ca

si
an

 
w

om
en

D
id

 n
ot

 c
ol

le
ct

 in
fo

rm
at

io
n 

on
 

w
hy

 w
om

en
 d

id
/d

id
 n

ot
 u

se
 

M
H

S;
 se

co
nd

ar
y 

an
al

ys
is

; d
at

a 
fo

r r
ac

e/
et

hn
ic

ity
 m

is
si

ng
 fr

om
 

15
%

; b
ro

ad
 e

th
ni

c/
ra

ci
al

 g
ro

up
s;

 
no

 a
cc

ul
tu

ra
tio

n 
m

ea
su

re

D
ur

fe
e 

an
d 

M
es

si
ng

, 2
01

2 
(U

SA
) [

26
]

34
33

 (A
fr

ic
an

-A
m

er
ic

an
, A

si
a/

Pa
ci

fic
 Is

la
nd

er
, L

at
in

a,
 C

au
ca

-
si

an
, M

ul
tir

ac
ia

l, 
O

th
er

)

C
ro

ss
-s

ec
tio

na
l

D
om

es
tic

 V
io

le
nc

e 
C

iv
il 

Pr
ot

ec
-

tio
n 

O
rd

er
 (P

O
)—

m
ea

su
re

d 
by

 d
om

es
tic

 v
io

le
nc

e 
sh

el
te

r 
in

ta
ke

 in
te

rv
ie

w
/ q

ue
sti

on
na

ire

A
fr

ic
an

-A
m

er
ic

an
 w

om
en

 3
3%

 
le

ss
 li

ke
ly

 th
an

 C
au

ca
si

an
 

w
om

en
 to

 h
av

e 
ob

ta
in

ed
 a

 P
O

; 
no

 o
th

er
 e

th
ni

c 
gr

ou
ps

 sh
ow

ed
 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

 fr
om

 
C

au
ca

si
an

 w
om

en

Re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
; s

ec
on

d-
ar

y 
an

al
ys

is
; c

an
no

t d
et

er
m

in
e 

w
hi

ch
 w

om
en

 fi
le

d 
fo

r P
O

 a
nd

 
di

d 
no

t r
ec

ei
ve

; l
im

ite
d 

sh
el

te
r 

ba
se

d 
sa

m
pl

e 
m

ay
 n

ot
 b

e 
re

pr
e-

se
nt

at
iv

e 
of

 th
e 

po
pu

la
tio

n;
 c

an
-

no
t i

de
nt

ify
 c

au
sa

l o
rd

er
 o

f h
el

p-
se

ek
in

g 
be

ha
vi

ou
r a

nd
 o

bt
ai

ni
ng

 
PO

; b
ro

ad
 e

th
ni

c/
ra

ci
al

 g
ro

up
s;

 
no

 a
cc

ul
tu

ra
tio

n 
m

ea
su

re
El

-K
ho

ur
y 

et
 a

l.,
 2

00
4 

(U
SA

) 
[2

7]
37

6 
(A

fr
ic

an
-A

m
er

ic
an

, C
au

-
ca

si
an

)
Lo

ng
itu

di
na

l
D

oc
to

r o
r N

ur
se

, M
en

ta
l H

ea
lth

 
(M

H
) C

ou
ns

el
lo

r, 
C

le
rg

y 
M

em
be

r, 
Pr

ay
er

—
m

ea
su

re
d 

by
 in

te
rv

ie
w

 o
r q

ue
sti

on
na

ire
 

w
ith

 c
on

te
nt

 d
er

iv
ed

 fr
om

 
‘T

he
 In

tim
at

e 
Pa

rtn
er

 V
io

le
nc

e 
St

ra
te

gi
es

 In
de

x’
 a

nd
 ‘T

he
 In

ti-
m

at
e 

Pa
rtn

er
 V

io
le

nc
e 

C
op

in
g 

In
de

x’
 [2

8,
 2

9]

Si
gn

ifi
ca

nt
ly

 m
or

e 
C

au
ca

si
an

 
w

om
en

 (4
8.

1%
) u

se
d 

M
H

 
co

un
se

llo
r c

om
pa

re
d 

to
 A

fr
i-

ca
n-

A
m

er
ic

an
 w

om
en

 (2
6%

); 
Si

gn
ifi

ca
nt

ly
 m

or
e 

A
fr

ic
an

-
A

m
er

ic
an

 w
om

en
 (9

0.
7%

) u
se

d 
pr

ay
er

 c
om

pa
re

d 
to

 C
au

ca
si

an
 

w
om

en
 (7

6.
5%

)

Re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
; s

m
al

l 
sa

m
pl

e 
si

ze
; d

id
 n

ot
 e

xp
lo

re
 

ch
ar

ac
te

ris
tic

s o
f h

el
p-

se
ek

in
g 

so
ur

ce
s (

e.
g.

 d
iff

er
en

tia
tio

n 
be

tw
ee

n 
pr

ay
er

 a
nd

 m
ed

ita
-

tio
n)

; s
om

e 
da

ta
 c

ol
le

ct
ed

 v
ia

 
in

te
rv

ie
w

 w
hi

lst
 so

m
e 

co
lle

ct
ed

 
vi

a 
qu

es
tio

nn
ai

re
 (i

nt
er

vi
ew

 
cl

ie
nt

s m
ay

 h
av

e 
be

en
 m

or
e 

he
si

ta
nt

 to
 re

po
rt)

; b
ro

ad
 e

th
ni

c/
ra

ci
al

 g
ro

up
s;

 n
o 

ac
cu

ltu
ra

tio
n 

m
ea

su
re



884 Journal of Immigrant and Minority Health (2019) 21:879–892

1 3

Ta
bl

e 
2 

 (c
on

tin
ue

d)

A
ut

ho
r, 

ye
ar

 (l
oc

at
io

n)
Sa

m
pl

e 
si

ze
 (e

th
ni

ci
ty

)
St

ud
y 

de
si

gn
M

ea
su

re
 o

f h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

Fi
nd

in
gs

 (h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

)
Li

m
ita

tio
ns

Fl
ic

ke
r e

t a
l.,

 2
01

1 
(U

SA
) [

30
]

17
56

 (A
fr

ic
an

-A
m

er
ic

an
, L

at
in

a,
 

C
au

ca
si

an
)

C
ro

ss
-s

ec
tio

na
l

A
ny

 h
el

p,
 fa

m
ily

, f
rie

nd
, m

ed
ic

al
 

ca
re

, m
en

ta
l h

ea
lth

 c
ar

e,
 p

ol
ic

e,
 

or
de

r o
f p

ro
te

ct
io

n—
m

ea
su

re
d 

by
 N

at
io

na
l V

io
le

nc
e 

ag
ai

ns
t 

W
om

en
 S

ur
ve

y 
(N

VA
W

S)

La
tin

a 
w

om
en

 le
ss

 li
ke

ly
 to

 se
e 

he
lp

 fr
om

 fr
ie

nd
s t

ha
n 

C
au

ca
-

si
an

 w
om

en
; A

fr
ic

an
-A

m
er

ic
an

 
w

om
en

 le
ss

 li
ke

ly
 to

 se
ek

 h
el

p 
fro

m
 M

H
 p

ro
vi

de
rs

 th
an

 C
au

-
ca

si
an

 w
om

en
; L

at
in

a 
w

om
en

 
an

d 
A

fr
ic

an
-A

m
er

ic
an

 w
om

en
 

m
or

e 
lik

el
y 

to
 se

ek
 p

ol
ic

e 
he

lp
 th

an
 C

au
ca

si
an

 w
om

en
; 

A
fr

ic
an

-A
m

er
ic

an
 w

om
en

 
m

or
e 

lik
el

y 
to

 se
ek

 o
rd

er
s o

f 
pr

ot
ec

tio
n 

th
an

 C
au

ca
si

an
 

w
om

en

D
at

a 
co

lle
ct

ed
 o

n 
ab

us
e 

th
at

 
oc

cu
rr

ed
 o

n 
an

 a
ve

ra
ge

 o
f 

12
 y

ea
rs

 p
rio

r t
o 

su
rv

ey
; s

ec
on

d-
ar

y 
an

al
ys

is
; r

ep
or

t b
ia

s (
se

lf-
re

po
rt)

; s
am

pl
in

g 
bi

as
; r

ec
al

l 
bi

as
; b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 

no
 a

cc
ul

tu
ra

tio
n 

m
ea

su
re

G
on

do
lf 

et
 a

l.,
 1

98
8 

(U
SA

) [
31

]
57

08
 (A

ng
lo

, A
fr

ic
an

, H
is

pa
ni

c)
C

ro
ss

-s
ec

tio
na

l
A

cc
es

si
ng

 in
fo

rm
al

/fo
rm

al
 su

p-
po

rt 
se

rv
ic

es
—

m
ea

su
re

d 
by

 
sh

el
te

r i
nt

ak
e 

in
te

rv
ie

w
/q

ue
s-

tio
nn

ai
re

H
is

pa
ni

c 
w

om
en

 le
as

t l
ik

el
y 

to
 c

on
ta

ct
 fr

ie
nd

, m
in

ist
er

 o
r 

so
ci

al
 se

rv
ic

e.
 G

re
at

er
 p

er
ce

nt
-

ag
e 

of
 A

ng
lo

 w
om

en
 v

is
ite

d 
or

 
ph

on
ed

 a
 so

ci
al

 se
rv

ic
e.

 M
or

e 
A

fr
ic

an
 w

om
en

 c
on

ta
ct

ed
 a

 
m

in
ste

r o
r p

ol
ic

e.
 E

qu
al

 ra
te

s 
of

 c
on

ta
ct

in
g 

sh
el

te
r, 

le
av

in
g 

ho
m

e 
or

 o
bt

ai
ni

ng
 le

ga
l s

er
vi

ce

Se
co

nd
ar

y 
an

al
ys

is
; r

ep
or

t b
ia

s 
(s

el
f-

re
po

rt)
; b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
ltu

ra
tio

n 
m

ea
su

re

G
ro

ss
m

an
 a

nd
 L

un
dy

, 2
00

3 
(U

SA
) [

32
]

32
71

 (A
fr

ic
an

-A
m

er
ic

an
, H

is
-

pa
ni

c,
 C

au
ca

si
an

)
C

ro
ss

-s
ec

tio
na

l
Se

lf-
re

fe
rr

al
 fo

r d
om

es
tic

 
vi

ol
en

ce
 p

ro
gr

am
s—

m
ea

su
re

d 
by

 in
fo

rm
at

io
n 

fro
m

 d
om

es
tic

 
se

rv
ic

e 
ag

en
ci

es

Si
gn

ifi
ca

nt
ly

 h
ig

he
r p

ro
po

rti
on

 o
f 

C
au

ca
si

an
 w

om
en

 se
lf-

re
fe

rr
ed

 
to

 d
om

es
tic

 v
io

le
nc

e 
pr

og
ra

m
s 

co
m

pa
re

d 
to

 A
fr

ic
an

-A
m

er
ic

an
 

an
d 

H
is

pa
ni

c 
w

om
en

O
nl

y 
ex

pl
or

ed
 IP

V
 su

rv
iv

or
s w

ho
 

so
ug

ht
 h

el
p;

 se
co

nd
ar

y 
an

al
ys

is
; 

re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
; b

ro
ad

 
et

hn
ic

/ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
l-

tu
ra

tio
n 

m
ea

su
re

H
am

be
rg

er
 e

t a
l.,

 2
00

7 
(U

SA
) 

[3
3]

13
2 

(A
fr

ic
an

-A
m

er
ic

an
, C

au
ca

-
si

an
, u

nk
no

w
n)

C
ro

ss
-s

ec
tio

na
l

Se
ek

in
g 

ca
re

 fo
r p

hy
si

ca
l 

in
ju

rie
s;

 e
m

ot
io

na
l s

up
po

rt 
fo

r 
ab

us
e 

re
la

te
d 

str
es

s—
m

ea
su

re
d 

by
 th

e 
‘C

on
fli

ct
 T

ac
tic

s S
ca

le
’ 

[3
4]

 (S
tra

us
 1

99
0)

 a
nd

 ‘P
hy

si
-

ci
an

 A
ss

es
sm

en
t a

nd
 T

re
at

m
en

t 
of

 A
bu

se
 In

ve
nt

or
y’

 [3
5]

N
o 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

s i
n 

pr
o-

po
rti

on
 o

f w
om

en
 w

ho
 so

ug
ht

 
ca

re
 b

y 
ra

ce
; A

fr
ic

an
 w

om
en

 
sl

ig
ht

ly
 m

or
e 

lik
el

y 
to

 re
po

rt 
go

in
g 

to
 E

R
 o

r w
al

k-
in

 c
lin

ic
 

th
an

 C
au

ca
si

an
 w

om
en

Sm
al

l, 
co

nv
en

ie
nc

e 
sa

m
pl

e;
 re

po
rt 

bi
as

 (s
el

f-
re

po
rt)

; o
ve

rs
am

pl
e 

of
 

A
fr

ic
an

-A
m

er
ic

an
 p

ar
tic

ip
an

ts
, 

bu
t s

til
l l

es
s t

ha
n 

50
%

 o
f s

am
pl

e;
 

se
co

nd
ar

y 
an

al
ys

is
; p

ar
tic

ip
an

ts
 

no
t r

ec
ru

ite
d 

di
re

ct
ly

 fr
om

 
he

al
th

ca
re

 se
tti

ng
; l

en
gt

hy
 su

r-
ve

y;
 b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 

no
 a

cc
ul

tu
ra

tio
n 

m
ea

su
re



885Journal of Immigrant and Minority Health (2019) 21:879–892 

1 3

Ta
bl

e 
2 

 (c
on

tin
ue

d)

A
ut

ho
r, 

ye
ar

 (l
oc

at
io

n)
Sa

m
pl

e 
si

ze
 (e

th
ni

ci
ty

)
St

ud
y 

de
si

gn
M

ea
su

re
 o

f h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

Fi
nd

in
gs

 (h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

)
Li

m
ita

tio
ns

H
en

ni
ng

 a
nd

 K
le

sg
es

, 2
00

2 
(U

SA
) [

36
]

17
46

 (A
fr

ic
an

-A
m

er
ic

an
, C

au
-

ca
si

an
)

C
ro

ss
-s

ec
tio

na
l

U
til

is
at

io
n 

of
 fo

rm
al

 c
ou

ns
el

lin
g 

&
 su

pp
or

t s
er

vi
ce

s—
m

ea
su

re
d 

by
 q

ue
sti

on
 “

H
av

e 
yo

u 
ev

er
 

re
ce

iv
ed

 fo
rm

al
 c

ou
ns

el
lin

g 
se

rv
ic

es
 o

r s
up

po
rt 

be
ca

us
e 

of
 

(th
e 

de
fe

nd
an

t)’
s v

io
le

nc
e?

”

A
s a

 si
ng

le
 p

re
di

ct
or

, C
au

ca
si

an
 

w
om

en
 th

re
e 

tim
es

 m
or

e 
lik

el
y 

to
 se

ek
 h

el
p 

th
an

 A
fr

ic
an

-
A

m
er

ic
an

 w
om

en

C
or

re
la

tio
na

l d
es

ig
n;

 se
co

nd
-

ar
y 

an
al

ys
is

; o
nl

y 
fo

cu
se

d 
on

 
IP

V
 c

as
es

 th
at

 h
ad

 c
om

e 
to

 
th

e 
at

te
nt

io
n 

of
 a

ut
ho

rit
ie

s;
 

re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
, l

ac
k 

of
 

co
nfi

de
nt

ia
lit

y 
du

rin
g 

in
te

rv
ie

w
s 

so
 p

ar
tic

ip
an

ts
 m

ay
 h

av
e 

be
en

 
re

lu
ct

an
t t

o 
an

sw
er

 tr
ut

hf
ul

ly
; 

br
oa

d 
et

hn
ic

/ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
ltu

ra
tio

n 
m

ea
su

re
Li

ps
ky

 e
t a

l.,
 2

00
6 

(U
SA

) [
37

]
18

2 
(A

fr
ic

an
, H

is
pa

ni
c,

 C
au

ca
-

si
an

)
C

as
e-

co
nt

ro
l

H
ea

lth
ca

re
 (a

lc
oh

ol
 p

ro
gr

am
, 

dr
ug

 p
ro

gr
am

, m
en

ta
l h

ea
th

, 
nu

tri
tio

n,
 p

ub
lic

 h
ea

lth
 n

ur
se

, 
ED

, o
ut

pa
tie

nt
 c

lin
ic

s, 
ho

sp
ita

l) 
an

d 
so

ci
al

 se
rv

ic
e 

(s
oc

ia
l o

r 
ca

se
 w

or
ke

r, 
le

ga
l a

id
, p

ol
ic

e 
as

si
st

an
ce

, h
ou

si
ng

 a
ss

ist
an

ce
, 

pa
re

nt
in

g 
cl

as
se

s)
 u

til
is

a-
tio

n—
m

ea
su

re
d 

by
 in

te
rv

ie
w

 
qu

es
tio

ns
 a

bo
ut

 se
rv

ic
e 

us
e 

an
d 

qu
es

tio
ns

 a
da

pt
ed

 fr
om

 th
e 

‘C
on

fli
ct

 T
ac

tic
s S

ca
le

’ (
St

ra
us

 
19

90
)

O
ve

ra
ll 

he
al

th
ca

re
 u

til
iz

at
io

n 
si

gn
ifi

ca
nt

ly
 g

re
at

er
 a

m
on

g 
no

n-
H

is
pa

ni
c 

A
fr

ic
an

 a
nd

 
C

au
ca

si
an

 w
om

en
 c

om
pa

re
d 

to
 

H
is

pa
ni

c 
w

om
en

; n
on

-H
is

pa
ni

c 
C

au
ca

si
an

 w
om

en
 si

gn
ifi

ca
nt

ly
 

(n
in

e 
tim

es
) m

or
e 

lik
el

y 
an

d 
no

n-
H

is
pa

ni
c 

A
fr

ic
an

 w
om

en
 

si
gn

ifi
ca

nt
ly

 (s
ix

 ti
m

es
) m

or
e 

lik
el

y 
to

 u
se

 E
D

 th
an

 H
is

-
pa

ni
c 

w
om

en
; n

on
-H

is
pa

ni
c 

C
au

ca
si

an
 a

nd
 A

fr
ic

an
 w

om
en

 
si

gn
ifi

ca
nt

ly
 m

or
e 

lik
el

y 
to

 u
se

 
ho

us
in

g 
as

si
st

; N
ot

 si
gn

ifi
ca

nt
, 

bu
t n

on
-H

is
pa

ni
c 

A
fr

ic
an

 
w

om
en

 2
.6

 ti
m

es
 m

or
e 

lik
el

y 
th

an
 H

is
pa

ni
c 

w
om

en
 to

 u
se

 
po

lic
e 

as
si

st 
an

d 
no

n-
H

is
pa

ni
c 

C
au

ca
si

an
 w

om
en

 tw
o 

tim
es

 
m

or
e 

lik
el

y 
to

 u
se

 d
om

es
tic

 
vi

ol
en

ce
 se

rv
ic

es
 th

an
 H

is
pa

ni
c

Sm
al

l s
am

pl
e 

si
ze

 a
nd

 su
b-

gr
ou

ps
; 

re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
; o

nl
y 

ap
pl

ic
ab

le
 to

 w
om

en
 w

ho
 se

ek
 

he
lp

 th
ro

ug
h 

ED
; s

ec
on

d-
ar

y 
an

al
ys

is
; b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
ltu

ra
tio

n 
m

ea
su

re

Li
ps

ky
 a

nd
 C

ae
ta

no
, 2

00
7 

(U
SA

) 
[3

8]
79

24
 (N

on
-H

is
pa

ni
c 

A
fr

ic
an

, 
H

is
pa

ni
c,

 N
on

-H
is

pa
ni

c 
C

au
-

ca
si

an
)

C
ro

ss
-s

ec
tio

na
l

Em
er

ge
nc

y 
de

pa
rtm

en
t u

til
is

a-
tio

n—
m

ea
su

re
d 

by
 2

00
2 

N
at

io
na

l S
ur

ve
y 

on
 D

ru
g 

U
se

 
an

d 
H

ea
lth

 (N
SD

U
H

)

Re
la

tio
ns

hi
p 

of
 IP

V
 to

 E
D

 u
til

i-
sa

tio
n 

3 
tim

es
 g

re
at

er
 a

m
on

g 
H

is
pa

ni
c 

w
om

en
 c

om
pa

re
d 

to
 

C
au

ca
si

an
 w

om
en

, a
cc

ou
nt

in
g 

fo
r a

ll 
fa

ct
or

s

Re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
, s

ec
on

d-
ar

y 
an

al
ys

is
, o

nl
y 

si
ng

le
 q

ue
sti

on
 

to
 id

en
tif

y 
IP

V
 e

xp
er

ie
nc

e;
 sm

al
l 

sa
m

pl
e 

si
ze

 a
m

on
g 

A
fr

ic
an

 a
nd

 
H

is
pa

ni
c 

pa
rti

ci
pa

nt
s;

 b
ro

ad
 e

th
-

ni
c/

ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
ltu

ra
-

tio
n 

m
ea

su
re



886 Journal of Immigrant and Minority Health (2019) 21:879–892

1 3

Ta
bl

e 
2 

 (c
on

tin
ue

d)

A
ut

ho
r, 

ye
ar

 (l
oc

at
io

n)
Sa

m
pl

e 
si

ze
 (e

th
ni

ci
ty

)
St

ud
y 

de
si

gn
M

ea
su

re
 o

f h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

Fi
nd

in
gs

 (h
el

p-
se

ek
in

g 
be

ha
v-

io
ur

)
Li

m
ita

tio
ns

Li
ps

ky
 e

t a
l. 

20
09

 (U
SA

) [
39

]
47

60
 (H

is
pa

ni
c,

 N
on

-H
is

pa
ni

c 
A

fr
ic

an
, N

on
-H

is
pa

ni
c 

C
au

-
ca

si
an

)

C
oh

or
t

Po
lic

e 
re

po
rte

d 
IP

V
—

m
ea

su
re

d 
by

 p
ol

ic
e 

an
d 

ho
sp

ita
l r

ec
or

ds
Po

lic
e 

re
po

rte
d 

IP
V

 2
–3

 ti
m

es
 

hi
gh

er
 fo

r n
on

-H
is

pa
ni

c 
A

fr
ic

an
 (4

6.
2%

) a
nd

 H
is

pa
ni

c 
w

om
en

 (3
7.

7%
) c

om
pa

re
d 

to
 n

on
-H

is
pa

ni
c 

C
au

ca
si

an
 

w
om

en
 (1

6.
2%

)

D
at

a 
lim

ite
d 

to
 p

ol
ic

e 
re

po
rts

; 
re

tro
sp

ec
tiv

e;
 b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 n

o 
ac

cu
ltu

ra
tio

n 
m

ea
su

re

M
ac

y 
et

 a
l.,

 2
00

5 
(U

SA
) [

40
]

44
8 

(E
ur

op
ea

n 
A

m
er

ic
an

, 
w

om
en

 o
f c

ol
ou

r)
C

ro
ss

-s
ec

tio
na

l
H

el
p-

se
ek

in
g 

eff
or

ts
—

m
ea

su
re

d 
by

 2
2 

ite
m

s o
n 

qu
es

tio
nn

ai
re

W
om

en
 w

ho
 re

po
rte

d 
he

lp
-

se
ek

in
g 

di
d 

no
t d

iff
er

 in
 

de
m

og
ra

ph
ic

 c
ha

ra
ct

er
ist

ic
s 

(in
cl

ud
in

g 
ra

ce
/e

th
ni

ci
ty

) f
ro

m
 

th
os

e 
w

ho
 re

po
rte

d 
no

 h
el

p-
se

ek
in

g 
eff

or
ts

Sm
al

l s
am

pl
e 

si
ze

 o
f s

pe
ci

fic
 

et
hn

ic
 g

ro
up

s;
 re

po
rt 

bi
as

 
(s

el
f-

re
po

rt)
, w

om
en

 re
cr

ui
te

d 
on

 th
e 

ba
si

s o
f s

om
e 

ki
nd

 o
f 

le
ga

l a
ct

io
n;

 b
ro

ad
 e

th
ni

c/
ra

ci
al

 g
ro

up
s;

 n
o 

ac
cu

ltu
ra

tio
n 

m
ea

su
re

Ro
dr

ig
ue

z 
et

 a
l.,

 2
00

1 
(U

SA
)

37
5 

(A
fr

ic
an

-A
m

er
ic

an
, L

at
in

a,
 

no
n-

La
tin

a)
C

ro
ss

-s
ec

tio
na

l
D

is
cl

os
ur

e 
of

 IP
V

 to
 c

lin
ic

ia
n—

m
ea

su
re

d 
by

 q
ue

sti
on

na
ire

 
ad

m
in

ist
er

ed
 v

ia
 te

le
ph

on
e 

in
te

rv
ie

w

A
fr

ic
an

-A
m

er
ic

an
 w

om
en

 m
or

e 
lik

el
y 

to
 c

om
m

un
ic

at
e 

ab
us

e 
to

 c
lin

ic
ia

n 
th

an
 C

au
ca

si
an

 
w

om
en

; w
om

en
 b

or
n 

ou
ts

id
e 

U
SA

 le
ss

 li
ke

ly
 th

an
 U

S 
bo

rn
 

w
om

en
 to

 h
av

e 
co

m
m

un
ic

at
ed

 
ab

ou
t a

bu
se

Re
po

rt 
bi

as
 (s

el
f-

re
po

rt)
; r

ec
al

l 
bi

as
; b

ro
ad

 e
th

ni
c/

ra
ci

al
 g

ro
up

s;
 

no
 a

cc
ul

tu
ra

tio
n 

m
ea

su
re

Sa
br

i e
t a

l.,
 2

01
3 

(U
SA

/U
.S

 
V

irg
in

 Is
la

nd
s)

 [4
1]

43
1 

(A
fr

ic
an

-A
m

er
ic

an
, A

fr
ic

an
-

C
ar

ib
be

an
, A

fr
ic

an
 m

ix
ed

 w
ith

 
ot

he
r r

ac
es

)

C
ro

ss
-s

ec
tio

na
l

U
se

 o
f m

en
ta

l h
ea

lth
 re

so
ur

ce
s 

(c
ou

ns
el

lo
r, 

th
er

ap
ist

, c
as

e 
w

or
ke

r)
—

m
ea

su
re

d 
by

 q
ue

s-
tio

nn
ai

re

A
fr

ic
an

-C
ar

ib
be

an
 w

om
en

 
le

ss
 li

ke
ly

 to
 u

se
 re

so
ur

ce
s t

o 
co

pe
 w

ith
 a

bu
se

 c
om

pa
re

d 
to

 
A

fr
ic

an
-A

m
er

ic
an

 a
nd

 A
fr

ic
an

 
w

om
en

 w
ith

 m
ix

ed
 d

es
ce

nt

Re
ca

ll 
bi

as
; r

ep
or

t b
ia

s (
se

lf-
re

po
rt)

; n
o 

ac
cu

ltu
ra

tio
n 

m
ea

su
re

W
es

t e
t a

l.,
 1

99
8 

(U
SA

) [
42

]
76

 (L
at

in
a-

M
ex

ic
an

 A
m

er
ic

an
/

Pu
er

to
 R

ic
an

, A
ng

lo
 A

m
er

i-
ca

n)

C
ro

ss
-s

ec
tio

na
l

Fr
ie

nd
s, 

re
la

tiv
es

, s
he

lte
r, 

ps
yc

ho
lo

gi
st,

 c
le

rg
y,

 la
w

ye
r, 

po
lic

e,
 o

th
er

s—
m

ea
su

re
d 

by
 

19
92

 N
at

io
na

l A
lc

oh
ol

 a
nd

 
Fa

m
ily

 V
io

le
nc

e 
Su

rv
ey

 (v
ia

 
fa

ce
-to

-fa
ce

 in
te

rv
ie

w
)

La
tin

a 
w

om
en

 so
ug

ht
 le

ss
 h

el
p 

fro
m

 b
ot

h 
in

fo
rm

al
 a

nd
 fo

rm
al

 
su

pp
or

t c
om

pa
re

d 
to

 A
ng

lo
 

w
om

en
. A

ng
lo

 w
om

en
 2

 ti
m

es
 

m
or

e 
lik

el
y 

to
 c

on
ta

ct
 fr

ie
nd

s/
fa

m
ily

 a
nd

 5
 ti

m
es

 m
or

e 
lik

el
y 

th
an

 L
at

in
a 

w
om

en
 to

 u
se

 p
sy

-
ch

ol
og

ist
s. 

B
ei

ng
 A

ng
lo

 tr
ip

le
d 

pr
ob

ab
ili

ty
 o

f h
el

p-
se

ek
in

g

Sm
al

l L
at

in
a 

sa
m

pl
e 

si
ze

; r
ep

or
t 

bi
as

 (s
el

f-
re

po
rt)

 se
co

nd
ar

y 
an

al
ys

is
; a

cc
ul

tu
ra

tio
n 

m
ea

su
re

d 
by

 E
ng

lis
h 

pr
ef

er
en

ce
; b

ro
ad

 
et

hn
ic

/ra
ci

al
 g

ro
up

s



887Journal of Immigrant and Minority Health (2019) 21:879–892 

1 3

sample size over 1000, four studies (24%) had a sample size 
between 300 and 1000, and four (24%) studies had a sample 
size under 300. Across the 17 studies, a few ethnic groups 
were explored: 12 included Hispanic/Latina women; 15 
included African-American women; 14 included Caucasian 
women; three included Asian/Pacific Islander women; and 
‘other’ (not specified in the studies) women were identified 
in five studies. Only one study included distinct sub-ethnic 
groups within a broader ethnic group. In total, the 17 studies 
included 40, 904 participants.

Measures of IPV

The reviewed studies used an assortment of IPV measures. 
These included police and hospital reports, social service 
and refuge shelter reports, and self-identification by women 
experiencing IPV in response to either explicit survey ques-
tionnaire or interview questions. Five studies used reports 
from police, hospitals, and refuge shelters to measure IPV 
including three [27, 39, 40] that used police reports and 
the study by El-Khoury et al. [27] also using refuge shelter 
reports and that by Lipsky et al. [39] also adding hospital 
reports to their measure. Three other studies [25, 32, 39] 
used only hospital reports as a measure of IPV. Apart from 
these, most studies used self-reports to measure IPV includ-
ing three [26, 31, 36] that used self-reports in response to 
interview questions. For example, Durfee and Messing [26] 
asked respondents whether they had experienced physical, 
sexual, verbal, or economic abuse, and whether they had 
ever been pregnant or had a miscarriage while in an abusive 
relationship. Similarly, Gondolf et al. [31] asked respondents 
about physical abuse, verbal abuse, child abuse, injury and 
previous abuse; Henning and Klesges [36] asked respond-
ents about current offense circumstances, severity of prior 
abuse, and current safety.

A further three studies [24, 30, 38] measured IPV using 
self-reports in response to nationwide survey questionnaires 
including: the National Violence Against Women Survey 
(NVAWS) [30], which measured physical abuse, sexual 
abuse, stalking, psychological abuse, cumulative abuse; the 
National Crime Victimisation Survey (NCVS) [24], which 
collected information about victims, offenders, and offense 
circumstances; and the 2002 National Survey on Drug Use 
and Health (NSDUH) [38], which asked a single question: 
“How many times during the past 12 months did your spouse 
or partner hit or threaten to hit you?”.

The six other studies used participants’ responses to psy-
chological questionnaires. Specifically, four studies [33, 37, 
42, 43] used different revisions of the Conflict Tactic Scale 
(CTS) by Straus [34] to measure IPV. The CTS is a widely 
used and validated scale that consists of physical abuse and 
sexual abuse items [34]. The study by Rodriguez et al. [22] 
used the Abuse Assessment Screen [44] to measure current Ta
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and previous experiences of physical and sexual forms of 
IPV, and Sabri et al. [41] used The Severity of Violence 
against Women Scale and Women’s Experiences of Batter-
ing to assess IPV experiences.

Measures of Help‑Seeking Behaviour

All 17 studies detailed their measure of help-seeking behav-
iour, however, these measures varied, and the reliability and 
validity of the measures are unavailable. Most of the meas-
ures relied on self-report (in response to nationwide surveys 
and interviews) by women who had previously experienced 
or were currently experiencing IPV. Meanwhile, Ahmed and 
McCaw [25] and Lipsky et al. [39] used hospital reports 
to measure emergency service utilisation, and Grossman 
and Lundy [32] used social service reports to measure self-
referral for domestic violence programs.

Six studies [22, 26, 31, 36, 37, 43] relied on self-reports 
of help-seeking behaviour in response to interview ques-
tions. For example, Durfee and Messing [26] asked respond-
ents about police involvement in IPV incidents, receipt of 
medical attention, and disclosure of IPV to a medical pro-
fessional. Similarly, Rodriguez et al. [22] examined partici-
pants’ disclosure of IPV to a clinician. Gondolf et al. [31] 
extended on this by assessing informal and formal sources of 
help utilized prior to the shelter and care sought for injury, 
as well as services obtained while in the shelter and those to 
be continued after leaving the shelter. Henning and Klesges 
[36] included information on formal counselling and support 
service utilisation, while Lipsky et al. [37] provided data 
on health and social service utilisation. Yoshioka et al. [43] 
on the other hand measured disclosure of abuse (to family 
members, friends, or professionals) and support received.

Most studies measured help-seeking behaviour using 
survey questionnaires. Three studies [24, 30, 38] assessed 
responses in the nationwide survey questionnaires includ-
ing: the NVAWS [30] which asked respondents open and 
closed-ended questions about their help-seeking behaviours 
in response to the most recent incident of physical abuse; the 
NCVS [24] which examined whether participants reported 
the crime to the police; and the NSDUH [38] which meas-
ured emergency department utilisation. Three other studies 
[40–42] examined participants’ response to items on sur-
vey questionnaires developed by the authors. For example, 
West et al. [42] measured utilization of formal and informal 
resources such as friends, relatives, shelter, a psychologist, 
clergy, healer, lawyer, and police, while Macy et al. [40] 
measured formal help-seeking only. Similarly, Sabri et al. 
[41] measured utilisation of mental health resources includ-
ing a counsellor, therapist and caseworker.

Two of the studies [27, 33] used psychological measures 
of help-seeking behaviour: (a) El-Khoury et al. [27] selected 
items from two indices including The Intimate Partner 

Violence Strategies Index [28] and The Intimate Partner 
Violence Coping Index [29] to measure six types of help-
seeking behaviour: formal, informal, safety planning, resist-
ing, placating, and legal strategies; and (b) Hamberger et al. 
[33] used the Physician Assessment and Treatment of Abuse 
Inventory [35] to measure care sought for physical injury 
and emotional support sought for abuse-related stress. Thus, 
a range of measures were used across the studies to assess 
the experience of abuse and the nature of assistance sought.

Risk of Bias

Because most studies [22, 24, 26, 27, 30–33, 36–38, 40–43] 
used self-report measures to obtain details of help-seeking 
behaviour, there is a high risk of report bias. This bias may 
have been exacerbated in studies where women were inter-
viewed in person and they did not want to reveal the nature 
of their abuse or to whom they reported it because of stigma 
and cultural norms. Further, some studies [22, 30, 41] asked 
women about prior IPV experiences, thus resulting in risk 
of recall bias. There is also a high risk of sampling bias as 
some studies [26, 30, 33] used a convenient sample. It is 
therefore important to interpret the results of these studies 
with caution.

Key Findings

Table 1 presents a summary of study populations, designs, 
measures, and key results from the 17 articles. We reviewed 
the literature findings in relation to the cross-cultural com-
parisons of help-seeking behaviour and IPV. Nine of the 
studies [25–27, 30–32, 36, 37, 42] reported that Caucasian 
women were more likely to seek support for IPV compared 
to African-American and Hispanic/Latina women. For 
example, Henning and Klesges [36] reported that as a single 
predictor, Caucasian women were three times more likely to 
seek help for IPV compared to African-American women. 
In consonance, Lipsky et al. [37] found that compared to 
Hispanic women, non-Hispanic Caucasian women were 
more likely to use domestic violence services and housing 
assistance. Similarly, Caucasian women also self-referred to 
domestic violence programs significantly more than African-
American and Hispanic women [31, 32] and sought a pro-
tection order for IPV to a greater extent [26]. Furthermore, 
compared to Hispanic women, Caucasian women were nine 
times more likely to use emergency services and African 
women six times more likely [37].

Although the studies reported above showed a trend 
that Caucasian women were more inclined to seek help 
compared to non-Caucasian women, a few studies showed 
the opposite. Six studies [22, 24, 27, 30, 38, 39] found 
African-American and Hispanic/Latina women were more 
likely to seek support for IPV compared to Caucasian 
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women. These studies found that Hispanic and African-
American women displayed greater rates of hospitalisa-
tion, police involvement, and visits to a clinician. For 
example, Lipsky and Caetano [38] found that the Hispanic 
women were three times more likely to be hospitalised in 
the emergency department because of IPV compared to 
Caucasian women. Lipsky et al. [37] also reported that 
overall healthcare utilisation for IPV was greater among 
African-American women. Indeed, police reporting was 
higher among African-American (46.2%) and Hispanic 
women (37.7%) compared to Caucasian women (16.2%) 
[39]; African-American women were more likely to dis-
close IPV to a clinician [22, 33]. Similarly, Ackerman and 
Love [24] found that that relative to Caucasian women, 
Latina women were 83% more likely; African-Ameri-
can women were 92% more likely; and other non-Latina 
women were 36% more likely to notify police when sub-
jected to IPV. Flicker et al. [30] also found that Latina 
women and African-American women were more likely 
to seek police help and African-American women were 
more likely to seek orders of protection. Thus, there were 
mixed statistics in the rate of help-seeking behaviour from 
primary health care services and law enforcement across 
different cultural groups.

When considering the utilisation of mental health ser-
vices, the studies found that Latina and African-American 
women were less likely to seek such assistance compared 
to Caucasian women who had experienced IPV. Specifi-
cally, studies showed that Caucasian women were more 
likely to approach a mental health counsellor than Latina 
women [25] and African-American women [27, 30]. Fur-
ther, West et al. [42] also found Anglo-Saxon women were 
five times more likely to seek assistance from psycholo-
gists after experiencing IPV compared to African-Ameri-
can and Latina women.

When examining the role of informal sources of help, 
Yoshioka et al. [43] found that South Asian and Hispanic 
women were more likely to seek support from family mem-
bers or a friend than African-American women. It was also 
found that overall, African-Caribbean women were less 
likely to use any resource to cope with IPV compared to 
African-American women with mixed descent [41] and that 
women born outside the USA were less likely than USA-
born women communicate in any manner about the abuse 
[22]. Similarly, studies [30, 42] examining the use of infor-
mal support among Latina women found that they were 
less likely to ask friends or family for support compared to 
Caucasian women. Finally, in El-Khoury’s study [27], they 
found significantly more African-American women (90.7%) 
used prayer to cope with IPV compared to Caucasian women 
(76.5%). In contrast to the several studies that have found 
cross-cultural differences in help-seeking behaviour, two 
studies [33, 40] reported no significant differences when 

comparing the level of assistance sought between cultural 
groups.

In summary, the results are varied: a majority of the stud-
ies found Caucasian women were more likely to seek support 
for IPV compared to African-American and Hispanic/Latina 
women [25–27, 30–32, 36, 37, 42]; other studies however 
reported that African-American and Hispanic/Latina women 
were more likely to seek support for IPV compared to Cau-
casian women [22, 24, 27, 30, 38, 39]. A few studies also 
reported differences between African-American, Hispanic/
Latina, and South Asian women [37, 43], as well as dif-
ferences among African women. Thus, these results dem-
onstrate that help-seeking behaviour for IPV survivors is 
not uniform across cultural groups and sometimes within 
cultural groups.

Discussion

This review explains the extent to which cultural background 
is associated with the procurement of services to manage 
the effects of IPV. The findings from this systematic review 
illustrate the trends and disparities found within the litera-
ture in relation to rates of help-seeking behaviour for cul-
tural groups. The ensuing sections will discuss the findings 
between the cultural groups in light of comparisons made in 
help seeking behaviour between Caucasian women and Afri-
can-American, Hispanic/Latina, and South-Asian women.

There are considerable differences between cultural 
groups in relation to help-seeking behaviour for IPV. The 
majority of studies [25–27, 30–32, 36, 37, 42] demonstrated 
that Caucasian women would seek assistance for IPV more 
so than African-American or Hispanic/Latina women. Spe-
cifically, they were more ready to request help from domestic 
violence services and programs compared to African-Ameri-
can and Hispanic/Latina women [26, 31, 32, 37]. This differ-
ence could be due to the barriers faced by culturally diverse 
minority women in accessing help. For example, Raj and Sil-
verman [20] suggested a lack of knowledge about available 
services and the dearth of culturally appropriate services as 
possible barriers for minority ethnic and migrant women. 
Another potential barrier to seeking help for IPV survivors is 
their migrant status. Rodriguez et al. [22] found that women 
born outside the USA are less likely to disclose abuse to 
a clinician than women born in the USA. These findings 
are supported by Ingram [13] who also found that signifi-
cantly less migrant Latina survivors than non-immigrant 
non-Latino survivors contacted formal support services for 
IPV. Such findings echo the theory by Hilbert and Krishnan 
[17] that cultural norms and customs may prevent survi-
vors of IPV to disclose their abusive experiences and that 
those same norms may be associated with the acceptance of 
physical abuse, preventing the procurement of assistance [6]. 
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This highlights the importance of migrant status and cultural 
norms in help-seeking behaviour after abuse. The findings 
further corroborate Overstreet and Quinn’s [18] theory that 
cultural stigma can obstruct victims of IPV from reaching 
for help.

The findings from some studies in the present review 
show that African-American and Hispanic/Latina women 
are more likely to use the assistance of primary health care 
services and law enforcement [22, 24, 27, 30, 38, 39] com-
pared to Caucasian women. Specifically, hospitalization 
rates were higher [38] along with increased police report-
ing [24, 30, 39] among these groups. Some of the reasons 
for the increased rates of hospital and police services access 
could be that the samples included in the relevant studies 
were taken from hospital [39] or police reports [27, 39] of 
women who experienced IPV. Such studies show a spike in 
some of the ethnic groups such as Hispanic women utiliz-
ing such services as their sampling technique did not con-
sider those who did not access such services. However, the 
higher hospitalization rates of African-American and His-
panic women compared to Caucasian women may suggest 
that the former groups are likely experiencing more severe 
abuse that may require care from medical professionals. It 
is therefore of concern that these ethnic groups are forced to 
secure assistance at emergency departments because of the 
severity of their injuries even though they have previously 
not shown a readiness to seek help. These findings also sug-
gest that healthcare workers should be cognizant and trained 
to respond to the unique needs of culturally diverse minority 
women [5].

This systematic review indicates that African-American 
and Hispanic/Latina women were less likely to seek assis-
tance from mental health professionals compared to Cauca-
sian women [25, 27, 30, 42]; Latina women also displayed a 
reduced rate of procuring support from social services and 
support programs compared with the two other groups [31, 
32, 37]. These findings could be related to the concept of 
‘familismo’ among Latina women that acts as a barrier to 
seeking help. The relevance of the sociocultural context, 
in particular, ‘anticipated stigma’ has also been attributed 
as a factor in women who experience IPV not reporting it 
because of the societal consequences of others becoming 
aware of their abuse [18]. Therefore, culturally intrinsic fac-
tors can play a significant role in culturally diverse women 
seeking assistance.

In examining the impact of English language proficiency 
of service utilisation, Ahmed and McCaw [25] observed 
that women who spoke English had a higher predicted 
probability of utilising mental health services than women 
who spoke Spanish or languages other than English. This 
finding that language proficiency could reduce help-seeking 
behaviour coincides with Hilbert and Krishnan’s [17] pos-
tulate that IPV survivors may not seek help because they 

are limited by the language they speak. It is again concern-
ing that there are higher rates of hospital utilization but not 
mental health support among certain ethnicities. To enhance 
help-seeking rates, it is recommended that culturally intrin-
sic intervention programs be developed and promoted for 
ethnic minority groups.

The findings in relation to the use of informal support 
systems show mixed results in that some studies [43] demon-
strated that some groups are more likely to solicit assistance 
from family and friends, while others [30, 42] showed that 
minority groups do not request help even from those close to 
them. Gaining assistance from family members and friends 
is common among members of the South Asian commu-
nity especially because of the reluctance to take assistance 
from outside sources [45] and also because of the cultur-
ally prescribed roles of brothers to support their sisters [46, 
47]. Finally, it appears that when people who are abused do 
not want to solicit support from anyone, they resort to their 
spirituality to cope with the situation [27]. It was found that 
more African women sought support from a minister com-
pared to Caucasian and Hispanic/Latina women and made 
more use of prayer as a support mechanism when abused 
compared to Caucasian women [27, 31]. These findings may 
suggest that they may not be gaining adequate support to 
address the violence but that their spirituality provides a 
means of coping and not exposing themselves to the cultural 
stigma associated with their community becoming aware of 
the abuse [18].

While the above discussion provides some insight into 
help-seeking behaviour for IPV between cultural groups, 
two studies [33, 40] did not note any distinct patterns. This 
variation in the finding could be a result of the sample char-
acteristics within these studies. For example, the study by 
Hamberger et al. [33] was limited in having a small conveni-
ence sample, and Macy et al. [40] included a small sample 
size of specific ethnic groups.

Limitations

Despite the rich cross-cultural findings about variations in 
help-seeking behaviour among women who have experi-
enced IPV, we need to note limitations of the present sys-
tematic review. First, the majority of the studies included in 
this review were limited in the inclusion of cultural groups 
as they only explored differences in help seeking behaviour 
based on broad ethnic groups. For example, women who 
were from several countries were all classified as Latina, 
despite having potential cultural differences. As such, the 
findings are difficult to generalise to the smaller ethnic 
groups. Furthermore, although the studies in the systematic 
review examined rates of help-seeking, very few explicitly 
considered barriers to help-seeking specific to ethnicity. The 
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discrepancy in some of the findings could be a result of stud-
ies including different populations of abused women: for 
example, Lipsky et al. [37] obtained data from a case-control 
emergency department setting, whilst Lipsky and Caetano 
[38] conducted a secondary analysis on a national survey, 
and Rodriguez et al. [22] conducted telephone interviews 
with a random sample. Another constraint in the applicabil-
ity of findings is that all the included studies were conducted 
in North America (except 1); this limits the generalisability 
to other ethnic groups across the world. It is therefore rec-
ommended that some of the findings be interpreted with 
caution.

Conclusion

While considering the limitations, this systematic review 
provides evidence for differences in seeking assistance 
among women who have experienced IPV based on their 
cultural background. The findings highlighted that culturally 
diverse minority groups may be limited in their help-seeking 
behaviour because of their cultural norms, lack of knowl-
edge about available services and the dearth of culturally 
appropriate support programs. It is also evident that despite 
their reluctance to seek assistance, minority groups such as 
Hispanic/Latina and African-American women are more 
likely to be hospitalized; this suggests that they are perhaps 
more prone to experiencing the serious effects of IPV. While 
some cultural groups may be willing to access support from 
family and friends, the findings show that others may not. 
Cultural values such as ‘familismo’ and stigma from their 
communities may prevent them from revealing their abuse.

With an increased understanding of the importance of 
cultural background in help-seeking behaviour, it is neces-
sary to educate people from all cultural groups about the 
importance of procuring assistance as early as possible in 
their intimate relationships to prevent and reduce violence. 
It is also recommended that health and support services cater 
to the unique needs of migrant and culturally diverse minor-
ity groups by developing suitable programs. Communities 
also need to be educated about the importance of encour-
aging those within their cultural groups to access support 
services without stigmatizing them.

Further research should examine the help-seeking behav-
iour of women from other cultural groups around the world. 
With increasing rates of inter-country migration, it is essen-
tial to understand the cultural values and norms of various 
ethnicities and how this may influence their readiness to 
obtain assistance to ameliorate the effects of IPV. We also 
need to develop an enhanced understanding of ways to pre-
vent violence and encourage those who become a victim to 
it to access support.
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