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Abstract
Objective: Why domestic violence survivors develop adverse outcomes following domestic violence during pregnancy is
unclear, but may depend on how survivors cope with the stress of violence. The objective was to describe strategies pregnant
adolescents employ in coping with domestic violence. Methods: This was a qualitative study involving 16 in-depth interviews
with adolescent domestic violence survivors who attended the antenatal clinic in Mulago hospital, Kampala, Uganda, from
January to May 2004. Theoretical sampling, necessitated by the emergent theory from sequential data collection and
analysis, further provided diversity of experiences from adolescents of different ages, parity, pregnancy duration, and
socioeconomic status until saturation was reached. Data were analyzed using grounded theory. Findings: Survivors
described varied experiences of physical, sexual, and psychological violence. Coping strategies employed were analyzed as:
Minimizing damage – decreasing impact and severity of violence, withdrawal – physical or social withdrawal, seeking help and
retaliation (fighting back). Coping strategies were influenced by adolescence and pregnancy, and are explained in relation to
theories of coping with stress. Conclusions: Coping strategies adopted by pregnant adolescent survivors range from problem-
focused approaches to emotion-focused approaches. Coping strategies are influenced markedly by adolescence and
pregnancy.
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Introduction

Domestic violence during pregnancy has been

associated with adverse pregnancy outcome ranging

from spontaneous abortions, low birth weight

(LBW), premature rupture of membranes

(PROM), and preterm labor [1–4]. Complications

of domestic violence may arise directly or indirectly

[4]. Directly, a physical or sexual assault involving

abdominal trauma can cause abruptio placenta

leading to fetal death, abortion, PROM, preterm

labor, and delivery of a preterm infant [4,5],

while indirectly, adverse outcomes may arise from

associated prenatal stress [5]. For low birth weight

and preterm labour, the actual mechanism

involved has been linked to maternal prenatal stress

[5–8].

Studies and literature reviews [9–12] have high-

lighted the public health importance of domestic

violence in pregnancy [10] in both industrialized and

developing countries [10,11], identifying violence as

a priority public health issue for research (12).

Research using a public health approach to explore

coping with violence in pregnant adolescents may

provide information for guiding policy and practice

on management of domestic violence survivors [9–

11]. First, it may provide information on magnitude,

characteristics (perceived or actual), determinants,

and consequences of violence. Second, it may
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identify factors associated with adverse outcomes,

especially factors modifiable through interventions.

Third, qualitative research on experiences or coping

strategies [13] may provide data on acceptability and

likely cost-effectiveness of such interventions.

There is limited information from developing

countries such as Uganda on coping with domestic

violence. Why and how adverse outcomes arise as a

consequence of violence-related prenatal stress [5–8]

is not clearly understood but may depend on

adaptations used to cope with violence [5].

Behaviors that adolescents adopt in response to

violence may affect their safety or health, conse-

quently influencing the risk of adverse outcomes [9].

The general objective was to describe experiences of

pregnant adolescent domestic violence survivors

and, specifically, to describe strategies employed by

them in coping with violence. Exploring adolescents’

coping strategies may provide insight into adoles-

cents’ decision-making. Ethical clearance to carry

out the study was obtained from Makerere

University Higher Degrees Committee, Karolinska

Institute Ethics Committee, Mulago Hospital and

Uganda National Council of Science and

Technology. Participants were offered psychological

counseling for domestic violence and given health

education on how to improve personal safety. Those

who needed further counseling were referred to

professional counselors.

Material and methods

Setting and subjects

This study was carried out in Mulago hospital, the

national referral hospital in Kampala, Uganda from

January to May 2004. Of the women who attend the

hospital’s antenatal clinic, about 40% are adoles-

cents, several of whom already have children.

Sixteen in-depth interviews were conducted with

pregnant adolescent domestic violence survivors

attending antenatal clinic. Participants were identi-

fied using the Abuse Assessment Screen [14].

Severity of the violence was assessed using the

Severity of Violence Against Women Scale [15].

Adolescents who answered in the affirmative to two

of the questions related to the physical, sexual, or

psychological domain of violence were requested to

participate in the study. For coping strategies, we

probed participants’ actions to counteract violence

and whether such actions differed from those used

prior to conception. Theoretical sampling was used:

after each interview, data were evaluated to decide

the next interviewee, until data saturation (no new

data regarding coping strategies). Interviews were

carried out in English or Luganda (a local language),

lasted 45 to 60 minutes, and were tape-recorded.

Theoretical framework

The theoretical framework was adopted from

research on determinants of adolescent decision-

making developed from studies of South African

pregnant adolescents [16]. Understanding what

dictates adolescents’ decision-making is key to

understanding how, why, and which adolescents

are at risk. Second, though some decisions are

habitual, instantaneous, or global, the decision-

making process for adolescents is influenced by the

social context. Third, understanding the perspective

of the decision-making (for adolescent domestic

violence survivors) requires exploration of actions,

attached meanings, and interpretations.

Data analysis

Using Easy Text software for data retrieval, analysis

involved an inductive process of developing codes

(open coding) according to key concepts from

transcripts and field notes. Related emerging codes

were identified by selective coding and grouped into

categories by constant text comparison as described

by Corbin [17]. Whereas some of the codes were

descriptive of the coping strategy employed, others

were interpretive (the desired consequence of the

strategy) or explanatory (reason why the chosen

strategy was employed). A model of coping was

developed, here referred to as escaping the triple trap.

Findings

Adolescents described a wide range of past and

recent domestic violence experiences that included

sexual coercion, stalking, restriction of movement

and physical violence from spouses, in-laws and

relatives. Regarding triggers of violence, the com-

monest reasons reported were perceived disrespect

or related to negotiation of sex:

When you are pregnant you may have no appetite,

may be vomiting or may hate some food. In the

first months you feel weak and have no desire for

sex. You just want to rest all the time. Yet he may

not know this. (Mother of two)

The main reasons for the latter were feeling unwell,

lack of interest or fear that the unborn child would

be injured as exemplified below:
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I was worried that the baby will be injured.

(Mother of one-year-old child)

I had no desire for sex, actually I did not even

want to look at him sometimes. Yet he never

seemed to understand this and would accuse me

of loving other men. (Primigravida)

For some survivors, violence continued until they

moved away. For others, pregnancy led to reduction

in violence (spouses/partners reduced on their own

or after survivors mobilized assistance). Pregnancy

and adolescence influenced violence experiences. All

participants expressed anxiety about injury or

adverse pregnancy outcomes, especially spontaneous

abortion and preterm labor. Some participants felt

unable to cope with the stress, being adolescents

with limited social and financial resources to stay on

their own. For others it was the changing aspects of

violence (frequency, increased severity, or fear

related to further violence) with progression of

pregnancy that characterized the reported experi-

ences.

Coping strategies described were placed into four

main categories during analysis, namely:

1. Minimizing damage: minimizing the impact or

severity of violence.

2. Withdrawal: leaving the relationship, social

withdrawal or resignation to fate.

3. Retaliation (revenge and fighting back).

4. Seeking help or social support.

Minimizing damage

The goal of this strategy was to reduce the negative

impact or intensity of violence. The adopted

behavior included placating behavior, keeping silent,

distraction, feigning sickness, or self-protection

(used alone or in combination). Placating behavior

was used to prevent arguments, stop fights, or

reduce stress (after or before violence). Keeping

silent was reported by several respondents who

described it as ‘‘keeping quiet’’, ‘‘refusing to talk’’,

‘‘avoiding answering back’’, ‘‘not talking to him’’

and is exemplified by one respondent, a young

primigravida:

I was very worried about my safety and that of my

baby. I had nobody to protect me or help me. So I

had to do everything possible to avoid being

assaulted. If this meant apologizing immediately,

even when he was the one in the wrong, I would

do it.

To the above respondent, the main motivation for

her behavior was worry about her safety and that of

the unborn baby. Yet for others it was mainly

personal safety, especially on realizing that they

became progressively weaker as pregnancy advanced

or because of pregnancy-related ill-health. This is

exemplified by two respondents:

Before I got pregnant, I would hit back if he

assaulted me. I felt that pregnancy made me

weaker, and so avoided any fights, or doing

anything to provoke him. So I became more quiet

as I didn’t want to say anything to annoy him.

(Primigravida)

I had persistent vomiting in the first months. But

even after it stopped, I would always pretend to be

very sick at any opportunity. Then he could allow

me to go to the hospital or visit my sisters.

Afterwards, whenever his moods changed, I

complained of sickness so he could not beat me.

(Second pregnancy)

Withdrawal

Withdrawal and keeping away was a common

strategy used by pregnant adolescents. Many

respondents reported using any excuse and any

available opportunity to leave their partners tem-

porarily, sometimes for the whole remainder of the

pregnancy period (temporary separation). Though

some left without the consent or approval of spouses,

others left with the spouses’ knowledge but avoided

meeting them and only did so when it was very

necessary or inevitable. Others reported just dis-

appearing and hiding among their relatives, implying

that their spouses were unaware of where they were

staying. This was a form of social, physical, and

emotional isolation. For some, withdrawal was

conditional, such as when the spouse was drunk

(when they would escape to neighbors). Sometimes

leaving was planned, while at other times leaving was

spontaneous following an incidence of assault. Some

adolescents expressed experiences of low moods,

repressed anger, and resignation to violence.

Resignation reflected inability to predict when

violence may occur as well as to understand the

changes that were occurring rapidly in their lives,

from the changes of adolescence to those of

pregnancy. It also reflected inability to disentangle
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themselves from the emotional attachment of the

relationship, as exemplified by these participants:

It is hard to know when he will change.

Sometimes he is very kind and treats you like a

baby. He even used to brag to his friends that he

will soon be a father. So you have to do your best

to make things work. (Primigravida)

I can’t do anything to prevent the violence.

(Primigravida)

I have no one to turn to and nowhere to go. I am

an orphan. I don’t think anyone can help.

(Mother with two-year-old child)

While prior experiences as an orphan influenced

behavior in the latter, low self-esteem, lack of

financial independence, or belief that the man will

change were some of the reasons in others. This is

exemplified by one respondent:

It is hard to leave because you can not stay alone

and look after yourself when pregnant…. He will

change…. Sometimes you are forced to go back

by circumstances, but would not if you could

survive on your own. (Primigravida)

Others expressed worries about doubtful paternity if

they left in early pregnancy as exemplified by

another respondent:

Suppose he denies later that he is the father of the

baby, what do you do? (Primigravida)

This adopted behavior was characterized by loss of

self-esteem, hopelessness, and reluctance to seek

social support or healthcare. Three participants

reported drinking alcohol in amounts that they

thought were excessive but were unwilling (or

unable) to stop, though they were aware of dangers

of alcohol consumption in pregnancy. Substance

abuse was not reported. Adolescents’ responses and

behavior demonstrated the futility and desperation

of their situation.

Retaliation (revenge and fighting back)

Some respondents reported preoccupying them-

selves with thoughts of revenge, while others

reported some form of retaliation against partners.

This coping strategy included fighting back, inform-

ing police or local council leaders (with a view to

having the spouse penalized or reprimanded) or

destroying property. Those who reported fighting

back in the first months of pregnancy had left their

spouses and were currently staying with parents or

other relatives.

Seeking help

Another coping strategy used by pregnant adoles-

cents was reaching out to neighbors, health workers,

family members, friends, local council (civic) lea-

ders, and religious leaders. These people could

intervene by reprimanding the assailant. Whereas

this was sometimes of immense help to some

participants, it worsened the adolescents’ predica-

ment in some situations, as it made domestic

violence worse. Some respondents discouraged it

and identified it as one of the factors that worsened

their stigmatization. To such women, their image

seemed more important than the health risk. For

others, as exemplified by one respondent, it had

temporary or doubtful benefit:

I reported him to the Local Council chairman.

Initially, they just rebuked him. Later he was

given a fine – some money and local brew. Things

went on well for just a few days and the beating

started again. When I could not stand it any

longer, I left him. Now I stay with my grand-

mother. (Mother of two)

For those who reported physical assault before

pregnancy, pregnancy complicated their plans to

leave their spouses. Such respondents, however,

reported seeking help from either relatives, civic

leaders or the judicio-legal system. This is exempli-

fied by two respondents, one of whom who felt the

strategy used was useful and recommended it, while

the other thought it had limited use:

I decided to inform family members. My father-

in-law was very supportive and advised me to

spend the rest of the pregnancy period with my

mother-in-law. After a few weeks, I went back,

and he never assaulted me again. So my advice

would be that women should not keep quiet if

assaulted. Usually men have someone influential

to them whom they respect and listen to. (Second

pregnancy)

I informed my brothers and they threatened him,

and when he persisted, I made up my mind and

left him, now I have another man. (Second

pregnancy)

Some of the reasons prompting a change of strategy

were worsening (severity of) violence, persistent
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violence, increasing restriction of mobility, and fear

that violence may eventually endanger the life of the

woman or her pregnancy. For some women,

persistence of physical violence as the pregnancy

advanced made them change the coping strategy.

For others, it was the consideration for their children

that made them stay in the relationship despite the

ongoing violence. In the emergent theory, some of

the behavioral adaptations were characteristic of

the often impulsive behavior (such as fighting back)

and decision-making characteristic of adolescence.

Second, violence experiences (persistence, severity

or type) and appraisal of the violence threat or

consequences influenced behavioral adaptations.

Third, pregnancy influenced the adaptations more

than adolescence or violence. Some adolescents

appeared unable to cope with their situation, hence

appearing ‘trapped’ in situations with which they

were trying to cope by any means, hence the

‘‘escape’’. The behavioral adaptations thus appeared

like coping with the three stressors that participants

experienced, namely adolescence, pregnancy, and

domestic violence. Strategies employed by partici-

pants varied in contributing to safety. While some

are reasonable and helpful, others appear risky and

counterproductive. Strategies have social costs such

as isolation or (likely) incarceration for survivors (or

spouses), worsening stress, and loss of support (from

peers, family members, or healthcare providers).

Discussion

This study describes behavioral modifications

adopted by pregnant adolescent domestic violence

as occurring in four coping strategies: minimizing

impact, withdrawal, seeking help or support, and

retaliation (fighting back). These modifications can

be viewed as coping with the three stressors or

contextual factors (also metaphorically referred to as

the triple trap), namely adolescence, violence, and

pregnancy. The coping strategies are also meta-

phorically referred to as ‘escaping the triple trap’.

Stress refers to circumstances that place physical

or psychological demands on an individual. In the

conservation of resources theory, Hobfoll et al. [18]

described stress as occurring in contexts where

resources are lost, threatened, or invested without

gain. Lazarus & Folkman [19], in their transaction

theory of coping with stress, described coping as

occurring in two ways: (1) problem-focused

(approaching): action-oriented (overt) behavior

aimed at reducing stress; (2) emotion-focused

(dissociating): covert actions whose primary goal is

achieving emotional balance. Accordingly, coping is

classified depending on characteristics of the coping

process, which exhibits both behavioral and cogni-

tive reactions organized sequentially into episodes.

The coping strategies and behavioral adaptations

described are in agreement with the theories of

coping with stress. Problem-focused approaches

described by participants (such as seeking help and

fighting back) indicate action-oriented overt beha-

vior, whereby the individual does something to

relieve the stress [20]. In contrast, emotion-focused

strategies (such as withdrawal or minimizing damage)

are mainly covert with the primary goal of restraining

emotions arising out of the situation or of maintain-

ing emotional balance [20].

The coping strategies described are also in

agreement with previous research on coping with

violence, adolescence, and pregnancy. Regarding

coping with violence, the coping strategies described

by adolescents are related to the process described in

adults. Landenburger [21] described a complex

four-stage process of coping with violence in adult

women. In the binding stage, there is rationalization

with a focus on the positive relationship aspects. In

the enduring stage, there is cover-up and self-blame.

In the disengagement stage, there is help-seeking.

The recovery stage is marked by leaving. Regarding

coping styles for adolescence, Myors et al. [22]

found that most adolescents exhibited the optimistic

(emotion-focused) style rather than the problem-

focused style. Hesitation in decision-making reflects

poor problem-solving skills typical of adolescents

and indicates problems in making strategic decisions

[23]. Many adolescents lack life skills that facilitate

negotiation or decision-making [22,23]. Pregnancy

per se is a stressful event [24] and individuals differ

in their response to stress [24]. Huizink et al. [25]

found that emotion-focused and problem-focused

styles were simultaneously used for coping with (the

stress of) pregnancy. Pregnancy affects appraisal of

negative or stressful events, such that events which

occur in early pregnancy may be deemed more or

less stressful than if similar events occurred in later

pregnancy [26]. Due to neuroendocrine changes,

emotional responses change as pregnancy advances

[27].

Why participants manifested different coping

behavior at different times could be further

explained by theories on coping with chronic stress.

Seeking help and fighting back strategies appear to

correspond with problem-focused approaches while

minimizing damage and withdrawal correspond with

emotion-focused approaches. Factors that may have

influenced the coping responses include available

resources in the individual’s violence context, such

as emotional attachment, social support, or financial
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independence) [18,22,23]; pregnancy-related fac-

tors such as gestation age, pregnancy wantedness,

and parity [26,27]; and violence-related factors

[24,25] such as nature, persistence or severity of

violence, perceived danger threat of violence, exten-

sion of the violence to family members (especially

children), or fear of worse violence if the survivors

left. The foregoing factors may also determine how

much attention the survivor pays to the stressor and

how many ‘‘coping resources’’ are available.

Evidence for this view is Miller’s monitoring and

blunting theory [28]. According to Miller [28],

individuals’ responses depend on the attention

directed to the stressor. Individuals employ avoidant

cognitive strategies (distraction or denial) by low-

ering arousal response, to present with blunting

coping (stressor controllable) or monitoring coping

(uncontrollable stressor). Adolescence affects self

efficacy [22,23], pregnancy induces physical, emo-

tional, and physiological changes [26,27], while

violence per se affects ability to function

[9,10,12,13,29] by affecting self-esteem and emo-

tional attachment [30]. It is difficult to comment on

whether coping strategies of pregnant adolescents

are comparable to those of adults.

Conclusions

Coping strategies adopted by pregnant adolescent

domestic violence survivors are influenced by preg-

nancy and adolescence. The gestation age at which

violence occurs, the severity or nature of the

domestic violence, adolescents’ prior experiences

regarding violence, the available resources (in terms

of social or emotional support), and adolescents’

emotional growth (level of maturity) may explain

the different manifestations. Coping behavior

may enhance or decrease violence or associated

stress.

Study implications

The study findings demonstrate challenges and

opportunities in management of violence survivors

in vulnerable groups such as pregnant women and

adolescents. Counseling of pregnant adolescents

should include information on changes of adoles-

cence and anticipated pregnancy changes and how

adolescents could cope with them. Coping processes

in prenatal stress may influence healthcare decision-

making and healthcare seeking and subsequent

mothering behavior. Likewise, survivors’ partners

require counseling concerning such changes.

Therefore pregnant adolescent survivors need

counseling on pregnancy changes, adolescence

changes, and domestic violence. Problems in mak-

ing strategic decisions or identifying sources of

support are the manifestation of failure to cope.

Sources of support that must be harnessed include

partners, friends, parents, and health workers.

Adolescents require counseling on life skills that

could improve their self esteem. Finally, manage-

ment should be tailored to the individual needs of

the survivors.

Acknowledgements

The authors acknowledge with gratitude funding for

this research from SIDA/SAREC through the

Makerere University–Karolinska Institute Research

Collaboration. They also acknowledge the permis-

sion from Mulago hospital, Kampala, Uganda and

the willingness of all participants in this research.

References

[1] Covington DL, Justason JJ, Wright LN. Severity, manifesta-

tions, and consequences of violence among pregnant

adolescents. J Adol Health 2001;28:55–61.

[2] Janssen PA, Holt VL, Sugg NK, Emmanuel I,

Critchlow CM, Henderson AD. Intimate partner violence

and adverse pregnancy outcome: A population-based study.

Am J Obstet Gynecol 2003;188:1341–7.

[3] Curry AM, Perrin N, Wall E. Effects of abuse on maternal

and complications and birth weight on adult and adolescent

women. Obstet Gynecol 1998;92:530–4.

[4] Cokkinides VE, Coker AL, Sanderson M, Addy C, Bethea L.

Physical violence during pregnancy: Maternal complications

and birth outcomes. Obstet Gynecol 1999;93:661–6.

[5] Austin MP, Leander L. Maternal stress and obstetric and

infant outcomes: Epidemiological findings and neuroendo-

crine mechanisms. Aust N Z J Obstet Gynecol

2000;40:331–7.

[6] Valladares E, Ellsberg M, Pena R, Hogberg U, Persson LA.

Physical partner abuse during pregnancy: A risk factor for

low birth weight in Nicaragua. Obstet Gynecol

2002;100:700–5.

[7] Coker AL, Sandseson M, Dong B. Partner violence during

pregnancy and risk of adverse pregnancy outcomes. Paediatr

Perinat Epidemiol 2004;18:260–9.

[8] Kearney MH, Munro BH, Kelly U, Hawkins J. Health

behaviors as mediators for the effect of partner abuse on

infant birth weight. Nurs Res 2004;53:36–45.

[9] Wiemann CM, Agurcia CA, Berenson AB, Volk RJ,

Rickert VI. Pregnant adolescents: Experiences and behaviors

associated with physical assault by an intimate partner. J Mat

Child Health 2000;4:93–101.

[10] Campbell J, Garcia-Moreno C, Sharps P. Abuse during

pregnancy in industrialized and developing countries. Viol

Against Women 2004;10:770–89.

[11] Nasir K, Hayder R. Violence against pregnant women in

developing countries. Eur J Public Health 2003;13:

770–89.

[12] Heise L, Raikes A, Watts C, Zwi A. Violence against women:

A neglected public health issue in developing countries. Soc

Sci Med 1994;39:1165–79.

Coping strategies of pregnant adolescent survivors of domestic violence 185

 at NORTH DAKOTA STATE UNIV LIB on June 18, 2015sjp.sagepub.comDownloaded from 

http://sjp.sagepub.com/


[13] Ellsberg MC, Winkvist A, Pena R, Stenlund . Women’s

strategic response to violence in Nicaragua. J Epidemiol

Community Health 2001;55:547–55.

[14] McFarlane J, Parker B, Soeken K, Bullock LF. Brief report.

Assessing for abuse during pregnancy. JAMA 1992;267:

3176–8.

[15] Marshall LL. Development of Severity of Violence against

Women Scales. J Fam Viol 1992;7:103–21.

[16] Varga AC. Pregnant termination among South African

adolescents. Stud Fam Plann 2002;33:283–98.

[17] Corbin J. Coding, writing memos and diagramming. In:

Chenitz WC, Swanson JM, editors. From practice to grounded

theory. Menlo Park, CA: Addison-Wesley, 1991: 91–101.

[18] Hobfoll SE, Freedy JR, Green BL, Solomon SD. Coping

reactions to extreme stress: the role of resource loss and

resource availability. In: Zeidner M, Endler NS, editors.

Handbook of coping: Theory, research and applications.

New York: Wiley; 1996. p322–49.

[19] Lazarus RS, Folkman S. Transaction theory and research on

emotions and coping. Eur J Personality 1987;1:141–69.

[20] Barnyard VL, Graham-Berman SA. Can women hope? A

gender analysis of theories of coping with stress. Psychol

Women Q 1993;17:303–18.

[21] Landenburger K. A process of entrapment and recovery

from an abusive relationship. Issues Mental Health Nurs

1989;10:209–27.

[22] Myors K, Johnson L, Langdon R. Coping styles of

pregnancy adolescents. Public Health Nurs 2001;18:24–32.

[23] Ross JN. Coping with stress in adolescence. Available at:

http://inside.bard.edu/academic/specialproj/darling/adprob.

htm (cited 18 July 2005).

[24] Geller PA. Pregnancy as a stressful life event. CNS Spectr

2004;9:188–97.

[25] Huizink AC, de Medina PG, Mulder EJ, Visser GH,

Buitelaar JK. Coping in normal pregnancy. Ann Behav

Med 2002;4:132–40.

[26] Glynn LM, Dunkel-Schetter C, Wadhwa PD, Sandman CA.

Pregnancy affects appraisal of negative life events. J

Psychosomatic Res 2002;56:47–52.

[27] Chrousos GP, Torpy MB, Gold PW. Interactions between

the hypothalamic–pituitary–adrenal axis and the female

reproductive system: Clinical implications. Ann Intern

Med 1998;129:229–40.

[28] Miller SM. Monitoring and blunting: Validation of a

questionnaire to assess information seeking under threat. J

Personality Soc Psychol 1987;52:345–53.

[29] Janoff-Bullman R, Frieze IH. A theoretical perspective for

understanding reactions to victimization. J Soc Issues

1983;39:1–17.

[30] Kearney MH. Enduring love: A grounded formal theory of

women’s experience of domestic violence. Res Nurs Health

2001;24:270–82.

186 D. K. Kaye et al.

 at NORTH DAKOTA STATE UNIV LIB on June 18, 2015sjp.sagepub.comDownloaded from 

http://sjp.sagepub.com/

