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self. The article concluded with suggestions for further research in IPV interventions in the
healthcare setting. Limitations mentioned by the researchers included the facts that the 7
participants had left their abuser and undergone counseling and which may have impacted their
memories of past experiences.

In Spangaro, Zwi, Poulos, and Man’s (2010) cross sectional survey study, information
was accumulated and revieWed pertaining to disclosure, accessing information and services that
IPV victims utilize during IPV screening. This Australian study found that during a second
screening, 14% of those who initially screened negative for IPV reported they had withheld the
fact that they were actually victims of IPV. During the second screening, two groups were
identified, those who did not previously report abuse (241) and those who did (122). Fear of the
victimizer, feeling uncomfortable with the healthcare worker and the sense that the abuse was
not serious were the major reasons given for not disclosing the abuse in the initial screening.
Limitations of this study as reported by the researchers include the victims’ fear of discovery
related to IPV disclosure, which made the appraisal of the intervention process difficult to
interpret. The study concluded with the recommendation for further research related to factors
that prevent abused women from seeking help.

Rhodes et al., (2011), a retrospective longitudinal cohort study, level VI, examined
emergency department and criminal justice records for all female IPV victims in a single county
to amass records of 993 individuals. The findings of this study imply that healthcare providers
are missing opportunities for identification of interventions on behalf of I[PV victims. Healthcare
staff rarely identified victims, unless they were transported for treatment by police or voiced IPV
as their chief complaint: and even those who were identified were rarely assessed for safety,

referred to a social worker, or referred to a victim’s services group that specializes in IPV.
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Limitations identified by the researchers indicate that the study was limited to a single mid-
western county and may not be applicable in a generalized manner. In addition, the study relied
on records and thus was limited to what information had been documented.

IPV discussions with healthcare practitioners were the focus of a study by Morse,
Lafleur, Fogarty, Mittal, and Cerulli (2012). This study utilized a mixed method analysis during
semi-structured interviews with open-ended questions of 142 women from primary care and
psychiatric practices. Pertinent to this study 72 of women who reported IPV to their healthcare
provider, only 85% felt their provider was open to discussion of the violence and 65% reported
feelings of discomfort in approaching their provider about their abuse. Conclusions of the study
include the potential barrier to IPV disclosure that most participants perceived was that their
healthcare provider advocated for them to leave the relationship, without offering any advice for
safety or community resources.

Magnussen et al., (2011) used a level VI, cross sectional, mixed methods study
employing the critical social theory to identify common themes in four cultural groups in Hawaii
from women who had experienced IPV. The women in this study reported that living as part of a
family or community and the viewpoint that they were simply an extension of the family less
than an individual, led to the feelings of an obligation to maintain family unity. Other themes
discussed included protective measures within cultural contexts, cultural barrier to seeking help,
and gender assigned roles. Women are often considered peacemakers in certain cultures with
men serving as the heads of the household and providers of economic support, further
exacerbating the barriers to disclosure that exist. The study concluded with the suggestions that
while the women in their study wanted the abuse to stop, they desired alternative measures for

enhanced safety that did not include having to move to a shelter, and wished to receive help that
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was congruent with their cultural beliefs. The researchers suggest that in a diverse patient
population, providers should consider that the traditional Western model for screening and
treatment may be ineffective and consideration must be given to the cultural perceptions of the
population being served.

Many advocates of IPV screening have agreed upon the single screening question, “Do
you feel safe at home?” being asked along with the general health assessment questions. The
purpose of the study, evidence level VI, conducted by Perlata and Fleming (2003) was to analyze
the sensitivity and specificity of this questions when compared to the more in depth questioning
of the Conflict Tactics Scale (CTS). The CTS evaluates both psychological and physical
violence over the previous three months with specific questions. These responses were then
examined in reference to the safety question. Of the 399 women who participated in this study,
93.9% responded feeling safe at home. Of those 93%, 43% had been classified as victims of
psychological or physical violence by the CTS criteria. The resulting sensitivity of “Do you feel
safe at home” was 8.8% and the specificity was 91.2, bringing up the validity of the screening
process. The researchers identified several limitations of thl_fe‘“study including the small
co;npensation for sludy pérticipati'on, not all eligible won;eﬁ for the study agreed to participate
creating an unrecognized selection bias, the written format may have presented limitations for
those participants who were not literate or who did not read English.

Decker et al., (2012), describes the approach taken by a multidisciplinary symposium in
response to recommendations for universal screening for intimate partner violence (IPV). This
expert committee’s level VII findings suggest including framework, implementation, and
screening interventions as components essential to the success of IPV screening programs. This

expert panel indicates that there exists a lack of research into the best ways to implement
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screening and interventions in the clinical setting, identification of the causes behind intervention
failures, and how to identify and respond to problems within the process of IPV screening. The
study highlights the importance of understanding the barriers and facilitators to implementation
of IPV screening and execution of an appropriate plan in response to positive screens as
necessary components of an effective screening process. Different theories and interventions
were designed for designated population groups, which are the focus of ongoing studies.

Specific considerations explored by the researchers include: (a) a systems model approach, such
as the KP systems model implemented by Kaiser Permanente, which increased I[PV identification
6-fold, (b) the integration of IPV screening during appointments related to contraception which
led to a reduction in “pregnancy pressure” and (c) the suggestion that IPV screening is an
extension of the well child visit and thus this is a reasonable setting in which IPV screening can
occur.

Ghandour, Campbell, and Lloyd (2015) report in a manuscript from the IPV Screening
and Counseling Research Symposium, evidence rating level VII, a shared vision of expectations
was discussed in which IPV screening and intervention would become routine. IPV’s necessity
of screening and identification is echoed in the USPSTF guidelines, however this symposium’s
goal was the recognition of any gaps in the existing research associated with the aforementioned
screening and identification of IPV and direction of future research studies in these arenas. Gaps
identified by this gathering of experts suggested that more research is needed to: (a) develop
pathways and guidelines linking chronic disease and health outcomes with IPV exposure, (b)
examine the adequacy of IPV screening and implementation of interventions for comorbidities or
health risks commonly associated with IPV exposure, (c) into the specific tools and processes

used in the identification of IPV and (d) the facilitating and challenging factors healthcare
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providers face when developing treatment plans for positive IPV screens in today’s culturally
diverse society. Issues with IPV screening identified in the review are untrained staff,
incomplete or absent policies and guidelines, as well as ineffective referral processes. Three key
components promoted as optimal concepts in the processes of IPV screening and intervention
include “screening and assessment; intervention, referral, and follow up; and trauma informed
healthcare operations and culture (p. 58). The ultimate goal is the reduction of violence which
can be achieved through the consistent use of a screening tool to identify IPV victims that is
brief, used with ease, appropriate developmentally and culturally, and adaptable to meet the
needs of the diversity encountered in the clinical setting.
Synthesis of Related Evidence

Various studies have documented the need for IPV screening and additional support for
this measure in the clinical setting comes from the recommendations related to IPV screening by
the USPSTF. Multiple other organizations such as WHO, CDC, IOM, and the American
Congress of Obstetricians and Gynecologists (ACOG) have also developed recommendations for
IPV screening in the healthcare setting. Much research has been done to illuminate the reasons
screenings are not being done and the impediments that exist in the implementation of IPV
screening programs in the healthcare environment. Models for the development of a systematic
approach to IPV screening have been developed, such as the KP Systems Model enacted by
Kaiser Permanente, to ensure not only identification of abuse victims but continuity of care
following disclosure. Despite the growing research in the area of IPV, its impacts on individual
and population health and the barriers to clinician performed screening, little information exists

to evaluate the effectiveness of screening programs or why victims do not divulge their abuse to
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healthcare providers. The question of the barriers to IPV disclosure faced by victims remains
unanswered and can only be answered through a process of more research.

The Study
Method

To achieve the goal of identifying barriers to disclosure of intimate partner violence in a
healthcare setting faced by female victims, the research group approached a multifaceted agency
providing assistance to victims of IPV and requested their participation in a research study.
After receiving a written response from the agency stating their willingness to participate in the
research (Appendix A), the development of an instructional script (Appendix B,) and a
questionnaire (Appendix C), the research group was able to obtain permission from the
institutional review board of the University (Appendix D) and proceeded with the cross sectional
descriptive study collecting both qualitative and quantitative data.

The study was administered in three rural counties in the southeastern United States.
Participants were selected if they were receiving services as a victim of domestic violence from
the collaborating agency and wished to participate in the study. Consent to participate was
implied by completion of the survey in an effort to protect the anonymity of the respondents.
Additionally, the ethical need to protect the identity of the victims coupled with the sensitive and
potential emotional response of IPV survivors while reflecting on their experiences, resulted in
the questionnaires being collected by staff of the collaborating agency. The IPV survivors had
existing relationships with agency staff, the foundation of which was based upon the competence
of staff members to identify, respond, and provide appropriate emotional support. The
researchers provided in depth training regarding strict script adherence to the agency director

who then assumed responsibility of training agency employees who would be soliciting study
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participation on behalf of the researchers. The study took place over a period of approximately 6
weeks and included collection of data related to demographics such as race, age, household
income, household size, and level of educational attainment. Study participants were then
queried if they had ever been asked questions about domestic violence during a healthcare
encounter and if so, requested to indicate the settings in which they were asked. The
questionnaire implored respondents identify reasons that did or would prevent them from
disclosing IPV to their healthcare provider and provided an area for them to make suggestions
regarding how healthcare professionals might create an environment more conducive to the
disclosure of abuse. Survey results were tallied with compilation of percentages calculated.
Findings

A total of 31 questionnaires were completed and returned to the researchers. Nine
respondents provided narratives with suggestions to facilitate disclosure in the healthcare setting.
Narrative suggestions included:

e “Keep asking questions”

» “See the patient alone without the spouse in the exam room...watch how she behaves
around spouse who does all of the talking”

e “It should be a question the healthcare provider asks when a patient comes through their
door and if the patient is accompany [sic], they should be asked to leave until that
question is handled”

e “Get to know the person and spend more time, maybe try not to schedule so much

patience [sic] load in one day”



BARRIERS TO DISCLOSURE 17

e “Get woman alone, without partner or child and have a woman ask the questions”,
“Paperwork/handout explaining places that can help and safety procedures taken to keep
the victim and family safe”

Also a recommendation was suggested that cards be placed inside the women’s restroom that can
be filled out by those wishing to seek help.

The average age of study participates was determined to be 40 years, encompassing an
age range of 20-63 years. Fifteen (45%) indicated children resided in the home. Ethnicity of the
study participants was 23 (74%) Caucasian, 7 (23%) African American, and 1 (less than 1%)
other. Educational attainment values include the partial completion of high school by 9 (19.3%),
General Education Diploma earned by 2 (6.4%), high school graduates 10 (32.2%), some college
attended by 10 (32%), and completion of a college degree by 3 (9%). Thirty (97%) of the study
participants indicated a household income of $20,000 or less and 1 (3%) reported an income of
more than $20,000 but less than $40,000.

Respondents were asked if they had ever been asked questions about IPV during a
healthcare encounter and if so to indicate in what setting or settings they were asked, selecting all
that would apply. Fifteen (48%) had never been asked about domestic violence in a healthcare
setting. Of the 16 (52%) who responded affirmatively that their healthcare provider had
screened them for IPV, the emergency room was most frequently cited setting in which they
were asked, with 14 (45%) study participants denoting this environment. Seven (nearly 44%) of
those queried had been asked at an office visit for themselves or a child/children, 3 (18.7%)
responded other and indicated ambulance and psychiatric facility, 1 (6%) were asked at anl urgent

care center and none indicated they were asked in an outpatient surgery setting.
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The researchers sought information on why study participants did not or would not
disclose their suffering as a victim of IPV to a healthcare provider by listing some potential
barriers and providing the option of a suggestive narrative for how providers might better
facilitate IPV disclosure. A single study participant indicated that she disclosed her abuse to her
healthcare provider. Responses regarding the reasons why victims might withhold disclosure of
IPV at 14 each (45%) were highest in the categories of shame or embarrassment and the fear
they would not be believed (45%). Thirteen (41.9%), of study participates identified feeling that
nothing could be done about the abuse and similarly, 13 (41.9%) also identified the lack of
knowledge that their healthcare provider might be able to assist. Eleven study participants
(35%), responded that failing to self-recognize the situation as one of abuse prevented disclosure.
A fear of injury or death if the abuse was reported would or did prevent 9 (29%) of those studied
from disclosing to a healthcare provider. In 8 (25.8%) of the responses, concerns for children
and 8 (25.8%) believed a promise from the perpetrator of abuse that it would never happen again
were designated as two reasons for nondisclosure. A lack of trust in healthcare providers or the
healthcare system was indicated by & (25.8%) of study participants as coptributing to the
decision to not reveal abuse. In the cases of 7 (22.5%) of study participants, it was revealed that
the abuser accompanied them to medical appointments and 4 (12.9%) were prohibited by the
abusive partner from seeking medical care. Six (19%) of respondents mentioned their fear of
lost independence, while 6 (19%) mentioned the belief that the abuse was their fault as factors
contributing to nondisclosure. The fear of losing financial support was cited as a barrier to
disclosure by 5 (16%) of those participating in the study. In the case of one respondent, her
decision to not expose the abuse was due to a bad experience she had in the past with her stating,

“Because I was married, there was nothing they could do because he fled.”
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Recommendations and Relevance to Clinical Practice

Responses to the research study questionnaire suggest that a dearth of trust in the
healthcare provider/system is a common rationale for the lack of disclosure of IPV. Providers
might consider the use of motivational interviewing techniques along with therapeutic
communication methods to establish a rapport and develop a trusting provider-client relationship.
While regulations dictate the terms of patient privacy, a discussion clearly delineating the
constraints of confidentiality of and the implications of any mandated reporting could better
facilitate IPV disclosure. Vital components of the characteristics essential in the interview
process must include the comfortable, confident, nonjudgmental query by the healthcare provider
conducted in a private setting in an effort to ameliorate feelings of shame and embarrassment or
self-blame. Another frequently cited barrier identified by this research study includes the sense
that nothing can be done about IPV and that healthcare providers are not in a position to help
IPV victims. By providing information on available services whenever abuse is suspected,
clinicians might convey those community resources that exist for the support of the victim and
her children. Results of this study also indicate that many victims did not realize they were being
abused. Healthcare providers might promote the recognition of abuse among victims by being
able to identify and respond appropriately in cases of suspected abuse in the clinical setting. An
additional study finding suggests, that despite the knowledge that this sensitive topic of inquiry
should be conducted in a private setting, women continued to be screened with others present
during the questioning. Perhaps one of the most important study findings is the large percentage
of respondents reporting their healthcare provider, despite the current recommendations by

multiple organizations and the mandate of the ACA to do so, had never screened them for IPV.
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Study Limitations

The researchers concede that the greatest limitations to the study are the protected status
and the difficulty in accessing this vulnerable population lending to a small sample size. The
duration of the study was restricted to a six week period and was also noted by the researchers to
affect the number of responses. Because the script and the questionnaire were written in the
English language, the study failed to capture data on those victims without literacy skills and
those victims who were unable to understand the English language. The study was confined to
collaboration with a single agency serving three counties in the rural southeastern United States,
thus applicability of the results to other geographic regions cannot be assumed. There also exists
the possibility that the voluntary nature of participation may have created a selection bias.
Lastly, the researchers believe the study results could be influenced by the fact that all
participants were victims who had already left their abuser, thereby reflecting only responses of
those victims at this particular stage of the cycle of abuse.

Conclusions and Discussion

While a recommendation exists for IPV screening in the healthcare setting, a true
guideline has not emerged for the consistent application of a specific screening tool or a
systematic method of response to positive screen findings. The basis for the development of a
screening guideline and an effective screening tool hinges on identifying the reasons why IPV is
not disclosed in the healthcare arena. By continuing research into the barriers faced by victims
in disclosing abuse, there exists the possibility of the evolution and implementation of a
guideline, sensitive and specific screening tool, and process that will be used in a manner to
consistently encourage the disclosure of IPV in the healthcare setting. In order to

comprehensively address the questions related to victim barriers to IPV disclosure during a
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healthcare encounter, implementation of evidence-based research in this area must be continued
and a guideline should be developed to increase IPV disclosure, thereby enhancing the safety of
patients and improving their overall mental and physical health.

Healthcare providers are in a unique position to identify, intervene, and provide
assistance in instances of IPV when there exists a trusting provider-client relationship. In
summation, as one study participant stated, “ Healthcare professionals need to be more sensitive
to the signs of abuse in a manner as to not jeopardize the victim’s wellbeing, mentally and

physically, in order to help them be able to talk to others and get out of the situation.”
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Appendix A

2-4 HR Hotli

Qctober 28, 2016

To Whom It May Concern,

supports the efforls of the students of the Family
Nurse Practitioner pragram at the University ot North Georgia wha plian to conduct a study
irvobsng victims of domestic vielence. is a multifoceted domestic vialence
agency serving Countles. We provide emergency shelter, 24
hour crisis intervention, legal advaracy munity outreach, transitional housing,
permanent supportiva housing, and social servive agvocacy to vietims of domestic vialence
and their children,

This letler ¢confirms that

, COIm

will suppart the affarts of the study by distributing the survey to individuals
seeking or already receiving services with our agency. ‘We support 1his study because we
believa it is important to examing why victims of Intimate partner violence do not disclose
their abuse 1o healthcare providers and to identlfy the barriers of disclosure faced by victims,

i you need any additional infonmation abcut our agency or aur participation in this study,
please cantact me at ]

Executive Director
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Please read this script as written to each person in a private setting and offer each person a private area to
fill out the questionnaire.

This agency is working with Family Nurse Practitioner students at the University of North Georgia to
research partner abuse. The research is collected by using a questionnaire. This questionnaire will not ask
anything that will identify you. Please do not list your name or any specific locations, or addresses in your
responses. By answering these questions you are agreeing to have your answers included in the research.
Choosing to answer or not answer this questionnaire will not place you at risk of losing or changing
any service you receive. Your questionnaire will be kept in a locked drawer only to be seen by
the researchers. By answering these questions you are helping us understand why women do not
talk to their healthcare provider about being abused by their partner. The benefit of this research
is that information can be given to healthcare providers to help them offer better care to women
being abused by a partner.

For any questions or concerns, contact:istThe IRB Chair:srChantelle Renaud-Grant:
irbchair@ung.edu or phone at: (706) 867-2969.

The Student Researchers:

Tracy Ferguson: Taferg4160@ung.edu Jane Johnson: Jmjohn1136@ung.edu John Shirley:
jnshir2205@ung.edu

University of North Georgia Research Faculty:

Toni Barnett, PhD, FNP-BC, CNE: toni.barnett@ung.edu
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Appendix C

Thank you for taking the time to complete this questionnaire. The goal of this questionnaire is to gain a better understanding of the
barriers that prevent/delay those who have experienced domestic or intimate partner violence from speaking with a healthcare
provider concerning the abuse. By completing this questionnaire, you are consenting to have your responses included in a study
being conducted to help identify the reasons why victims of domestic violence do not disclose abuse to their healthcare provider.
Your decision to participate or not participate has no impact on the services you will receive from the agency. No information that

might be used to identify you or the assisting agency will be disclosed in this study.

Age: Number of Children in the Home:
[ Caucasian O Black/African American [] Hispanic/Latino
Race:
[ American Indian  [J Asian [ Other:

Education Level:
Any Degrees Held:
(Last Grade Completed)

[1<$20,000 [1%$20,001-40,000 [ $40,001-60,000

Yearly Household Income:

[0 $60,001-80,000 [ $80,001-100,000 1> $100,000

Have you ever been asked questions about domestic violence during a healthcare visit for yourself or your child/children?
OYES [ONO (IfYES, please specify in what setting)

[J Emergency Room [J Office Visit [ Outpatient Surgery [ Urgent Care [] Other:

Which of the following reasons would/did prevent you from telling your healthcare provider that you experienced domestic

violence?

27



[J Shame or embarrassment
O Fear of losing financial support
[0 My abuser convinced me it was my fault.
O Concern for my children
[0 Fear of injury/death if I reported abuse
[0 Lack of trust in healthcare providers/system
[0 Fear no one would believe me
[0 My abuser promised it would never happen again
Select all that apply [0 1 didn’t realize what was happening was abuse
[0 I didn’t know my healthcare provider might be able to help me
[0 My abuser always accompanied me to medical appointments
[0 My abuser did not allow me to seek medical care
[J I was afraid of losing my independence if I reported abuse
[ I felt like there was nothing that could be done about the abuse
[0 I was concerned about my immigration status
[0 I reported abuse in the past and had a bad experience. Please explain.

[0 Other-please specify

What suggestions do you have for healthcare professionals to help create an environment or relationship in which victims

might feel more able to disclose abuse?
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Appendix D
UNG UNIVERSITY of
NORTH GEORGIA”

Institutional Review Board (IRB)
John Shirley Department of Nursing
IRB Approval Letter IRB Protocol Code: 2016152 IRB Decision Date: 02/15/2017

Project Title: Domestic/Intimate Partner Violence: Barriers Preventing Victim Disclosure in the
Healthcare Setting

Dear Mr. Shirley

Your IRB application 2016152 entitled “Domestic/Intimate Partner Violence: Barriers
Preventing Victim Disclosure in the Healthcare Setting” has been evaluated in light of the federal
and state guidelines that govern the protection of human subjects for EXPEDITED REVIEW.
Based on 45 CFR 46 and 63 FR 60364-60367: Category 7, the proposed research project has
been approved. The IRB approval is valid until 02/15/2018.

If it becomes necessary to continue the study past 12 months, please request a continuing review
(see IRB Form 1.2). To avoid lapses of your research and the possible suspension of the research
project (including subject enrollment), please submit the form at least 30 days before the
approval expiration date. It is your responsibility to submit your research protocol for continuing
review. There are no grace periods! Once you complete the study (or if you decide to terminate
your project prematurely) please submit /RB Form 1.3 to inform the IRB about the status of the
project.

Any changes to your research and research protocols will require prior IRB approval before
implementation. Please submit /RB Form 1.4 to make any changes to the approved
protocol/research. You can also make changes to the approved protocol as a part of continuing
review. In this case you only need to submit Form 1.2 as Form 1.4. is embedded in this form.

One of the primary goals of the IRB is to prevent negative incidences during research. Despite
our best efforts, however, unforeseen circumstances or events may arise over the course of a
project. If an unanticipated problem and/or adverse event happens during your study, please
immediately notify the IRB and submit /RB Form 4.1 as soon as possible. Other actions also may
be required depending on the nature of the incidence.

Finally, please include the IRB notification code denoted above in all your communication or
correspondence related to your application and this letter. Should you have additional questions
or require clarification of the contents of this letter, please contact me.

Good luck with the project! Best,
Lisa Jones-Moore, PhD UNG IRB Chair irbchair@ung.edu
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