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ABSTRACT

DOMESTIC VIOLENCE SCREENING DURING PREGNANCY: EFFECTS OF

PROVIDER EDUCATION AND PATIENT ETHNICITY

By

Deborah Lynn Shapiro

It is estimated that 25% of women in the United States have been physically

and/or sexually assaulted by an intimate partner in their lifetime (Tjaden & Thoennes,

1998). Pregnancy is often considered to be a risk factor for domestic violence (DV), with

prevalence estimates ofDV during pregnancy ranging from 0.9 % to 20.1% (Gazmararian

et al., 1996). The past 15 years have seen increased attention paid to DV in the health care

system. Universal DV screening during pregnancy is recommended, yet research has

found that few Ob/Gyn providers routinely screen for abuse, except when it is suspected

(Horan, Chapin, Klein, Schmidt, & Schulkin, 1998). There are numerous potential

barriers to DV screening and disclosure, and a theoretical model was developed for the

purpose of this project to help explain the complex process. Of particular focus was the

potential impact of race/ethnicity on the screening process. A universal DV screening

program was instituted in a residency program Ob/Gyn clinic. Clinic staff attended a

training workshop on DV and screening methods. The program was evaluated through

medical chart reviews and provider surveys prior to and six months following this

workshop. Furthermore, clinic patients completed surveys six months into the screening

program. Physicians screened 46.9% of patients for DV over a six-month period. Results

indicate that having physicians screen for abuse in addition to nurses and social workers



does not increase disclosure. Over time, providers reported increased comfort and skill in

conducting the screening. Patient race was not found to affect disclosure, but did impact

the rate of screening, with Caucasian women screened more frequently than women of

color. The majority of patients did support the concept of universal DV screening and

most reported that they would disclose abuse if asked. The perceived barriers to effective

screening and disclosure differ between providers and patients, identifying a need for

changes in clinic procedures and more attention paid to the concerns ofthe patient.

Women disclosing abuse were referred for, appropriate follow-up intervention with a

clinic social worker. These results point to the need for similar programs to be

implemented in varied clinic settings, including private practice clinics. Long-term

follow-up is also necessary to more fully understand the complex screening and

disclosure process. Finally, universal screening and appropriate intervention can be an

effective component ofmore expansive societal prevention and intervention efforts in the

area of violence against women.
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INTRODUCTION

According to the National Violence Against Women Survey (see Tjaden &

Thoennes, 1998), 25% ofwomen in the United States have been raped and/or physically

assaulted by a current or former spouse, cohabitating or dating partner in their lifetime.

Almost 8% ofwomen reported sexual assault by an intimate partner, while 22% reported

physical assault. It is important to note that while the rates of victimization increase when

assaults from acquaintances or strangers are included, the vast majority (76%) of violence

perpetrated against women is by an intimate partner. Domestic violence (DV) is not a

problem limited to this country; internationally, one-fifth to over one-half ofwomen

interviewed in countries across the world reported physical abuse by a male partner

(Heise, 1994). Because of varying definitions of domestic violence across cultures, it is

difficult to estimate worldwide rates that include psychological, verbal, and other non-

physical forms of abuse.

In 1996, a statewide survey on violence in the lives of women in Michigan was

conducted (Michigan Department of Community Health, 1996). According to this survey,

58% of Michigan women have experienced some type of violence by a man since age 16,

with 38% reporting physical violence and 40% reporting sexual violence. Thirty-eight

percent (38%) of women who had ever had a partner had experienced some type of

partner violence. These rates emphasize the need for heightened prevention and

intervention efforts in the area of violence against women (VAW).

Recently, medical professionals have begun to address the issue of domestic

violence in their patients’ lives, including it as a women’s health issue. Health care



providers can play a vital role in the prevention of domestic violence and intervention

with women who are in abusive relationships. One particular area of recent interest has

been the occurrence ofDV during pregnancy. There may be increased risk for violence

during pregnancy (Stewart & Cecutti, 1993), and there are specific health effects that

might occur as a result ofDV during pregnancy. Furthermore, the prenatal period is a

time when a woman ofien meets with her physician on a regular basis and a relationship

of trust can develop, presenting an ideal time for prevention and intervention.

Obstetricians need to be aware of both the potential effects that abuse might have on the

pregnancy, as well as how to help a patient who may be experiencing domestic violence.

There have been a number of advances in the health care field concerning

violence in patients’ lives in the past 10 years, and many providers now receive DV

education and are discussing DV with their patients. However, the education that health

care providers receive is often concerning DV in a “typical” patient, ignoring factors that

might be specific to women of different socioeconomic, racial, or ethnic backgrounds.

Although women’s experiences of violence are remarkably similar across cultures, how

to intervene as a health care provider may vary in a number ofways.

The following review will provide a background ofthe risk, prevalence,

correlates, and effects ofDV during pregnancy, followed by a summary ofthe role that

health care providers can assume in the prevention and intervention of domestic violence,

starting with universal DV screening in their patient population. The potential barriers to

effective DV screening and intervention are summarized, emphasizing the need to

remove barriers prior to implementing new screening protocols, through training of health

care staff. A model representing these barriers is also presented. A discussion of cultural



issues related to DV follows, indicating the need for more thorough training for providers

who work with an ethnically diverse population.

Risk of Domestic Violence during Pregnancy
 

Pregnancy is often considered to be a risk factor for domestic violence. It may be

the time when physical abuse first occurs within a relationship, or ongoing abuse may

escalate during the pregnancy. Women abused prior to pregnancy are more likely to be

abused during pregnancy, with about half of all battered women sufi‘ering abuse during

pregnancy (Bash & Jones, 1994; Bohn, 1990).

A number of reasons have been cited to explain battering during pregnancy. These

reasons fall into four general categories: 1) abuse directed at the women related to her

increased vulnerability and defenselessness (Berenson, Stiglich, Wilkinson, & Anderson,

1991; Stewart & Cecutti, 1993; Campbell,'Oliver, & Bullock, 1993); 2) anger and/or

jealousy towards the fetus, who may be seen as competition or as interfering with the

abuser’s control (Bash & Jones, 1994; Berenson et a1, 1991; Campbell, Oliver, &

Bullock, 1993); 3) stress of the family transition, including economic pressures and

sexual frustration (Bash & Jones, 1994; Berenson et al., 1991; Stewart & Cecutti, 1993);

and 4) continuation of previous abuse, or “business as usual” (Campbell, Oliver, &

Bullock, 1993).

Women in physically abusive relationships are also at a higher risk for coercive

and forced sex. It is estimated that one-fourth to more than half of all battered women are

also sexually assaulted by their partners, which has important health implications during

pregnancy and in the postpartum period (Bohn, 1990; Campbell, Oliver, & Bullock,

1993). At times, pregnancy is actually a result of abuse. Domestic violence can lead to



unwanted pregnancy through direct or indirect means; directly through rape or the

inability to effectively use contraception, or indirectly through risk behaviors such as

alcohol use, early sexual initiation, or unprotected sex (Heise, 1994). Not only do the

physical effects of such abuse need to be considered, but the emotional impact on a

woman who has been assaulted must also be taken into account, during and afier

pregnancy (Mezey & Bewley, 1997). The increased risk for DV during pregnancy is also

illustrated in the prevalence rates, which exceed rates of other relatively common

pregnancy complications.

Domestic Violence during Pregnancy: Prevalence
 

In a review of the literature, Gazmararian et a1. (1996) found the prevalence of

violence during pregnancy to be between 0.9% and 20.1%. These rates were affected by

the methods in which women were questioned about their experiences of violence,

including the number of times they were asked and who asked. While the majority of

studies included in the review reported rates between 3.9% and 8.3%, the prevalence rates

were greatest (16% - 20.1%) in studies when assessment occurred more than once, in

person, and continued later in the pregnancy. Thus, it appears that a more thorough

assessment of intimate violence during pregnancy, conducted by a trained interviewer,

will lead to higher rates of reporting.

Reporting rates also vary depending on one’s definition of domestic violence.

Among one sample of low-income pregnant women, 65% experienced either verbal or

physical abuse during their pregnancies (O’Campo, Gielen, Faden, & Kass, 1994). This

rate is much higher than when considering physical abuse alone. It is likely that the



majority of women reporting physical abuse during their pregnancy are victims of

psychological or verbal abuse as well (Stewart & Cecutti, 1993).

Some studies have found that the reporting rates of domestic violence during

pregnancy increase in the third trimester. Webster, Sweett, and Stolz (1994) reported an

increase in violence during the current pregnancy from 5.8% of patients at the initial visit

to 8.9% at 36 weeks. Almost 24% ofthose women reporting abuse stated that the abuse

had increased since confirmation of the pregnancy, meaning this increase was not solely

due to increased reporting. In a second study, 19% ofpregnant women reported

experiencing moderate or severe abuse prenatally, while 25% reported such abuse

postpartum, emphasizing the need for continued screening and care throughout and

following the pregnancy (Gielen, O’Campo, Faden, Kass, & Xue, 1994). These findings

also illustrate the need to exercise caution when interpreting prevalence estimates in

research studies. Abuse reporting can be affected by interviewer characteristics, specific

questions that are asked, when screening occurs, and definitions ofDV. Additionally,

estimated prevalence rates can be confounded in research studies by a variety of common

correlates.

Domestic Violence during Pregnancy: Correlates and Risk Factors
 

A large number of correlates of and risk factors for domestic violence during

pregnancy have been identified. Some ofthe correlates found across studies include being

younger (Cokkinides & Coker, 1998; Gazmararian et al., 1995; O’Campo et al., 1994),

being unmarried, receiving social assistance and/or living below the poverty line, having

an unintended or unwanted pregnancy (Cokkinides & Coker, 1998; Gazmararian et al.,

1995; Stewart & Cecutti, 1993), having less than a high school education (Cokkinides &



Coker, 1998; Stewart & Cecutti, 1993), drug, alcohol and/or tobacco use (Campbell,

Poland, Waller, & Ager, 1992; Cokkinides & Coker, 1998; Stewart & Cecutti, 1993),

having higher parity [more pregnancies] (Cokkinides & Coker, 1998; Gazmararian et al.,

1995), receiving inadequate prenatal care, stressful life events including housing

problems, unemployment, or a lack of social support (Campbell, Poland, Waller, & Ager,

1992; Cokkinides & Coker, 1998), and psychological distress including anxiety and

depression (Campbell et al., 1992; Stewart & Cecutti, 1993).

Studies examining differences in experiences of abuse across race have produced

inconsistent findings. Race is often not associated with physical violence when

controlling for age, poverty, and other stressful life events (Cokkinides & Coker, 1998).

Berenson et a1. (1991) explained that women of different races present different profiles

in terms of risk factors, such as marital status, parity, and substance use. In other words,

some characteristics may be identifying risk factors for violence for women ofone racial

group, but not for those of another. For example, being divorced or separated is a

correlate ofDV for white non-Hispanic and black women, but not for Hispanic women.

Overall, there is no standard description of a battered woman that can be used to identify

a woman as such, providing more evidence for the need for routine screening and direct

questioning. .

Adolescence appears to be a particularly high risk factor for abuse during

pregnancy, with as many as 43.7% of pregnant adolescents reporting physical abuse

(Webster, Sweett, & Stolz, 1994). Adolescents are at risk for abuse not only from their

romantic partner, but from members of their family of origin as well. Berenson, San

Miguel, and Wilkinson (1992) found 40% of adolescents reporting physical or sexual



abuse were victimized during pregnancy. Although there appeared to be more abuse from

members of family of origin than partner overall, partners were responsible for more of

the battering during pregnancy. It is interesting to note that while the risk of violence

might be greater for pregnant adolescents than adults, abused adult women have been

found to score higher on danger assessment screens and scales of severity of abuse

(McFarlane & Parker, 1994). This finding may actually make identification of an abused

adolescent more difficult, due to fewer physical injuries.

Adolescents who become pregnant are also at greater risk for having experienced

sexual abuse as children (Berenson, San Miguel, & Wilkinson, 1992). Some adolescents

may become pregnant as a result of sexual assault, with 23% of teens in one study who

experienced unwanted sex becoming pregnant by the perpetrator (Heise, 1994).

Adolescent patients may not be willing to disclose such information voluntarily, so it is

the health care provider’s responsibility tobe aware of correlates of teen pregnancy, such

as abuse. The importance of this awareness becomes clearer when considering the

potential adverse pregnancy outcomes, discussed below.

Pregnancy Outcome
 

There have been variable findings in the research literature concerning the effects

of physical abuse on pregnancy outcome. One reason that DV brings potential risk to the

health of the woman and the fetus is that the abdomen and reproductive organs are

frequently targets of abuse. In fact, some studies have found the abdomen to be the most

common area struck during pregnancy, being hit twice as frequently in pregnant women

compared to women battered when they were not pregnant (Berenson et al., 1991;

Stewart & Cecutti, 1993). Physical trauma, intentional or otherwise, to the maternal



abdomen can cause adverse pregnancy outcomes (Petersen et al., 1997). Abdominal

trauma may cause fetal injury or death through direct trauma to the fetus or indirectly

through uterine trauma, sometimes resulting in miscarriage (Bohn & Holz, 1996).

It has also been proposed that the repetitive nature of domestic violence may

explain the increased risk (compared to other forms of abdominal trauma) for fetal

demise, along with the occurrence of assaults during the third trimester and direct blows

to the abdomen (Ribe, Teggatz, & Harvey, 1993). Thus, it appears that accidental injury

to the abdomen may not result in the same consequences as abdominal injury resulting

from intentional abuse.

An additional factor that can lead to prenatal health problems is late entry to care

or inconsistent medical check-ups, which are behaviors associated with domestic violence

(Mayer & Liebschutz, 1998). Late entry to prenatal care is a risk factor for low birth

weight, as well as other risks to infant and maternal health (Mayer & Liebschutz, 1998).

Batterers may prevent women from entering prenatal care in the first trimester or meeting

consistently with their providers because they feel threatened by the woman developing a

relationship with her obstetrician. Women may also miss appointments because they do

not want their doctors to see physical signs of abuse.

A review of the literature examining outcomes related to violence during

pregnancy found no consistent outcome associated with violence, possibly due to

methodological limitations and differences between reviewed studies (Petersen et al.,

1997). Only mean birthweight and incidence of low birthweight (LBW) were found to be

statistically different between abused and nonabused women in more than one study. In

one study, battered women were two to four times more likely to give birth to low birth



weight infants than nonabused women (Bullock & McFarlane, 1989). LBW was

associated with a history of physical abuse regardless of race, smoking, alcohol use,

prenatal care, prior abortions, maternal complications, and hospital setting (public vs.

private).

Other negative effects ofDV on pregnancy have been found, although not as

consistently. Berenson, Wiemann, Wilkinson, Jones, & Anderson (1994) found that

women who experienced physical abuse during pregnancy were twice as likely to have

preterm labor and chorioamnionitis than nonabused women were. In a sample of low-

income women who reported physical abuse during pregnancy, there was a greater

chance of fetal distress or fetal death, and their infants had to be kept hospitalized longer,

even after controlling for smoking and maternal age (Dye, Tolliver, Lee, & Kenney,

1995). Although evidence for infant mortality following abuse is inconsistent in the

literature, any incidents should be cause for concern. It is an area that requires further

study to discern the probability and mechanisms by which fetal demise might occur

following a domestic assault.

The inconsistent findings in the research literature concerning effects ofDV on

pregnancy outcome may partly be due to the confounding influence of other factors, such

as socioeconomic status (SES) and substance use. The risk of adverse pregnancy outcome

increases with lower SES, alcohol use, and other substance use, which are also correlates

of violence during pregnancy. Thus, the adverse effects of domestic violence on

pregnancy outcome may be difficult to detect (O’Campo et al., 1994).

Physical abuse might directly lead to such outcomes as LBW or preterm delivery,

and/or indirectly affect behavior and/or physiological responses which cause adverse

9



pregnancy outcomes (Petersen et al., 1997). For example, stress related to ongoing

domestic violence may affect a woman’s self-care during pregnancy and is also

associated with such behaviors as smoking and substance abuse, which are associated

with adverse birth outcomes. Abused women are more likely to smoke, use alcohol and

other drugs during pregnancy, are less likely to receive adequate prenatal care, and are

more likely to have unhealthy diet and poor weight gain (Bohn & Holz, 1996). These

unhealthy behaviors may represent poor coping strategies, a perceived lack of control

over the health of the fetus, the greater rate of unwanted or unintended pregnancy, or be a

result of the batterer controlling access to health care (Bohn & Holz, 1996). '

In one of the few studies to examine psychosocial stressors along with physical

symptomatology, Dye et a1. (1995) found that women abused during pregnancy had more

frequent stress-related physical problems, and they reported more tension and arguments

with their partner since the pregnancy began. They were more likely to have separated

from their partner and to be homeless, and they were also more likely to smoke and drink

alcohol during pregnancy. They also reported more worrying, negative attitudes, and

dissatisfaction about different aspects of the pregnancy.

Many women who are physically abused by their partners are also sexually

abused by them, and they may have also suffered childhood sexual abuse (Bohn & Holz,

1996). The effects of these different forms of abuse are often the same, including stress-

related symptoms and more direct physical problems. Sexual assault can cause a variety

ofpregnancy complications and health problems prenatally and in the postpartum period

(Bohn & Parker, 1993). For example, sexual assault can increase the risk of miscarriage

or stillbirth, preterm labor, complicated deliveries, or breast-feeding problems. Sexual

10



intercourse in the early postpartum period can result in endometriosis or inhibit healing of

episiotomies or lacerations. Often related to sexual assault, sexually transmitted diseases

(STDs) are also commonly reported by battered women, and can be linked to many health

problems in pregnancy, including premature membrane rupture, preterm birth, and

chorioamnionitis (Bohn & Parker, 1993). STDs can also result in complications such as

endometriosis, genital and peritoneal infections, infertility, and ectopic pregnancy.

Not only does abuse negatively impact both a pregnant woman and the fetus, but

DV during pregnancy has also been linked to maternal mortality. Intentional injury,

including homicide and suicide, have been found to be a significant cause of maternal

mortality cross-culturally (Heise, 1994). Studies across the country have found that more

pregnant women are killed by intimate partners than by any single medical complication

of pregnancy (Mayer & Liebschutz, 1998). Homicide, most frequently committed by an

intimate partner, is the leading cause of injury-related death among pregnant women in

US. urban areas (Dannenberg et al., 1995). Among these victims, women ages 15 - 34

and black women are at particularly high risk for homicide, compared to other pregnant

women and women in the general population.

When considering the numerous potential pregnancy complications related to DV,

the importance of the health care provider’s involvement becomes more apparent. Many

ofthese complications and outcomes might be prevented, or at least treated, if the

provider is aware of the presence ofDV in the woman’s life.

The Role of the Health Care Provider

A significant portion of the work on VAW prevention in the health care setting

has been initiated and undertaken by nurses and nurse-midwives. However, an increase in

.11



the efforts of other health care providers has more recently begun. Since the Surgeon

General’s workshop on violence in 1985, medical associations such as the American

College of Obstetricians and Gynecologists (ACOG), the American Medical Association

(AMA), the American Medical Women’s Association (AMWA), the American Academy

of Family Practice (AAFP), and others have led educational campaigns on domestic

violence (Flitcrafi, 1993). However, the lack of institutional change and individual

support has kept the issue of intimate partner violence from being fully incorporated into

medical training and practice. Secondary prevention efforts, such as routine screening and

assessment, need to be incorporated into the changing medical environment, in a similar

way to other public health issues such as smoking cessation and HIV prevention

(Flitcrafi, 1993). Yet these efforts must bemore comprehensive, incorporating primary,

secondary, and tertiary interventions. The health care provider’s role in coping with and

preventing domestic violence should include comprehensive assessment, collaboration

among health care professionals and other agencies, intervention, and prevention

(Kilpatrick, Resnick, & Aciemo, 1997).

The Joint Commission on the Accreditation of Healthcare Organizations

(JCAHO) 1992 guidelines for the treatment of adult and child victims of alleged or

suspected abuse or neglect require comprehensive identification, documentation,

treatment, and referral procedures, as well as ongoing training of health care providers, in

emergency departments and ambulatory care settings, including prenatal clinics (see

Sheridan & Taylor, 1993). The past six years have seen a number of changes in

emergency department procedures following these guidelines, but prenatal clinics have

not received the same amount of attention. One potential reason for the difference in

12



attention to DV between settings is the patient’s reason for seeking services. For example,

in an emergency department, a woman presents with injuries and her physician should

inquire if they are due to domestic violence. In contrast, if a woman is attending a regular

prenatal appointment and does not present with injuries, her physician may see no reason

to screen for domestic violence.

By integrating public health principles into medical practice, health care providers

can not only identify victims but help create effective primary prevention as well

(Rosenberg, Fenley, Johnson, & Short, 1997). The prevention ofVAW involves exposing

the abuse of individual women through assessment, as well as exposing the issue of

intimate violence to the public and to the health care community (King et al., 1993). Once

abuse is disclosed, important secondary intervention steps are listening, assessing safety,

validating her experience, providing advocacy and referral, mobilizing social support, and

documenting the abuse in her medical record (King et al., 1993.).

Obstetricians-gynecologists may be the primary care physicians for many women,

emphasizing the need for these specialists to be particularly aware of, and to assess for,

domestic violence. The importance of intimate violence within this health care

environment has become increasingly recognized and emphasized by the health care

system, indicated by such publications as the ACOG technical bulletin on domestic

violence (ACOG, 1995).

As was discussed above, abuse during pregnancy can lead to many complications

and negative health effects for both the woman and the fetus. Obstetricians routinely

screen for other health complications, such as high blood pressure and diabetes, although

their incidence is relatively rare. Abuse is a more common pregnancy complication than

13



hypertension, preeclampsia, hyperthyroidism, or gestational diabetes, yet it is rarely

screened for and often goes undetected (Bash & Jones, 1994). Physicians should be

trained to recognize common risk factors and “symptoms” of abuse and how to provide

referrals to social service agencies (Bash & Jones, 1994). However, they must also be

trained to recognize the limits of their role as physician, acknowledging that they cannot

force the woman to make changes in her life, or make decisions for her concerning

seeking services. Furthermore, they need to recognize that each woman’s experience of

being abused will be different, and to respect any resistance to discussing abuse that

women may display. Some patients may not disclose abuse the first few times they are

asked, but they will be more likely to discuss DV with their physicians if screening

occurs repeatedly (McFarlane, Parker, Soeken, & Bullock, 1992), and if there is a

relationship of openness and respect.

A number of hospital-based programs for domestic violence have been developed

in the past decade, and there are now a number ofpublished protocols available to use as

models (see Domestic Violence Project, 1994; McFarlane & Parker, 1994; Sheridan &

Taylor, 1993; Warshaw & Ganley, 1995). While hospital-wide policy changes may take

some time, individual providers can begin prevention efforts by instituting procedures in

their own practice for assessment and intervention.

Screening for DV: Intervention and Prevention
 

Comprehensive, standardized assessment for domestic violence in prenatal

patients can be instituted as the standard of care without disrupting clinic flow. The use of

a structured assessment instrument has been found to improve detection of physical abuse

before and during pregnancy, increasing the opportunity to intervene (Norton, Peipert,
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Zierler, Lima, & Hume, 1995). However, such screening does not occur in most prenatal

settings. In a group of pregnant and non-pregnant patients in an urgent care ob/gyn clinic,

only 18% recalled ever being asked about abuse by a health care provider (McGrath,

Hogan, & Peipert, 1998). Of those women reporting a history of abuse, only 19% had

been screened by a health care provider. Ofthose reporting recent abuse, only 29% had

ever been screened. A second study reported that 92% ofwomen did not discuss their

experiences of DV with their physicians (see Warshaw & Ganley, 1995). In one family

practice clinic, only six out of 394 women’surveyed had ever been asked by their

physician about DV, but 38.8% of the women had been physically abused by a partner

(Warshaw & Ganley, 1995).

In contrast to many health care providers’ beliefs that their patients would be

uncomfortable being asked about victimization, most female patients favor routine

assessment of physical and sexual assault, and report that they would answer honestly if

their physicians asked them about abuse history (Aciemo, Resnick, & Kilpatrick, 1997;

Friedman, Samet, Roberts, Hudlin, & Hans, 1992). Women who have been abused ofien

report being relieved and pleased that practitioners are being open about domestic

violence issues, and nonabused women often report knowing someone who is abused and

appreciate being given information about DV (McFarlane & Parker, 1994). Among a

group ofwomen interviewed with a comprehensive psychosocial assessment, most not

only felt comfortable answering questions, but also felt validated and appreciated the

opportunity to reflect on their lives (Reid et al., 1998). Providers were initially reluctant

to uncover a history of abuse and risk losing control of the situation, but later reported no

unmanageable situations and increased comfort with the assessment. An added benefit
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was the increased rapport reported by both providers and patients, creating an atmosphere

where information such as the experience of intimate violence could be disclosed.

The method of assessment may affect how comfortable women are disclosing

abuse in a health care setting. Thirty-six percent (36%) of a sample ofDV victims in an

Emergency Department (ED) reported they would only disclose the violence if asked

directly (Hayden, Barton, & Hayden, 1997). About one-half of the women responding

stated they would feel comfortable disclosing abuse to an ED physician. An important

finding of this study was that while many women indicated they would not volunteer

information about DV, they reportedly would answer honestly if asked directly about DV.

Some women may not voluntarily disclose abuse, believing that their providers should

initiate discussion (Molliconi & Runyan, 1996).

A survey ofACOG Fellows indicated that most were aware of basic domestic

violence issues, most (71%) felt very or somewhat confident about their skills in

screening patients for DV, and 85% reported that their patients are not adverse to being

questioned about abuse (Horan, Chapin, Klein, Schmidt, & Schulkin, 1998). However,

68% ofphysicians responding only screened their pregnant patients when they suspected

abuse, versus routine screening. While 39% responded that they do routinely screen for

abuse at the first prenatal visit, only 3-5% screen their patients afler the first trimester. In

contrast, the majority of respondents routinely screen for tobacco or alcohol use, diet and

exercise, use of seat belts, and stress and depression.

It is surprising that despite patients’ support of regular abuse assessment, and the

preponderance of evidence of effects of violence on health, most physicians do not feel

that routine victimization screening should occur (Aciemo, Resnick, & Kilpatrick, 1997).
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They may feel that their patients will discuss domestic violence with them if they so

choose. However, the evidence provided by female patients as discussed above indicates

that many opportunities to intervene are lost if DV assessment does not occur directly.

Health care providers do not need to assume all responsibility for intervening with

patients who are being abused, but they do need to play a role in identification and

referral. As Heise (1994) stated, “Perhaps the easiest and most significant step that

providers can take is to integrate screening for abuse into routine gynecological and

prenatal care” (p. 226). Health care providers can then refer women to other individuals

and agencies for further intervention. Providers can serve as important sources of

information and resources for women who are being battered, particularly when many

women are unaware ofcommunity resources (Helton & Snodgrass, 1987). Physicians and

nurses can serve an important role as the first contact for women who wish to seek help

regarding an abusive relationship.

A number of brief screening instruments have been developed and found to be

effective in identifying women experiencing DV (see Campbell, Harris, & Lee, 1995;

Norton, et al., 1995). Disclosure is generally maximized if the questions are asked at the

initial and all subsequent prenatal visits, in a private interview (Campbell, Harris, & Lee,

1995; King, 1993). Screening should also Continue into the postpartum period, since

research has found that the risk of moderate to severe violence is greatest during this time

(Mezey & Bewley, 1997). Even with the evidence supporting the importance ofDV

screening and indicating patient support, there may be barriers that prevent DV screening

from being effectively carried out. Understanding these barriers may help to minimize
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their impact. These barriers should be considered when designing DV screening protocols

to facilitate implementation of screening procedures.

Barriers to DV Screening
 

The question ofwhy DV screening, may not be successfully implemented can be

answered by examining the potential barriers to effective screening and disclosure. By

summarizing the empirical research on barriers to DV screening and borrowing

theoretical models from other lines of research, a theoretical model of barriers to DV

screening and disclosure was developed. Within this model, one can more easily

understand how these barriers may operate as well as how to begin to minimize their

potential to occur. This proposed model was developed by incorporating The Barriers

Model for intervention with battered women (Grigsby & Hartman, 1997) with Crawford,

Jackson, and Godbey’s (1991) Hierarchical Model of Leisure Constraints. The model also

shares similarities with Gerbert et al.’s (1996) Systems Model. However, theBarriers

Model developed here allows for patient and provider barriers to be examined

simultaneously, using a slightly different conceptualization that was considered to be a

better theoretical fit for this study.

The Barriers Model. Grigsby and Hartman’s (1997) Barriers Model represents the

layers in a battered woman’s experience that may impede her safety and prevent her fiom

seeking help. This theoretical model was developed in response to intervention theories

and strategies that were victim blaming and pathologizing towards battered women and is

based on evidence from practice, but has not been empirically tested. The Barriers Model

consists of four layers: 1) barriers in the environment; 2) family and social role

expectations; 3) psychological consequences of abuse; and 4) childhood abuse and
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neglect issues. Level 1 barriers include the batterer, money, transportation, police

response, criminal justice system, mental health system, physical and cultural

accessibility to shelters/services, language, culture, and immigration. Different aspects of

these environmental factors can impede a woman’s ability to seek assistance while in a

violent relationship. Level 2 barriers include effects of socialization such as values/beliefs

about relationships and abuse, identity, religious values, and family of origin

values/beliefs. Some women hold values that do not support her choice to end an abusive

relationship, which may be further impacted by a family of origin supporting more

traditional family roles. This level may be particularly impacted by traditional cultural

values. Level 3 includes defense mechanisms, physical/somatic results of abuse,

psychological consequences, isolation, brainwashing, and posttraumatic stress. The

defenses that have enabled the victim to survive in the abusive relationship may act

against her by impairing her ability to perceive danger, reducing her self-esteem and

mental capacity to choose to leave, and minimizing her resources. Finally, Level 4

barriers include the consequences of childhood abuse and neglect, impairing a woman’s

judgment in potentially dangerous situations and long-tenn psychological effects such as

depression, substance abuse, anxiety, and posttraumatic stress responses. While some of

the barriers in this model are within the victim herself, the primary focus is on external

barriers and resources. In this model, societal level barriers must be addressed before

individual change can be effective. By emphasizing the societal context of battering

rather than placing the primary focus on the individual, this model helps to explain the

barriers to leaving an abusive partner without placing sole responsibility on the victim.
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Hierarchical Model of Leisure Constraints. The purpose of this model is to

understand barriers to participation in leisure activities. Although the topic of interest

may differ, it is a useful theoretical model that can help explain barriers to effective DV

screening. In the same way that individuals may face barriers to engaging in leisure

activities, they may face barriers in carrying out other behaviors, such as DV screening or

disclosure. In the Model of Leisure Constraints, participants are viewed as having to

negotiate a sequential, hierarchical series of constraints including intrapersonal,

interpersonal, and structural levels (Crawford, Jackson, & Godbey, 1991). Intrapersonal

barriers are those individual characteristics affecting leisure preferences. These can

include stress, depression, anxiety, attitudes, prior socialization, perceived self-skill, and

subjective assessment of the appropriateness and/or availability of certain activities. This

level also includes one’s psychological orientations, which consist of three subjective

evaluations: 1) one’s beliefs about what s/he and the other ought to do, 2) what one likes

or wants to do, and 3) the extent to which an individual has the competence to perform a

certain behavior. Depending on these assessments, an individual may decide to not move

beyond this level of barriers. Crawford, Jackson, and Godbey (1991) viewed

intrapersonal constraints as the most powerful, because they control one’s will or

motivation to act. However, these barriers are also believed to be relatively unstable and

can be modified over time (Crawford & Godbey, 1987).

Interpersonal barriers involve the interaction between individuals or the

relationship between individuals’ characteristics. These barriers can arise from joint

preference for certain activities, or availability of a suitable partner. Structural barriers are

those constraints that act between activity preference and participation. These barriers
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include financial resources, work schedule, availability and knowledge of opportunity,

and reference group attitudes regarding the appropriateness of the activity.

In this model, an individual does not encounter constraints at the interpersonal

level until any constraints at the intrapersonal level have been eliminated, and s/he does

not encounter structural barriers until there are no interpersonal barriers remaining.

Participation then occurs if there are no structural barriers, or if they have been

successfully negotiated. However, these barrier types are not independent of each other.

Some constraints may be found at different barrier levels, such as appropriateness and/or

availability of an activity (Crawford & Godbey, 1987). At the intrapersonal level, these

factors may act on an individual’s desire to participate in an activity (it is either

unavailable or perceived to be inappropriate), while at the structural level, an individual

may wish to participate but feel unable to do so because of inappropriateness or lack of

availability. In sum, the three levels are interdependent and overlap at times. The

sequential and overlapping nature of this model is different from models that have

previously been used to study DV and health care and it was the incorporation of these

qualities that makes this study’s Barriers Model unique.

Physician barriers to DV screening. A number of barriers to DV screening have
 

been identified through surveys of health care providers. A comprehensive list of such

barriers was provided in a review of the literature by Gremillion and Kanof (1996). They

divided barriers identified by physicians into four categories: contemporary social issues,

personal factors, professional factors, and institutional and legal factors. Social issues

include societal tolerance of domestic violence, desensitization through exposure to DV,

and prejudicial attitudes that DV is limited to families living in poverty. Personfactors
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may include a personal history of abuse, privacy concerns, and a sense of powerlessness.

Professionalfactors cited included time constraints, inadequate skills, and professional

detachment. Institutional and legalfactors include limited institutional resources and a

potential loss of patient insurance ifDV is reported. Health care professionals also cite

financial disincentives and marginalization by colleagues as barriers to working on DV

issues (Cohen, De Vos, & Newberger, 1997). Some of these barriers, such as lack of

education on DV, have been found to directly impact rate of screening (Parsons, Zaccaro,

Wells, & Stovall, 1995) and can be directly addressed through provider training.

Another often cited reason for hesitance to screen for abuse is fear of offending

the woman, particularly in private clinics with patients from higher SES backgrounds

(Stewart & Cecutti, 1993). However, evidence suggests that this fear is unfounded. In one

study, not only did women not appear to be offended, but several women (including older

and well-educated women) spontaneously wrote positive comments on the survey and

others expressed relief at receiving support and information (Stewart & Cecutti, 1993).

Attitudes of classism, racism, and sexism can be significant barriers to effective

screening and intervention. Some health care providers might be too accepting of

violence in minority communities, believing it is an accepted part of life for some women

of color. Physicians may not follow-up on suspected abuse because they believe these

women do not want or will not accept help (Cohen, De Vos, & Newberger, 1997).

Battered women have been greatly banned by the acceptance of culture as an excuse for

wife-beating among members of the legal and social service communities in this country

(Huisman, 1996).
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Finally, some providers identify the patients’ unwillingness to disclose or leave

their abusive partners, and fi'ustration at not being able to change the situation, as barriers

to DV screening (Gerbert, Caspers, Bronstone, Moe, & Abercrombie, 1999; Rodriguez,

Bauer, McLoughlin, & Grumbach, 1999). In these situations, providers may not ask about

abuse even when it is suspected, because they anticipate the patient will deny it or it will

not have any positive impact. In one study, some physicians reported not screening

because they did not feel they could adequately address the problem if it was disclosed,

while others reported “burnout” from screening for DV not resulting in disclosures

(Gerbert et al., 1999).

Patient barriers to disclosure of DV. There are also barriers to DV screening and
 

disclosure that may exist from the patient’s perspective, and until recently, these barriers

were largely ignored. One potential barrier arises from the extreme feelings of shame that

women in abusive relationships often experience. This shame may lead women to conceal

signs of abuse from their physicians (Liebshutz & Rich, 1998; McCauley, Yurk, Jenckes,

& Ford, 1998; Rodriguez, Szkupinski-Quiroga, & Bauer, 1996). Women may also be

impacted by their desire to keep the family together (Rodriguez et al., 1996). In addition,

battered women may have a justifiable fear of repercussions fiom the abuser.

A major barrier to accessing medical care is the abuser’s preventing his partner

from seeking such care (McCauley et al., 1998). When considered in the context of

prenatal care, a woman’s knowledge that she is limited in her ability to seek care at all

may create a barrier to her disclosing the abuse to her provider. She may fear that if the

abuse is discovered, she will not be able to obtain any prenatal care, putting her unborn

child at risk.
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Some women may also fear that the physician will contact the police or other

authorities. This fear may be more prevalent in areas where mandatory reporting by

health care professionals exists, such as in California (Rodriguez et al., 1996). Increased

trust in the provider may facilitate disclosure by reducing such barriers. Liebschutz &

Rich (1998) reported, “The quality and duration of the patient-physician relationship,

including both primary and episodic care, created a level of trust which influenced the

ease of disclosure” (p. 108). Women reported having increased trust and less fear of

disclosure when they believed their physician already suspected abuse and when the

physician affirmed that other women shared similar experiences. Similar sentiments have

been expressed specifically by Latina and Asian women (Rodriguez, Bauer, Flores-Ortiz,

& Szkupinski-Quiroga, 1998), illustrating that these issues are cross-cultural. By listening

to patients, and providing support and referrals, physicians can provide a supportive

atmosphere for battered women. Thus, developing a trusting relationship with patients

will remove many barriers to successful DV screening.

When women perceive physicians to be uncomfortable discussing DV, they may

be less comfortable with disclosure. In particular, Latina and Asian women expressed the

desire to have providers initiate the discussion and to show an understanding ofDV

(Rodriguez et al., 1998). Focusing only on physiological symptoms and ignoring

psychological, social, and spiritual problems can prevent the development of a trusting

relationship. Furthermore, patients report the need for providers to have a compassionate,

supportive, and nonjudgmental attitude (Rodriguez et al., 1996). These factors are

necessary to build the trust needed to disclose abuse.
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Perceived quality of health care is negatively impacted by domestic violence. In a

study by Plichta, Duncan, and Plichta (1996) only 9.7% of abused women had ever

discussed their abuse with a physician. women who had experienced abuse in the past

year were twice as likely to report that their physician did not spend enough time with

them or make an effort to have them explain their problems completely. They were also

significantly more likely to describe their physicians as less knowledgeable and

competent in treating their illnesses, not answering questions honestly or completely, and

not ensuring they understood the information about their medical condition. Overall,

battered women had significantly more trouble communicating with their doctors than

nonabused women did. Poor communication was related to dissatisfaction with care, a

finding that is supported by other studies which have found good patient-physician

communication, specifically empathy, sensitivity, and other qualities of openness,

strongly related to patient satisfaction (see Plichta, Duncan, & Plichta, 1996). When

battered women are blamed for their abuse, or ignored by their health care provider, they

see health care professionals as ineffective sources of help with regard to their violent

relationship (Langford, 1996). A battered woman may be told her medical complaints are

“in her head,” decreasing the likelihood that she will disclose her abuse.

Integrated Model of Barriers to Effective DV Screening. The Hierarchical Model
 

of Leisure Constraints can be adapted to understand barriers to DV screening by replacing

leisure participation with DV screening or disclosure. Thus, the final goal is the behavior,

with several potential barriers to actually completing that behavior. Using the same basic

model, and integrating concepts from the battered women’s barriers model and empirical

research on DV screening in health care settings, the model found in Figure 1 was
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developed. This model can be used to understand barriers to providers conducting DV

screening as well as barriers to disclosure ofDV by the patient. It provides a theoretical

framework for training providers on DV, for understanding the interpersonal process of

DV screening, and for creating a protocol in a medical setting that might require

procedural adaptations to occur in order to make DV screening effective.

Structural

lntemersonal

IntrapersonalX

Provider/

Patient

¢ Screening//

/

Disclosure

Figure 1. Potential barriers to domestic violence screening and disclosure in the health

care setting.

The intrapersonal barriers for the patient include shame, knowledge of available

resources, and attitudes about relationships and DV. Providers may not wish to screen for

DV because of lack of knowledge, attitudes towards victims of DV, their own

experiences with violence, and their perceived skill at conducting screening. For both
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patients and providers, culture can play a role in many of these intrapersonal factors,

affecting attitudes, values, beliefs, and behavior.

The intrapersonal barriers play a vital role in this integrated model. The role of

intrapersonal factors can be found in otherisocial science models as well, although

different labels are often used. For example, in a model adapted from Social Cognitive

Learning Theory, Gagan (1998) attempted to explain barriers to accurate diagnosis and

intervention with domestic violence. According to this model, behavior (diagnosis and

treatment) is impacted by cognition, other personal characteristics, and environment.

Many of the variables of interest in affecting behavior would fall into the intrapersonal

level in the integrated model introduced here. Behavior change will not occur without the

necessary personal factors established first. Although there is overlap between levels and

navigating the barriers is not always linear, it seems that once the barriers at the

intrapersonal level are addressed, it is easier to navigate barriers at the interpersonal and

structural levels.

The interpersonal barriers in the situation ofDV screening focus primarily on the

interaction between patient and provider. A patient’s willingness to disclose abuse may

be affected by trust in the provider, support offered, and perception of the provider’s

attitudes. For the patient, the interpersonal level may also include fear of reprisal from the

batterer. Providers may hesitate to screen for DV for fear of offending the patient or

invading her privacy. The influence of colleagues can also be a factor, either in increasing

or decreasing the acceptability of engaging in screening behavior. There is also a power

differential between patients and their health care providers, which can affect interactions

depending on how the power is used or misused. A misuse of that power can actually
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replicate the dynamics of an abusive relationship, which would greatly inhibit a patient’s

willingness or ability to disclose abuse to her provider. Culture is included again at this

level, for it can have a significant impact on an interaction, depending on cultural

similarities or differences. Cultural differences between patient and provider can increase

the power differential, inhibit the development of trust, and affect perceptions of the

other.

Finally, the structural level encompasses many ofthe professional barriers that

have been identified in the empirical literature, such as time constraints, limited resources

for abused patients, marginalization by colleagues, and institutional policies and response

regarding DV issues. In total, the overriding atmosphere and activities of the health care

setting can set up barriers to effective DV screening. Culture comes into play again at this

level, in the way that the overriding culture of the setting can influence individual

attitudes and behavior. In this situation, culture refers less to factors such as individuals’

ethnicity and more to issues such as the general culture of the health care field, in contrast

to non-medical settings. Furtherrnore, racism, classism, sexism, homophobia, and other

forms of discrimination may be present within the system of the clinic, potentially

affecting the screening process.

All potential barriers should be considered when attempting to institute a DV

screening program in a health care setting. The implementation of the screening program

will likely proceed with fewer complications if the barriers are eliminated prior to

implementation, and if providers’ and patients’ concerns are addressed in the design of

the program and in the training itself. Several barriers, such as lack of training and

referral sources, can be remedied through a collaborative relationship with other local
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agencies. Providing brief, yet informative, training on DV issues and screening

procedures, along with providing referral information, can address potential barriers at all

levels. Training can increase knowledge and skills, as well as change attitudes about DV,

to facilitate screening. These changes will also impact the interpersonal interaction

between provider and patient, since the provider will potentially be more knowledgeable

and empathetic towards an abused patient. Through training, providers may also realize

that DV screening does not require as much time as they believed, and once a screening

program has been implemented in a clinic setting, the overall atmosphere may become

more accepting and supportive of addressing DV issues. The long-term goal of such a

program is often to change the culture at the structural level to be more focused on the

prevention and treatment of domestic violence.

Culture can be seen to act at all levels of barriers to DV screening. Almost all

aspects of the intrapersonal are either part of, or impacted by, one’s culture. Some

significant barriers to DV screening and reporting may also be related to cultural issues

acting at the interpersonal level, and miscommunication or misunderstandings in the

context of discussion about DV experiences. Awareness of the potential for cultural

differences and a willingness to listen to alternative perspectives can minimize their

potential negative impact on the provider-patient relationship, specifically in the context

ofDV screening. These issues should be of particular consideration if providing health

care to a diverse patient population. Once these issues are successfully addressed, the

many influences of culture at the structural level can be of greater focus.
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Cultural Issues and Domestic Violence
 

Violence against wives occurs in more societies than any other form of family

violence, and is more common in societies where women have inferior status (Reichert,

1991). While DV occurs in almost every culture worldwide (Fischbach & Herbert, 1997),

and women of different racial/ethnic groups in the US. are equally likely to be victimized

by an intimate partner (Bachman & Saltzman, 1995), there are issues specific to different

cultural groups that professionals working with these women should be made aware.

Health care providers should be knowledgeable concerning issues that their patients

experience so that they might provide the optimal treatment, as well as referring women

who report abuse to additional communityresources. Unfortunately, many lower-income,

rural, inner city, minority, and immigrant communities in the US. are lacking in

culturally appropriate services for the prevention and treatment of domestic violence

(Pinn & Chunko, 1997).

Training on DV issues should include a discussion of cultural issues. King et a1.

(1993) explained that cultural factors extend beyond race or ethnicity to include economic

situation, family structure, gender roles, marriage patterns, sexual behavior, contraceptive

patterns, pregnancy and childbirth practices, child rearing practices, housing

arrangements, migrant status, occupations, use ofchemical comforters, self-treatment

strategies, and lay therapies. All of these factors together define how experience is

organized; specifically, what each woman’s subjective experience of being abused will be

(King et al., 1993). While becoming educated on some cultural issues is an important step

for a health care provider to take, it is also important to assess each individual’s degree of

acculturation into the dominant culture and degree of identification to her own culture.
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It is important to recognize how the constraints of racism, sexism, classism, and

other forms of oppression might impact a woman’s ability to cope with an abusive

relationship (Phillips, 1998). Not only might a woman’s minority racial/ethnic status limit

her resources, but it is necessary to also consider her language skills, economic situation,

and religious experience in determining the amount ofpower and resources available to

her. For example, an African American woman living with her abuser and receiving

social assistance will have different resources available to her than a middle-class African

American woman who owns her own home.

The barriers to effective detection ofDV in the health care setting that were

discussed previously may be heightened when working with poor or minority women

(Pinn & Chunko, 1997). Additional barriers may include unavailability of a translator,

traditional beliefs accepting violence as the man’s choice, increased shame, or fear of

consequences from immigration or governmental authorities.

There is a high probability that the provider will not be of the same ethnic

background as the patient, due to the relatively small number of minority health care

professionals. One barrier that may be common to all women of color is that her cultural

group may be further stigmatized by her disclosure of abuse to a health care professional

(Campbell & Campbell, 1996). For example, an African American woman may not wish

to reinforce the stereotype that African American men are violent (Phillips, 1998). The

woman may also be concerned that the provider will call the police. This concern stems

from a history of discrimination against men of color by the criminal and judicial systems

and often prevents many women from seeking assistance (Campbell & Campbell, 1996).

Finally, in the context of serious health problems and economic survival, DV may not
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seem to be of the utmost importance to an abused woman of color. Women of minority

groups are more likely to be poor, face discrimination in employment and housing, and

have less education than white women (Phillips, 1998). Poverty increases the obstacles

for abused women, as well as their vulnerability for abuse, and often maintains situations

of abuse (Phillips, 1998). These factors resulting from poverty may outweigh the

importance ofDV for these women, and may affect the likelihood that an abused woman

will seek DV intervention services. With a disproportionate number of minority women

living below the poverty line, these issues are valid, and should be respected by the health

care provider. However, a woman’s decision to not seek professional services should not

preclude health care providers from continuing to discuss DV with her.

Health care professionals should be aware that domestic violence interventions

and other community resources may not be sensitive to cultural diversity (Heron, Jacobs,

Twomey, & Kaslow, 1997), and a patient’s reluctance to seek services may be from

previous experiences with such insensitivity. Service providers are commonly seen as

more tolerant ofDV by or against people of color, as well as displaying little respect

towards women of minority ethnic groups (Sorenson, 1996). Not only do women of

minority ethnic backgrounds have to cope with the traditional sexism of their culture, but

they must also face sexism and racism in the US. Some women may sacrifice sexual

equality in order to avoid racism outside of their community (Huisman, 1996). Rather

than blaming a woman who does not follow through with referrals, the health care

provider can try to assist the woman in finding culturally appropriate services.

Domestic violence does maintain many similarities cross-culturally. Sorenson

(1996) found that a central theme in studying violence against women across cultures is

32



the influence of social and economic inequalities on interpersonal relationships. Across

cultures, the most significant predictor ofDV is this power differential in relationships

that results from such inequalities between men and women (Crites, 1990). Furthermore,

the pattern of multiple forms of abuse, including physical, psychological, and sexual

abuse, is similar across ethnic groups (Sorenson, 1996).

In cultures which value the family or kinship over the individual, the extreme

shame commonly felt by abused women may be intensified, and may lead to mental or

spiritual health problems (Fischbach & Herbert, 1997). These problems can be

manifested in different ways, but may ultimately lead to the same outcome. For example,

one out of four white American women who attempt suicide have been abused, as have

half of all African American women who attempt suicide (Fischbach & Herbert, 1997). In

cultures where the shame ofDV is even greater than in the dominant culture, suicide may

be seen as the only alternative to abuse.

The following discussion will focus on four groups ofminority women: African

American, Hispanic, Asian and Asian American, and immigrants. While there are

numerous other groups ofwomen in the US. that are also victims of intimate partner

violence, these groups are of focus because they constitute the majority of minority

patients seen in the clinic in which this project was implemented. Prevalence rates of

abuse are similar across ethnic groups, but there is some evidence that certain sub-groups

may be at greater risk for DV than others. This issue will be discussed in greater depth in

the following sections.

African American Women. There are several theories explaining why there is
 

violence within African American families. One theory examines the conflict between
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African and American gender roles (Ucko, 1994). There is greater flexibility .between

gender roles in African American families, with women often assuming the role of

breadwinner and men often sharing in housekeeping. These dynamics are an extension of

African traditions, as well as necessity during slavery. Traditionally, African women

received more respect and held more power in society than women in modern cultures,

and male violence against women was not prevalent. These values were in direct conflict

of those European values to which Africans were introduced upon becoming enslaved,

and the conflict has continued since. Today, black couples are more egalitarian than white

couples, although there is now evidence of wife abuse in African American families.

While the European influence created a greater power imbalance between black men and

women, African men were not given the status or power of white men, creating a lasting

conflict and forcing African American men to seek alternative sources ofpower and self-

worth. It has been proposed that African American men are violent towards women

because of their lack ofpower within the dominant culture and related loss of self-esteem

(McGee, 1997). Furthermore, the introduction of the European view ofmale dominance

in the home produced conflict within marital relationships that had traditionally been

based on equality.

African American women may be less likely than white women to disclose DV to

their health care provider, because of pressures to not share family problems with

outsiders (Norton & Schauer, 1997). There is some evidence that African Anierican

women are more likely to disclose DV to an African American health care provider

(Heron et al., 1997). Because of the history of institutional oppression that they have

experienced, there is often a desire to keep problems to oneself, or at least within the
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community. There may also be a fear of reinforcing negative and racist stereotypes by

revealing violence within the community (Campbell & Campbell, 1996). Black battered

women are less likely to use shelter services than white women, possibly because of the

perception that shelters are for white women and that the battered women’s movement

represented the interests of white women (Coley & Beckett, 1988). Local shelters often

do attend to the needs of black women, but some women may be unaware ofthe available

services. In this case, the health care provider can be a valuable source of information for

the abused patient.

Lower SES African American women report more marital violence than middle

and upper class black women (Lockhart & White, 1989). For lower-income black

women, economic survival may take precedence over seeking DV services. Therefore, the

health care professional should be prepared to provide referrals not only for shelter or

counseling, but also for such services as legal aid, childcare, emergency housing, and

educational and employment opportunities (Coley & Beckett, 1988). The health care

professional should also recognize that leaving the abusive relationship is often not the

initial goal for a low-income African American woman, and imposing this priority on her

may be contradictory to her cultural values (Heron et al., 1997).

African Americans generally have an extended kinship system that is their

primary social support system. There is some evidence that the higher the amount of

family and community involvement, the lower the amount ofDV (Uzzell & Peebles-

Wilkins, 1989). Lower SES black women, in particular, more often turn to friends or

relatives than to formal resources for help when they are abused (Lockhart & White,

1989), making disclosure to a health care provider quite meaningful. It may be that a
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woman does not have a social support system available, or she may be experiencing such

severe violence that she decides to seek help outside the community. Some ofthese issues

are also relevant to women in other minority communities, including Hispanic and Asian

American women.

Hispanic Women. There is great variety within the Latino culture, along with
 

some similarities across subgroups. Many studies examining DV across ethnic groups

have failed to consider differences within the Hispanic culture or level of acculturation

(Kantor, Jasinski, & Aldarondo, 1994). The three primary Hispanic subgroups in the

United States are Puerto Rican, Mexican, and Cuban. There are significant differences

between these subgroups in acculturation, impoverishment, and acceptance of wife abuse

as normative. In addition, it has been found that Mexican and Puerto Rican husbands

born in the US. perpetrate more DV than those men born in the native country. Among

Cuban families surveyed, DV was practically nonexistent, according to their report

(Kantor, Jasinski, & Aldarondo, 1994). Sorenson and Telles (1991) found evidence that

Mexican Americans born in the US. experienced significantly more DV than those born

in Mexico and non-Hispanic whites born in the US. They proposed that the conflicting

demands from their culture of origin and the dominant culture may lead to this increased

rate of violence.

Latino culture values family and group achievement over individualism (McGee,

1997). The family orientation is also characterized by an extended kinship system.

Traditionally, gender roles are rigid and the power differential within families is large.

Traditional Mexican American, Cuban, and Puerto Rican cultures subscribe to the idea of

male dominance and female obedience within families; ideas which are associated with
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violence against women (Sorenson, 1996). Although the traditional family values

discourage DV, these power dynamics have resulted in abuse in the Latino American

community (McGee, 1997). It has been proposed that Mexican American women

maintain a more tolerant attitude toward DV than Anglo-American women because of a

cultural tradition giving men control within the family (Olavarrieta & Sotelo, 1996).

Some Mexican Americans have described their culture’s reverence ofmen’s sexual

prowess, in contrast to the emphasis on a woman’s virginity, in defining gender roles

(Sorenson, 1996). In addition, several factors associated with increased risk for marital

violence, including low socioeconomic status, unemployment, and income disparity

between husband and wife, are more common in Hispanic-American families than non-

Hispanic families (Kantor, Jasinski, & Aldarondo, 1994).

Mexican American women born in Mexico may face a greater risk of marital rape

than non-Hispanic white women (Sorenson & Telles, 1991). Of Mexican-born Mexican

American women reporting a history of adult sexual assault, 31% were assaulted by a

husband or partner. In contrast, the same circumstances were reported by 13% of non-

Hispanic white women. Additionally, high rates of emotional abuse (80%) were reported

by one sample of Latina (predominantly Mexican) women (Santiago & Morash, 1995).

The additional problems faced by Mexican families who have immigrated to the

US. may also lead to increased risk for DV. Mexican women may be isolated because of

a language barrier, they often lack sufficient education to obtain well-paying jobs, and

their fear of deportation may prevent them from seeking help when they are abused

(Olavarrieta & Sotelo, 1996). In Mexico, low levels of education and large families

(seven or more children) are correlated with domestic violence (Olavarrieta & Sotelo,
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1996). In addition, women living in rural areas with low socioeconomic status are more

vulnerable to physical abuse. Families in rural areas tend to hold to traditional gender

roles to an even greater extent than Mexican culture as a whole. There is a reported DV

prevalence rate of 33% in Mexico, with similar rates of abuse during pregnancy

compared to US. statistics. Because of outdated laws viewing DV as a private matter, as

well as other numerous legal barriers, it is believed that many cases go unreported. The

reported rates are believed to be similar in other Latin American countries, some of which

have made great progress in criminalizing DV and protecting women’s safety.

Before referring women to community agencies, it would be useful to know what

interventions are effective. It is estimated that only 2% of all battered women enter the

shelter system, and anywhere from 7% to 56% ofDV is reported to the police (Wiist &

McFarlane, 1998). A small number of Latina women experiencing emotional or physical

abuse indicated that they would seek “formal” help for problems with their partners,

while most (73%) would seek help from family members (Santiago & Morash, 1995). In

reality, many women do not tell anyone about the abuse, and the help they do receive

from family members may not be sufficient to stop the abuse. Some women will turn to

social service agencies for help, particularly if they are specific to the Hispanic

community.

It is logical to think that a woman’s race or ethnicity might influence the services

she seeks, as well as considering the influence of pregnancy on help-seeking behaviors. In

one study, pregnant Hispanic women who had used the police experienced more severe

abuse than those who did not use the police (Wiist & McFarlane, 1998). Those women

who were older, with higher incomes, and severely threatened with abuse used the police
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most frequently. Just over half (51%) of the women that did use the police reported they

were very effective in helping to reduce the violence, while 17% reported that reporting

to the police had made the violence worse. Violence did end in more families where

police involvement had occurred than in families where the police were not used, but

increased violence is a potential consequence of police reporting that must be considered.

In addition, few services other than police were utilized by battered pregnant Hispanic

women, and discovering why these women are not seeking commrmity resources is

important before making community referrals.

According to Santiago and Morash. (1995), lower use ofcommunity resources by

battered Latina women may be attributed to cultural norms emphasizing help-seeking

within family networks, community failure to recognize diversity in the Latino

population, limited access to services, and limited legal protection for immigrants. These

factors may inhibit a Latina patient’s comfort in disclosing DV to a health care provider,

but conveying sensitivity to cultural issues will increase the chances of disclosure.

Similar barriers to professional help-seeking may be found in other minority women as

well.

Asian and Asian-Atrrerican Women. For summary purposes, Asian culture will be

discussed broadly. However, it is important to remember the diversity within Asian

subgroups. Furthermore, this discussion will include both Asians and Asian Americans,

because of the overlap in the research literature. The population of interest in the current

study includes both Asian American women and Asian women who are temporarily in

the United States for educational purposes, so issues of both groups are relevant to this

project.
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Within the traditional Confucian social system, Asian families were patriarchal in

their power structure, with men being valued more highly than women (McGee, 1997).

The traditional values also expect individuals to put the good of the family ahead oftheir

own desires or needs, with the family seen as more important than the individual. It has

been proposed that overall, domestic violence is present in the Asian American

community because of the power differential between men and women, the lack of access

to resources for women, the pressure to maintain harmony within the marriage, and

sexism within the culture (McGee, 1997). Violence in an Asian family may also result

from a woman taking advantage of the increased opportunities for freedom offered in the

US. (Crites, 1990). Many cross-cultural marriages between US. servicemen and Asian

women have occurred, and the conflict that may arise upon return to the US. has also

been associated with violence.

There is evidence that Asian women are less likely than women fi'omother ethnic

groups to report abuse, and it is often severe by the time they do (Huisman, 1996). This

tendency may be tied to traditional Asian values, including patriarchal attitudes. Shame

plays a strong role in Asian cultures, which may cause Asian women to experience

increased psychological damage following abuse (Crites, 1990). Not only would

unacceptable behavior bring shame on oneself, but upon the entire family and ancestry as

well. Suicide has been found to be much more prevalent in abused Asian women,

possibly because of the effects of this tradition. Asian women may also not disclose

experiences of abuse because of fear of being ostracized from their communities.

Korean immigrant families appear to be at particularly high risk for DV, with

reported prevalence rates almost double national U.S. statistics (Rhee, 1997). Although

40



many Korean immigrants have higher levels of education and come from higher

socioeconomic status than many other immigrants, most first-generation Korean

immigrants do not learn English and face limited job opportunities. Although many

Korean women are in the work force full time, many families still adhere to traditional,

rigid gender roles of male dominance and female submission. Surprisingly, divorce is

common among Korean immigrants, with physical violence by the husband cited as the

leading cause.

Social services have been found to neglect the needs of the battered Asian woman

(Huisman, 1996). Language is a barrier particularly difficult to overcome in this

community, due to the variety of Asian languages and dialects that are represented. Some

women may be hesitant to seek any services because of their difficulty in commrmicating

with people outside their community. Even women who speak fluent English may prefer

to work with someone from their ethnic group. Different outreach and advocacy activities

may be necessary to i'each Asian women and to make them feel comfortable seeking

services.

As with other ethnic groups, number of years and generations in this country, and

level of acculturation should be taken into account when considering the influence of

culture on an individual’s life. For example, in a study of Chinese Americans’ attitudes

toward DV, age was an important factor in determining tolerance for violence, with

younger respondents being less tolerant of partner violence (Yick, Agbayani-Siewert,

1997). These younger participants may have abandoned some of the more traditional,

patriarchal, attitudes of Asian culture.
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Asian Indian culture also traditionally devalues women and places men in the

dominant role in families, contributing to violence against women in India (Dasgupta &

Warrier, 1996). Furthermore, despite the fact that the Indian community in the US. is

largely educated, skilled, and financially stable, DV continues to be a significant problem

(Dasgupta & Warrier, 1996). Although Indian families tend to value education highly,

even for their daughters, there remains an emphasis on finding a suitable husband and

making a good home. In some cases, a good education is simply seen as a means of

finding a good husband. Dowry continues to be granted to the husband’s family, and

dissatisfaction with the dowry is ofien an excuse for abuse. Dowry-related death

continues to occur with some frequency in India (Fischbach & Herbert, 1997). Although

dowry-related homicide may not occur in the US, the underlying dynamics ofDV in the

different culturescan be seen as parallel.

In addition, although many Indian women are professionals with well-paid jobs,

there is a tendency for the husband to control the financial resources, and for significant

financial abuse to result. Physical abuse did not stop during pregnancy in one group of

abused Indian women; for many, the abuse increased and was directed at the womb

(Dasgupta & Warrier, 1996). For some Indian women, sacrificing their own well-being

for the good ofthe family, especially the children, is common. Fear of being ostracized is

ofien a common reason for not disclosing abuse in this community.

Immigrant Women. Women who are not yet citizens and who do not speak
 

English fluently are at an increased risk for intimate partner violence (Phillips, 1998). For

instance, a batterer may use his wife’s immigration status as a way of intimidating and

exerting power over her (Pinn & Chunko, 1997). Many immigrant women are forced to
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stay with abusive partners, despite changes in immigration laws in the 1990sthat

attempted to address this problem. The passing of the Violence Against Women Act

(VAWA) in 1994 was also expected to make it easier for immigrant women who are

victims ofDV to seek assistance without fear of deportation, but more research needs to

be done to evaluate this relatively new policy. In addition, although laws in the US. may

have recently changed, many women are unaware of these changes and their access to

such information may be controlled by an abusive partner.

Immigrant women are often poor, uneducated, may not speak English, and do not

yet have legal residency, placing \many constraints on their ability to leave an abusive

relationship (Phillips, 1998). These women often depend on their husbands for

communication and information concerning community resources. Furtherrnore, an

immigrant woman may come from a traditional culture which does not support

involvement of outsiders in private matters. Leaving their country of origin also brings a

loss of ties to extended family and friends, increasing isolation (Sorenson, 1996). In

addition to being isolated, the stress of immigrating and adjusting to a new life can

increase the risk for DV (Jang, Lee, & Morello-Frosch, 1990)

In situations where patients speak a language or dialect unknown to the provider,

attempts should be made to find an interpreter other than a family member (Campbell &

Campbell, 1996). Although the family member may be easiest, it is not recommended

when dealing with issues of violence. For professionals working with immigrant women

who are being abused, both these particular issues, as well as the issues discussed above

for women from specific ethnic backgrounds, need to be considered. These women are

less likely to know of their rights and may need additional guidance in getting help.

43



Although the rate and types of violence perpetrated against women may be similar

across cultures, there are differences in how the violence is interpreted, dealt with, and

treated among different ethnic groups. As stated by Ganley (1998):

Victims from different cultural groups have different values and beliefs

about interpersonal communication, the role of health care providers, .the

role of police, and the role of family members which shape how they

reveal or don’t reveal their experience of domestic violence (p. 27).

It is important for professionals working with battered women to recognize the potential

for these differences, in determining how to best identify and help a woman who is being

abused. This project was designed to assist clinic staff in recognizing such differences

and feeling skilled in working with pregnant women of all backgrounds who may be

experiencing domestic violence. As stated, cultural issues can serve as barriers to DV

screening/disclosure at all levels. It was hoped that increased awareness of this potential

would decrease the impact of these cultural barriers.

Conclusions

The need for routine domestic violence screening of pregnant women is evident.

One question that remains is how culture may act as a barrier to DV screening, and if a

universal measure and technique is effective cross-culturally, or if different procedures

need to be developed when working with women from different cultures. Women usually

have numerous and regular contacts with their obstetricians over the course of a

pregnancy, providing the ideal opportunity for doctors to discuss the possibility of abuse

with their patients. Many abused women report they would not volunteer information

about DV to their physician, but they would answer honestly if asked directly. It appears
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that asking women about abuse directly and repeatedly over the course ofpregnancy

increases the chance of disclosure. While it is not the doctor’s role to counsel an abused

woman, all health care providers should be given information on how to discuss DV_with

their patients and where to refer women for additional intervention should a woman

choose to seek additional services. Furthermore, they should be aware of the potential

barriers that may prevent a woman from disclosing abuse. However, the basic

information provided in medical training programs often does not include a discussion of

DV against minority women, and there are specific issues that health care providers

should consider when discussing DV with patients from minority groups, as well as what

resources exist that are appropriate for each individual.

While many programs across the country have developed DV screening protocols,

there is little information in the research literature on evaluation of these programs. Most

research consists of establishing prevalence rates based on a certain screening tool. This

project adds to health care services research by providing additional evaluation

information, as well as presenting ideas for improving services. Although the primary

focus of the evaluation was the expanded screening program and issues surrounding

cultural differences, the clinic also had their current procedure evaluated, in terms of

current disclosure rates and provider knowledge, attitudes, and behavior.

In addition to the valuable information provided by the evaluation of the tmiversal

screening program, this study also contributes to the literature by examining the

theoretical underpinnings of the DV screening process. First, most studies ofDV

screening programs do not incorporate a theoretical model to understand the dynamics of

screening and disclosure. The model representing barriers to screening and disclosure
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provides a rationale for the training program and for the hypotheses concerning patient

disclosure of DV. Second, this study helps with understanding the differences between

women of different racial/ethnic groups in their level of comfort with DV screening and

willingness to disclose abuse experiences. While some research has focused on DV in

specific ethnic minority communities, this study takes a different approach in examining

differences within a group of pregnant women, through a combination of self-report

survey data and rates of screening and disclosure, from both the dominant culture and

minority groups. The Barriers Model also aids in the interpretation of these data.

The overall goal of this project was to identify and decrease the impact of barriers

to DV screening and disclosure, based on a theoretical barriers model, to achieve a

successful DV screening program. The project was intended to directly affect the health

care providers, but not the patients. It was believed that patients’ comfort in disclosing

DV would be indirectly affected by changes in the providers’ behaviors. The objectives

were to 1) train ob/gyn staff on DV screening, thereby decreasing barriers to screening; 2)

increase screening and disclosure of DV; 3) assess the role of race/ethnicity as a barrier in

the screening process; 4) identify patients’ views on DV screening and their perceived

barriers to disclosure; 5) assess the impact of training on providers’ knowledge and

attitudes; and 6) provide intervention for abused women. The research hypotheses are

based on the project goals and objectives.
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HYPOTHESES

. Following provider education and training, patients will be screened for DV

throughout their pregnancies. This procedure will lead to a significant increase in the

number oftimes women are screened and the rate of disclosure of violence.

Exploratory analyses will determine if differences exist in overall screening or

disclosure rates across ethnic groups, to determine if race/ethnicity serves as a barrier

to effective DV screening.

. Women of color who disclose abuse will do so at later visits than Caucasian women.

Women of color will require more time to develop trust in their providers, while both

Caucasian women and women of color will be equally likely to experience late onset

of abuse.

. Providers’ race/ethnicity will affect overall patient disclosure rate and time of

disclosure. Women will be more likely to disclose abuse to a provider of the same

race/ethnicity as herself. Exploratory analyses will determine if provider gender

impacts patient disclosure.

. Overall, patients will support the concept of universal DV screening and report

feeling comfortable with the process, but women from minority groups will report

more barriers to disclosure and less overall comfort in disclosing abuse to a health

care provider.

. Domestic violence education will reduce barriers to conducting DV screening by

increasing providers’ knowledge ofDV and awareness of cultural issues related to

DV, changing attitudes towards DV and its victims, decreasing the number and
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impact of perceived barriers to conducting universal DV screening, and increasing the

amount of self-reported DV screening as measured six months after training.

When women disclose abuse to their physicians, they will be referred to a social

worker for further intervention and community referrals.
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METHOD

Because of the importance of the setting in implementing this project, it will be

described first. The procedure sections describe the methods chronologically, with

descriptions of participants included within each of the procedural sections. Finally, a

description ofmeasures concludes the method section.

Settin

The Obstetrics and Gynecology Clinic at Sparrow Hospital is a training site for

twelve residents, each of whom complete a four-year residency program. There is a long-

standing nursing staff of eight, and two on-site social workers. The clinic primarily serves

low-income patients receiving Medicaid benefits. In 1999, 488 patients were seen for

prenatal care, with a total of 359 live births. This clinic was chosen as the project site

because it is a training clinic, which provides opportunities for educational interventions

that other health care settings may not. In addition, there is substantial racial/ethnic

diversity in the clinic’s patient population, allowing for the investigation of the impact of

this factor on DV screening. The hospital had ceased collecting race/ethnicity information

as part of the standard intake form and, consequently, these data were frequently

unavailable (or very difficult to find) in the medical charts. Therefore, race/ethnicity was

added to the abuse screening form for the purpose of this research project.

Prior to implementation of this project, the clinic nursing staff was already

conducting DV screening and intervention. According to clinic protocol, at the initial

prenatal visit women completed a written questionnaire containing questions'about abuse

history, which were then discussed verbally with either a social worker or a nurse. The
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residents did not discuss DV with a patient unless she had previously disclosed abuse to a

nurse or social worker and it was indicated in the chart notes. If a woman did not disclose

abuse at the initial visit, or if she was not screened for any reason at that visit, she was not

screened again.

The clinic staff was receiving training on basic DV issues in the health care

setting as required for accreditation, but it did not address cultural issues related to DV or

effective screening for DV. Furthermore, the training had not been evaluated in any way

in this clinic, so its impact was not known.

Procedures

A timeline of project activities is presented in Table 1.
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Preliminary Activities. In the formative stages of this project, the principal

investigator met with the residency program director, clinic manager, and clinic social

workers to determine if the proposed project would be useful and feasible. The residency

director agreed to the project and requested that the provider training go beyond basic DV

issues, to focus on multicultural issues and DV. It was also agreed that provider training

would occur during the residents’ regular training rounds, maximizing attendance.

Meetings with the clinic manager and social workers provided a better understanding of

clinic policies and procedures, and they contributed their perspectives on the provider

training and universal DV screening. Although they believed that the nursing staff did an

effective job at working with patients experiencing violence, they were pleased that the

residents would assume a more active role in the identification of abused women.

Furthermore, the nurse manager agreed to make attendance at the training workshop

mandatory for the nursing staff.

Before the project officially began, the residency program director resigned and a

new residency program staff was appointed. The new director was unaware of the

agreements that had been made concerning this project, and new discussions had to occur

in order to ensure successful continuation of the project. Overall, the director and

assistant director were supportive of the project goals, although some minor changes were

requested. A

To assist with data collection and other project activities, four undergraduate

research assistants were recruited. Their participation involved a three-semester

commitment and they were required to attend weekly project meetings. These meetings

provided time for training the research assistants on data collection methods and
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education about different issues related to DV. They gained knowledge of all issues

pertinent to the project, including basic DV information, cultural issues, DV in the

healthcare setting, and basic research methodology. Furthermore, each research assistant

picked a topic of interest to her/him in the area of violence against women and led a

discussion on that topic. Their final project was to write a research proposal about that

topic.

Training of the research assistants focused on collecting data from the medical

charts and patient surveys. In addition to showing competence in collecting data, they

were required to demonstrate professionalism and sensitivity to the patients prior to

beginning data collection. Approximately one month of training was completed prior to

initiating data collection activities, and additional training occurred throughout the three

semesters.

Archival Data Collection. Prior to provider training, clinic procedure dictated that
 

all prenatal patients were screened for domestic violence through both written and verbal

methods, by a nurse and a social worker. Patients completed a written screening form that

had one question addressing physical abuse and one question addressing sexual abuse. At

the first prenatal visit, the nurse reviewed this completed form and followed-up on any

positive responses. There was also a form in the chart that the nurse completed after

verbally asking each patient about physical abuse. Finally, patients who were part of the

Maternal Support Services Program (MSSP) met with a social worker, who also assessed

for domestic violence. [Notez any woman receiving Medicaid benefits was included in the

MSSP.]
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The first step in data collection was to establish a base rate ofDV screening in this

patient population. Of the approximately 500 women seen for prenatal care in 1998, 300

were selected using a list of random numbers generated by Microsoft Excel. The 1998

patients were used to ensure that all had either given birth or terminated the pregnancy

prior to the onset of data collection. These 300 charts were reviewed for demographic

information and documentation ofDV screening or voluntary disclosure, based on clinic

forms for nurse and social worker screening at the first prenatal visit.

The principal investigator and four research assistants collected 14 data items

from each medical chart. In order to ensure reliable data collection, the principal

investigator randomly selected at least 25% of the charts reviewed by each assistant and

found an overall agreement rate of 90%, with at least 80% agreement on individual

variables. Patient ethnicity was the only variable not reaching at least 80% agreement at

the first reliability check, due to the difficulty in finding this information in the charts (as

mentioned, race/ethnicity is not included on any ofthe hospital’s standard medical

forms). The discrepancies in ethnicity data were due to the principal investigator

identifying patient race more often than the research assistants did. The research

assistants had been shown several locations in the charts where race was sometimes

recorded, but were also instructed to not spend an unreasonable amount of time searching

for this information, as it was frequently not in the charts at all.

The second chart review occurred six months after the new screening procedures

began. Medical charts of all women seen for prenatal visits during those six months, who

had either given birth, terminated a pregnancy, or transferred care to another provider,

were reviewed to determine the rates ofDV screening and disclosure. Similar to the
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initial chart review, the second review was completed by the principal investigator and

four research assistants. The information collected from the charts was slightly different

from the initial chart review, so additional reliability checks were completed. When

inadequate agreement was found for two items (primary doctor and number of visits),

additional training occurred and the charts were re-reviewed. Following this procedure,

agreement reached at least 80% on each item and over 90% for the overall charts. It is

worth noting that the discrepancies in data’collection were primarily due to the method of

record keeping of the clinic and the fact that patients often see two or three different

doctors throughout their pregnancy, making identification of a primary doctor difficult at

times.

A total of 572 charts were reviewed: 300 charts prior to the staff training and 272

charts 6-8 months after the training. Ten of the charts in the second chart review were

later eliminated because patients had not had a prenatal appointment with a doctor prior

to giving birth. In the first chart review, race/ethnicity was only identified in 38.4% of

patients. Ofthose for whom race/ethnicity was known, 57.0% were Caucasian, 25.4%

African American, 9.6% Hispanic, 2.6% Asian/Pacific Islander, and 5.4% “other”

(includes Native American, Arabic/Middle Eastern, and Turkish). The mean age of

patients was 23.81 years (S_D. = 5.32).

In the second chart review, race was known for 75.6% of patients. Two factors led

to the increase in racial data: first, greater familiarity with the medical charts allowed for

faster and more accurate chart review and second, race/ethnicity was included on the

abuse screening form and was often completed by those physicians who did screen for

DV. Ofthose patients for whom race/ethnicity was identified, 61.1% of patients were
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Caucasian, 20.2% African American, 10.1% Hispanic, 4.0% Asian/Pacific Islander, and

4.5% “other” (includes biracial, multiracial, Middle Eastern, and Native American). The

one Native American and two Middle Eastern patients were combined with the “others”

in order to increase cell sizes for data analysis. The mean age of this group of patients

was 23.91 years@ = 5.33).

The abuse data collected at the second chart review came from the Abuse

Assessment Screen that had been introduced at the provider training. Beginning the day

ofthe training, the front desk staff was instructed to insert the AAS in each pregnant

woman’s chart prior to her next appointment. Additional forms were placed in the

physicians’ work area so they would be able to easily retrieve one if a patient had been

missed by the front desk.

Provider Training. The training workshop was required for all clinic nurses and
 

residents. All clinic staff members, with the exception of one medical assistant, attended

the training. Prior to the DV training session, all clinic staff were asked to complete a

survey. Providers were informed that although completion of the surveys was not

required by the clinic, it would assist in improving health care services as well as

implementing the program as smoothly as possible. Some surveys were returned to the

researcher by mail prior to the training session and others were completed just before the

training and returned in person. Approximately six months after the training seminar,

providers were asked to complete post-training surveys. Changes in knowledge, attitudes,

perceived barriers, and screening behavior served as indicators of training impact, and

were indications of a reduction of intrapersonal barriers to screening for DV.
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The training was conducted by the researcher and the community educator from

the local DV shelter. Much of the information in the training was adapted from the

Family Violence Prevention Fund’s (The Fund) Improving the Health Care Response to
 

Domestic Violence: A Trainer’s Manual for Health Care Providers (Ganley, 1998). The
 

Fund manual integrates information about DV with information about the impact of the

cultural context on health care. One of the underlying assumptions ofthe Trainer’s

MMis that barriers to effective responses to DV victims often involve a lack of

knowledge or skills by providers, as well as system policies and procedures. The

trainings, therefore, are intended to provide information to decrease the impact ofthese

barriers. There are five 90-minute modules provided in the Trainer's Manual that are

related but can also each stand alone. These modules are: 1) Domestic Violence: A

Primary Health Issue; 2) Domestic Violence: Cultural Competency; 3) Screening,

Assessment, Intervention, and Documentation; 4) Domestic Violence: Practical

Applications; and 5) Legal Issues and Community Resources. Each module combines

didactic and interactive learning techniques, and they are intended to be adapted to the

needs and resources of the setting. Ganley asserted that provider training must be

accompanied by institutional support, such as policies and procedures for intervening

with DV victims. The clinic in this project did have that institutional support, including

hospital policies and administrative support, so the focus of the training was on individual

provider barriers.

Because of limited time, the full-day Fund training had to be condensed. Rather

than focus on only one module, several modules were combined and abridged to fit into

the 90-minute training session. The community educator introduced the general DV
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information and the researcher presented the information on health care issues and

screening techniques. The 15-hour training briefly reviewed general information about

DV, effects on women’s health and pregnancy outcome, myths, and overcoming barriers

to screening. An ongoing discussion of cultural issues was included, using examples of

the impact of culture on DV, health care, and the screening process. The workshop

concluded with a discussion of screening and assessment techniques, as well as

intervention and referral resources. An outline of the presentation is provided in

Appendix A. Attendees were also provided with handouts that allowed them to follow

along with the didactic components and elaborated on information that was introduced

during the workshop. The training workshop provided a more extensive coverage ofDV

issues than the staff had previously received. Furthermore, they were introduced to the

new screening tool that would be used with patients and the presenters modeled the

screening and discussed different ways of asking the screening questions and responding

to disclosures.

A total of 22 health care providers, including residents, nursing staff, and social

workers, completed surveys prior to and/or following the DV training. Seventeen

providers completed pretests and 16 completed posttests. Ofthese, 11 providers

completed both a pre-training and post-training survey that could be matched in data

analyses. There were six nurses, twelve doctors, two social workers, and two medical

assistants who completed surveys overall. Eight physicians, two social workers, and one

nurse completed the 11 surveys that could be matched. Overall, most respondents were

female (77.3%) and Caucasian (81.8%), while 9.1% were African American, 4.5% Native

American, and 4.5% Asian/Pacific Islander. The mean age was 37.15 (S_D = 10.19) and
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the mean number of years spent working in an obstetrical/gynecological clinic was 5.34

($2 = 6.61). There were three residents in each residency year (first, second, third, and

fourth) who responded, which represents the full residency program.

A resource manual was also developed for distribution to clinic staff providing

information on domestic violence and related issues, including community resources.

There were eight manuals given to the clinic the day ofthe provider training, to ensure

that a manual would be available to each staff person at any given time. This manual also

contained information expanding on that presented in the training. Because the training

was relatively brief, it was not possible to cover all relevant information in-depth.

Therefore, the manual was intended to serve as a supplement to the training, to possibly

address specific questions that might arise with individual patients or simply to inform an

interested provider.

Following the training workshop, the researcher met with the residents three times

to discuss problems they were having with the screening procedure and to address

questions and concerns. The residents also provided feedback on their experiences with

the screening tool, to the researcher and to each other. Issues such as screening technique

and necessary frequency were discussed. Thus, these meetings served as “boOster

sessions” to the training workshop and provided a time for residents to discuss specific

issues about DV screening that they encountered after beginning to screen patients.

Patient Surveys. After the universal screening procedure had been in place for
 

approximately six months, patients completed anonymous surveys that provided evidence

of the potential barriers to DV disclosure in the health care setting, as well as providing

feedback on the screening process as it was instituted in the clinic. Patients were
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approached by a research assistant while in the waiting area at the clinic and asked if they

would like to participate in the study. A cover sheet explained that completion was

completely voluntary and returning a completed survey implied consent. Completed

surveys were either returned to the research assistant or given to a clinic staff member to

return to the researcher. Participants were also given the researcher’s phone number in the

event that they had any questions concerning the study.

Ninety-nine patients completed this survey regarding DV screening in the health

care setting. Both pregnant and non-pregnant patients over age 18 were included in the

recruitment process. Eleven additional women who were approached refused to

participate in this portion of the study. Ofthose completing a survey, the mean age was

27.67 years@ = 9.09). Most of the respondents were single (58.2%), 31.6% were

married, 8.2% divorced, and 2.0% were separated. The racial/ethnic distribution is

believed to accurately reflect the clinic population: 56.6% were Caucasian, 23.2%

African American, 9.1% Hispanic, 6.0% biracial/multiracial, 3.0% Asian/Pacific Islander,

and 1% (1 patient) each were Native American and Middle Eastern.

Income was not assessed because this clinic is known to serve a low-income

population. In terms of educational attainment, 13.1% had less than a high school

education, 38.4% were high school graduates, 9.1% had obtained a GED, 25.3% had

attended some college, and 12.1% were college graduates. This information was not

reported by two respondents. Just over half (51.5%) of the respondents were pregnant at

the time they completed the survey. Of these women, 16% were in the first trimester,

30% in the second, and 54% in the third trimester ofpregnancy. The mean number of
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prenatal appointments the pregnant women reported having had at the time ofthe survey

was 9.4 (S_D = 8.23).

Intervention. Women screening positive for DV were referred for additional

intervention with a clinic social worker. Doctors were asked to indicate on the AAS if a

referral was made, although social worker referral for non-medical issues was a regular

part of the clinic procedures prior to implementation of this project. Thus, the

intervention component was not new to the clinic and did not require additional training

of clinic staff to complete.

Measures

Patient Survey. The patient survey was a brief, anonymous, self-report measure
 

administered six to eight months after provider training. It assessed basic demographic

information and comfort in discussing personal information with health care providers.

Patients reported their comfort in discussing DV with specific healthcare professionals,

barriers that might affect their comfort such as provider gender and race, and if they

would disclose abuse to their physicians. Patients were also asked questions about

potential barriers to a trusting patient-provider relationship, ranging from attitudes about

DV and knowledge of resources to feelings about the doctor-patient relationship. Most

questions were close-ended, with forced choice attitude questions having a 5-point scale

from “strongly disagree” to “strongly agree.” One question asked patients to list up to

five potential barriers to DV disclosure in an open-ended format. These responses were

coded according to the three-level model (intrapersonal, interpersonal, and structural) of

potential barriers to DV screening and disclosure. Some survey questions were taken

from Hayden, Barton, and Hayden (1997). See Appendix B for a copy of this survey.
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Provider Survey. The provider survey was given to all clinic staff prior to and six
 

months after the DV training session. This questionnaire assessed knowledge, attitudes,

perceived barriers, and behaviors related to domestic violence in general and specific to

pregnancy, as well as questions specific to cultural issues. Knowledge and attitude

questions were presented with a 5-point scale from “strongly disagree” to “strongly

agree,” and questions pertaining to potential barriers were also on a 5-point scale, fiom

“not important” to “very important.” Also included were questions indicating the

frequency with which certain screening behaviors occur. This survey was adapted from a

number of existing surveys, including one developed by the Department of Obstetrics and

Gynecology of the College of Human Medicine at Michigan State University (P.

Vasilenko, personal communication, March 1, 1999) and a survey developed by ACOG

(see Horan et al., 1998). The pre- and post-training surveys were matched, using a four-

digit code number as an identifier.

After analyzing the pre-training surveys, minor revisions were made that appeared

on the follow-up surveys. First, certain questions were eliminated because it was

determined that there was no connection between the item and the training, so change

would not be expected based on the educational intervention. Second, several questions in

the “attitudes/opinions” section were eliminated because of a ceiling effect prohibiting

any significant change from taking place. Finally, the section of the survey assessing

barriers to DV screening was enhanced by the addition oftwo closed-ended items and

two open-ended items soliciting additional barriers as well as suggestions for more

effective DV screening. This combination of deletions and additions to the survey kept it
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a reasonable length to maximize provider completion. The pre-training survey is in

Appendix C and the post-training survey is in Appendix D.

Some items on the survey were condensed into factors, while others were kept as

individual items, due to the importance of their individual content. Some items were

reverse-scored so higher agreement scores were desired for all items. The

knowledge/attitude items were factor analyzed, resulting in six factors. Because the

factors that were produced did not appear to have any substantive meaning, factors were

recreated based on inter-item and item-total correlations and item content, and reliability

analyses were conducted to determine if they were statistically acceptable. Based on this

process, the knowledge/attitude questions were condensed into three factors: general

knowledge about DV (3 items), personal competence/responsibility (4 items), and

barriers to screening (6 items). One item (Patients have a right to privacy aboutfamily

matters like abuse) was eliminated due to its lack of relation to any subscale. Reliability

analyses were conducted separately for the pre- and post-training surveys, the results of

which appear in Table 2. The relatively low reliability coefficient found for General DV

Knowledge on the post-training survey was primarily due to the fact that this factor only

consisted of three items, making it sensitive to small fluctuations in item means that led

to lower inter-item correlations. The mean of each item did increased fi'om pre- to post-

test; however, inter-item correlations and item-total correlations decreased on the post-

training survey.

The section of the provider survey directly assessing the importance of specific

variables as barriers to DV screening was kept separate from the knowledge items that
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indirectly assessed potential screening barriers. These items were analyzed both as a sum

score and as individual factors impacting screening.

Table 2

Cronbach’s Alpha Reliability Coefficients for Provider Survey Factors

 

 

Factor Pre-training Survey Post-training

Survey

General DV Knowledge .7417 .3138

Personal Competence/Responsibility .7605 .6549

Barriers to Screening .7350 .7312

     

Abuse Assessment Screen. This screening instrument consists of five questions
 

assessing emotional, verbal, physical, and sexual abuse, and is a modified version of the

Abuse Assessment Screen (AAS) developed by McFarlane, Parker, Soeken, & Bullock

(1992). Their instrument was found to provide valid and specific identification of abuse

in a sample of pregnant women. For each question that was answered “yes,” the patient

was also asked if the act occurred in the current pregnancy and the last time it happened.

There were also questions assessing when any abuse began and who committed the

abuse. There was space for screening at 10 visits, although no patients were screened

more than five times. At the bottom of the instrument was a place for screener initials and

an indication if a social worker referral was made. Because patient race or ethnicity is not

64



a regular part of the medical chart, it was added to the AAS for research purposes. A copy

of the AAS was placed in every woman’s chart, with the intent that the physician would

complete it at each prenatal visit. The instrument was in carbon copy format, so at the

time of the second chart review, the carbon copy was pulled from each eligible patient’s

chart and attached to the other chart data collection form, to facilitate data entry. There

was a variable included in the database to indicate if the AAS was used, in the chart but

not used, or not present in the chart. See Appendix E for a copy of the AAS.
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RESULTS

The following results are organized according to the four primary components of

the project: archival data collection (medical chart review), provider training and surveys,

patient surveys, and social worker intervention.

Archival Data Collection
 

Following provider education and training, all pregnant patients were to be

screened for DV throughout their pregnancies. It was believed that this procedure would

lead to a significant increase in the number of times women were screened and the rate of

disclosure of violence, compared with the existing clinic screening procedures.

Exploratory analyses were conducted to determine if there were differences in overall

screening or disclosure rates across racial/ethnic groups, to ascertain if race/ethnicity

serves as a barrier to effective DV screening.

Initial Chart Review. Because of the multiple screening methods used by the
 

clinic, patients could be missed on one and still screened through another. Ofthe 300

charts reviewed, there were 10 patients (3.3%) who received no screening at all,

according to chart forms. In some cases these forms were missing, in others they were in

the chart but left blank, and in other cases it was noted that the DV questions were not

asked because the partner was present during the appointment.

Of those patients screened for abuse, 12.4% reported physical abuse on the written

screening form, 2.8% reported sexual abuse on the written screening form, 16.3%

verbally reported physical abuse at the nurse screening, and 28% reported some type of

abuse to the social worker. The written and nurse screening forms specifically assess for
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DV during the past year, whereas the social workers frequently include childhood or

other past abuse on their reporting form. Thus, these data illustrate a greater rate of

reported abuse when the assessment is verbal (versus written) and screening questions are

not specific to type or recency of abuse. These results support previous research that

found a significant increase in reported prevalence of abuse when asked directly in a

verbal interview, versus self-report (McFarlane, Christoffel, Bateman, Miller, & Bullock,

1991)

Second Chart Review. A total of 272 charts were reviewed post-provider training.
 

Each chart was reviewed at least six weeks postpartum, to allow for the postpartum visit

screening to be included in the analyses. All patients who gave birth after the provider

training and had seen a physician at least once were included in the analyses. Ten charts

were eliminated from the analyses because the patient had not actually had an

appointment with a doctor prior to giving birth, negating the possibility of physician DV

screening from taking place.

In addition to the physicians using the AAS, the nurse and social worker

screenings continued. A total of six patients (2.2%) were not screened at all through these

methods. Of those patients screened for DV by the “traditional” methods, 10.7% reported

physical abuse and 0.8% reported sexual abuse on the written screening. The nurse verbal

screening had a disclosure rate of 9.9%, and the social worker note indicated 27.1% of

patients screened had experienced abuse. Because the clinic protocol for written and

verbal nurse and social worker screening did not change post-training, it was not expected

that these screening or disclosure rates would change significantly from the initial chart

review.
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A total of 46.9% of those patients seen during the reviewed period were screened

by their physician at least once, as recorded on the AAS. There was a significant increase

in physician screening during the project, as compared to the pre-training physician

screening rate of zero (p < .0001). Of those not screened by a doctor, 25.7% of charts had

the AAS but it was not used, and 28.3% were missing the AAS. A total of 87 patients

(33.2% of charts reviewed) were screened once, 23 (8.8%) were screened twice, 12

(4.6%) were screened three times, and only one patient was screened five times. The

mean number of physician screenings was 0.66 (_S_D = .87). In all but one case, if the

screening occurred at all, all four of the abuse questions (fear, verbal, physical, and

sexual) were asked.

In some cases, the AAS form was used to report that the screening was not done

due to the presence of the partner. In two ofthese cases, this situation prevented any

screening from occurring, whereas in other cases at least one screening did occur in the

partner’s. absence. Ofthe six patients who were not screened by any of the traditional

clinic procedures, two were screened by their physicians. The addition of the physician

screening did not significantly increase the number of patients screened overall, because

of the small sample who were not screened by a nurse or social worker. However, there

would be clinical significance in identifying even one more abused woman that was

missed by the traditional screening procedures.

A total of 37 patients, or 30.1% ofthose screened, disclosed some type of abuse to

their doctors. At the first screening, 0.8% reported fearing someone in their home, 15.4%

reported verbal abuse, 19.5% physical abuse, and 7.3% sexual abuse. Because ofthe

decrease in number ofwomen screened and, consequently, the number of disclosures,
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beyond one visit, these reported percentages were used as estimated rates of different

types of abuse in this patient population. These results fall within the range of other

estimates of lifetime prevalence ofphysical abuse in similar populations (Gazmararian et

al., 1996). These other studies examining violence during pregnancy did not specifically

look at prevalence of non-physical forms of abuse.

Information regarding the recency of abuse and relationship to the perpetrator

differed somewhat between nurse/social worker notes (in the second chart review) and

information obtained from the AAS. According to the regular chart notes taken by a nurse

and/or social worker, of those patients reporting abuse, 25.3% were abused within the

past year, 9.6% were known to have been abused during the current pregnancy, 19.4%

were abused 1-3 years ago, and 28.9% reported abuse more than 3 years ago. This

information was not available for 16.9% of patients reporting abuse. Based on the first

AAS screening, the majority (47.0%) of patients disclosing abuse reported abuse

occurring more than 3 years ago. Only 8.8% reported abuse within the past year, 2.9%

were known to be abused during pregnancy, and 3.6% reported abuse 1-3 years ago. This

information was missing for 17.7% of reported cases of abuse.

The perpetrator, based on nurse or social worker notes, was primarily a current

(24.1%) or former (38.6%) partner. In 9.6% of cases the abuser was a parent, 7.2% were a

family member other than parent or sibling, a friend or acquaintance in 3.6% of cases, a

stranger in 3.6% of cases, and a sibling in 1.2% of cases reported. This information was

missing for 12.0% of those patients reporting abuse. According to AAS data for the first

screening, 27.8% of abuse was perpetrated by a current partner, and 47.2% by a former

partner. A parent was reported in 8.3% of cases, other family member in 5.6%, and a
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stranger in 2.8% of those cases reported. Identification of perpetrator was missing in

8.3% of cases.

Analyses were conducted to determine if race/ethnicity impacted DV screening

and/or disclosure. Based on one-way ANOVA, abuse disclosure did not differ

significantly across race. However, there was a significant difference across racial groups

in the number of times a patient was screened, indicated by ANOVA. Post Hoc tests

revealed that Caucasian women were screened more times than women in the “other”

category, E (4, 193) = 2.836, p < .05. Table 3 illustrates this finding. When race was

condensed into a dichotomous variable, white women were screened significantly more

often than were women of color, 1 (196) = 2.614, p < .01. According to these findings,

race/ethnicity did serve as a barrier to DV screening but not to disclosure of abuse.

Therefore, it was more of a barrier to effective DV screening for physicians than for

patients.

70



Table 3

Number ofDV Screenings by Patient Race/Ethnicity

 

Racial/Ethnic Group 9 Mean number of times screened SE

 

Caucasian 121 .942 .081

African American 40 .650 . 141

Hispanic/Latina 20 .600 .199

Asian American/ 8 1 .000 .3 14

Pacific Islander

Other 9 .000 .296     
 

Note. 3 = sample size; SE = standard error.

It was hypothesized that women of color who disclosed abuse to their physicians

would do so at later visits than Caucasian women. It was believed that women of color

would require more time to develop trust in their providers, while both Caucasian women

and women of color would be equally likely to experience onset of abuse later in

pregnancy. However, only two women disclosed abuse after the first DV screening: one

patient disclosed the second time she was screened and another the third time she was

screened. The woman who disclosed at the second screening was abused the day before

the screening occurred, indicating late onset of abuse. The woman who disclosed the third

time she was asked by her physician had also disclosed one incident of abuse to the social

worker at her initial visit, and still only reported that one incident of abuse. No analyses

were conducted to determine the causes or dynamics of late disclosure, due to the small
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incidence of such an event. In this patient sample, race did not appear to impact time of

disclosure.

The only abuse reported to a physician that had not been reported to either a nurse

or social worker during their screenings was past abuse (with the exception ofthe patient

discussed above). This finding is partly due to the wording of the written and verbal nurse

screening, which specify violence within the past year. The number ofwomen who were

not screened for DV in any way did decrease after project implementation, from 3.3% to

1.5%, although it is not known if the project actually caused this result, as it was not

solely due to physician screening.

Providers’ race/ethnicity and gender were also examined to determine their impact

on overall patient disclosure rate. It was hypothesized that women would be more likely

to disclose abuse to providers of the same race/ethnicity as themselves. Exploratory

analyses were conducted to determine if provider gender impacted patient disclosure. In

order to examine the impact ofproviders’ race and gender on patient DV disclosure, two

dichotomous variables were created to indicate same/different race and same/different

gender. The analysis for same/different race was based on 198 patients, due to missing

race/ethnicity data. A Fisher’s Exact Test indicated that provider race was a significant

factor in patient disclosure, with more patients disclosing to providers of the same race as

themselves (p < .05, l-sided). There was no significant effect ofprovider gender on

patient disclosure, 760, N = 262) = 2.116, p > .05 .
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Provider Training
 

It was expected that domestic violence education would reduce barriers to

conducting DV screening by increasing providers’ knowledge ofDV and awareness of

cultural issues related to DV, changing attitudes towards DV and its victims, decreasing

the number and impact of perceived barriers to conducting universal DV screening, and

increasing the amount of self-reported DV screening as measured six months afier

training.

Figure 2 illustrates how the training workshop was predicted to impact the

providers, in terms of the theoretical barriers model to DV screening. The training was

expected to primarily affect barriers at the intrapersonal level, by increasing knowledge

and changing attitudes. The training was also expected to improve providers’

interpersonal skills in discussing abuse with their patients, as well as raising their

awareness of the impact of their screening behavior. Although the workshop was not

designed to actually change any barriers at the structural level, it had the potential to

indirectly affect these barriers by changing perceptions and raising awareness of their

impact.
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Figure 2. Direct and indirect effects of training on provider barriers to domestic violence

screening.

There were 17 pre-training surveys completed by 9 physicians, 2 social workers, 4

nurses, and 2 medical assistants. The follow-up surveys were completed by 11

physicians, 2 social workers, and 3 nurses. There were matched surveys available for 11

respondents: 8 physicians, 2 social workers, and 1 nurse.

Based on the matched sample of 11 providers, significant positive differences

were found for the following items/factors: 1) How confident do youfeel aboutyour skills

in askingpatients about domestic violence; 2) Howfiequently do you ask direct, specific

questions about abuse; and 3) Competence/responsibility in addressing DV with patients

(p < .05 for all differences). When only the matched surveys for the eight doctors were

examined, confidence in screening skills and the competence/responsibility factor were
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significantly higher at follow-up (9 < .05). The barriers to screening factor was significant

lower (p < .05), indicating physicians’ perceptions of potential barriers had changed in a

positive direction. Therefore, the training workshop and additional experience with DV

screening increased physician’s sense of competence and responsibility in screening for

abuse, and decreased the perceived barriers present to screening. Their self-reported rate

of screening did not increase, in contrast to the actual AAS data.

Items from the “barriers” section ofthe survey were summed to create a total

score of the importance of barriers in DV screening. Repeated measures ANOVA was

planned, but due to the small sample size, between subjects analyses could not be reliably

conducted. Using paired samples t—tests, some significant differences were found between

the pre-training survey and the follow-up survey.

First, there was no significant difference in the providers’ ratings ofthe total

importance of barriers in their decision to screen for UV before and after training.

However, it is interesting to examine the specific barriers that were identified as having

some importance. The barriers were rated according to the following scale: 1= not

important; 2 = slightly important; 3 = somewhat important; 4 = quite important; and 5 =

very important. On the pre-training survey, time constraints was given the highest rating,

but the mean was only 2.59 (S_D = 1.18). Of all provider responses on the follow-up

survey Q1 =15), several barriers received mean ratings of greater than 3.00: language

barriers M = 3.60, S_[)_ = 1.12), time constraints (M = 3.33, S_I_)_ = 1.05), and the presence

of the patient's partner (M = 3.33, S_D_ = 0.98). The 11 physicians responding rated the

presence of the patient’s partner as the most important barrier to screening M = 3.55, §I_)

= .93). Thus, the overall ratings of the importance of these barriers to screening actually
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increased at follow-up; although it was not a significant change, it was in theopposite

direction as expected. This finding is also in contrast with the decreased endorsement of

barriers in the “knowledge” items on the survey.

On the open-ended item asking providers to list up to five reasons why they may

have had difficulty screening all patients for DV, few responses were given. Those

responses that were provided primarily reiterated the close-ended section, such as time,

partners unwilling to leave the room, and language barriers with the partner as translator.

One provider noted that some patients are only seen once before delivery and if the

partner is present at that time, screening will not occur. In a high-risk patient population

where late (or no) prenatal care is common, this issue is likely to be more prevalent.

Another response noted that sometimes patients will reveal more once you have

developed a relationship with them, which. recognizes the importance of the interpersonal

relationship in effective DV screening.

There was minimal change in providers’ knowledge of institutional policies

following training. Prior to training, 59% of respondents were aware that there is a

written protocol for patient DV screening; 6% believed there was not, and 35% did not

know. On the follow-up survey, 62.5% of respondents knew of the written protocol,

while 18.8% did not know. However, the number who replied that there is no written

protocol increased to 18.8% of respondents. No significant relation was found between

the pretest and posttest responses on this item. Since that written policy was discussed in

the training session, this finding was surprising. The number of providers who stated they

conduct a one-on-one discussion with each patient increased from 76.5% to 87.5%,

although this does not represent a significant change.

76



In providing suggestions for incorporating DV screening into prenatal care,

responses indicated that once it becomes routine, it becomes easier—both in terms of the

providers’ ability and in explaining to patients why it is being done. Longer-term

evaluation of this project would be necessary to determine if this response was reflected

in actual screening behavior over time. Finally, in evaluating the training session, 80% of

respondents agreed/strongly agreed that it was helpful. In addition, 93.7% ofthose

responding indicated that they are increasingly comfortable asking patients about partner

violence; only one provider disagreed with this statement. These responses support the

value ofthe DV training workshop.

Survey of Patients
 

Clinic patients were surveyed to provide their perspective on instituting an

effective universal DV screening protocol. It was expected that overall, patients would

support the concept of universal screening and report feeling comfortable with the

discussion, but that women from minority groups would report more barriers to

disclosure and less overall comfort in disclosing abuse to a health care provider.

First, patients’ views on what behaviors define domestic violence were assessed,

producing information that is important to ”consider in implementing screening

procedures. While most women reported acts of physical abuse as examples of domestic

violence, a number did not identify emotional, verbal, or sexual abuse as acts of domestic

violence. These results emphasize the need to include specific assessment questions when

screening for abuse. Table 4 provides the percentage of respondents that identified each

statement as describing domestic violence. .
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Table 4

Patients’ Definitions of Domestic Violence
 

 

 

STATEMENT % ENDORSED

Pushing, shoving, slapping, punching, kicking, choking 96.0

Assault with a weapon 89.9

Holding, tying down, or restraining you 89.9

Threats of harm, or intimidating you 83.8

Keeping you from seeing your friends or family 65.7

Degrading, humiliating, or making you feel bad about yourself 72.7

Trying to make you perform sex acts against your will 85.9

Hurting you physically during sex or assaulting your genitalia 84.8

Forcing you to have sex without protection against pregnancy or 80.8

sexually transmitted diseases    
Patients were asked, on a scale of 1-5 (very uncomfortable to very comfortable)

how comfortable they would be discussing abuse with a nurse, doctor, clinic social

worker, and community counselor. The means were slightly above “not sure,” with no

significant differences between provider types: 3.14 @ = 1.55), 3.24 LSD = 1.61), 3.19

(SD = 1.56), and 3.22 QT; = 1.52), respectively. These averages are partly a result of U-

shaped distributions on each response. In reporting how comfortable they would be

talking with a nurse, 25.0% responded very uncomfortable, 12.5% somewhat

uncomfortable, 11.5% not sure, 26.0% somewhat comfortable, and 25.0% very

comfortable. For comfort with doctor, 25.8% reported very uncomfortable, 9.3%
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somewhat uncomfortable, 12.4% not sure, 20.6% somewhat comfortable, and 32.0% very

comfortable. For comfort with a clinic social worker, 24.0% responded very

uncomfortable, 12.5% somewhat uncomfortable, 12.5% not sure, 22.9% somewhat

comfortable, and 28.1% very comfortable. Finally, for comfort in talking with a counselor

in the community, 22.1% reported they would be very uncomfortable, 12.6% somewhat

uncomfortable, 13.7% not sure, 24.2% somewhat comfortable, and 27.4% very

comfortable. Figure 3 illustrates the distribution of responses regarding comfort in

discussing abuse with a physician.
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Figure 3. Patients’ Comfort in Discussing DV with their Physicians.

Over half (57.6%) of respondents reported that their doctor had asked them about

DV, and this proportion increased to 76.5% when only considering pregnant patients,
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whom the screening was targeting. These percentages are substantially higher than those

screened according to AAS data (46.9% were screened with the AAS). It is possible that

some physicians did discuss DV with their patients without completing the AAS form,

which was seen by some as inconvenient additional paperwork. Alternatively, patients’

recollections ofDV screening may simply have differed from the actual occurrence of

formal screening.

There were two questions assessing whether or not the respondent would disclose

abuse to her doctor, if asked. One question asked for a “yes” or “no” response, while the

other was answered on a 5-point agreement scale. Ofthose responding to a yes/no

question, 89.2% reported they would tell their doctor if they were being abused, if the

doctor asked. Six respondents did not answer this question. On the agreement scale,

70.1% indicated they would tell their doctor if they were being abused (strongly agree or

agree), while only 7.2% stated they would not do so (strongly disagree or disagree).

Another 22.7% responded they were unsure. These data support previous research

indicating that women will disclose abuse if asked directly.

On a 5-point scale of agreement, most patients (71.5%) reported being

comfortable discussing personal issues with their doctor. Approximately 67% of

respondents stated they are more comfortable discussing abuse with a female doctor,

while only 20.4% are more comfortable discussing abuse with a male doctor. These

results do not indicate that patients will not discuss abuse with a male doctor, but that

fewer prefer a male doctor over a female doctor. In reporting if they are more comfortable

discussing DV with a doctor of the same race, 67.3% disagreed or strongly disagreed,

while 20.4% agreed or strongly agreed.
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Several closed-ended questions assessed potential barriers to DV disclosure,

indicating that some items are not significant barriers as was believed. In response to the

statement, “I believe that domestic violence should not be discussed outside the family,”

83% strongly disagreed or disagreed, and only four patients responded in agreement. The

majority (88.6%) of patients also disagreed with the idea that they would be offended if

their doctor asked them about domestic violence. Another statement read, “I would be

concerned about discussing abuse with my doctor because ofhow my partner would

react.” Of those responding, 66.7% strongly disagreed or disagreed, while 18.7% agreed

or strongly agreed. It is possible that more women did not identify this item as a barrier,

because such a concern might not occur to a non-abused woman. It is likely that the

percent who agreed would be greater in a sample of abused women. Concern about being

treated unfairly by the police as a barrier to disclosure was also assessed, with only 21%

of respondents agreeing that this was a concern. Surprisingly, 82.4% of respondents

indicated they would know where to go for help if they were being abused, implying that

appropriate referrals are not the greatest need for these women.

Analyses were conducted to determine if patient demographics impacted

responses on the survey. For the analyses involving race/ethnicity, the revised categories

of race were used in order to increase cell size; the biracial and multiracial categories

were combined, and the Native American and Middle Eastern categories were grouped

with “other.” Because some ofthese cells remained rather small, some analyses were also

conducted with a dichotomous race variable (white/non-white).

Analysis of variance indicated that Asian/Pacific Islander women were

significantly more likely to respond that they felt more comfortable with a doctor who
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was the same race/ethnicity as themselves, as compared to white women, F (5, 92) =

2.372, p < .05. However, this result was based on a group of three Asian women. When a

t-test was run with the dichotomous race variable, women of color were not significantly

more likely to endorse this statement, although the difference neared significance, 3 (96) =

-1.976, p < .10. There were no significant differences between racial groups on the 5-

point scale item regarding disclosing abuse to a doctor; however, there was a significant

difference in the dichotomous yes/no question about disclosing abuse between white and

non-white women, with white women reporting they would be more likely to disclose

abuse, 980, N = 93) = 6.667, p < .01. This finding is inconsistent with the AAS data, in

which race/ethnicity did not affect rate of abuse disclosure. The impact ofrace should be

considered by health care providers whose screening behavior may also be impacted by

patient race; findings suggest that Caucasian women are more likely to be identified as

abused, possibly leaving women of color without services.

The only relation that patient age appeared to have with the domestic violence

questions was the item regarding fair police treatment ifDV was reported. Age was

positively correlated with this item (9 < .05), indicating that older women feared unfair

treatment more than younger women did. It was also found that marital status was related

to this item, with separated women also more likely to anticipate unfair treatment, I: (3,

90) = 2.879, p < .05. However, only two women were in the “separated” group, and they

were above the mean age, indicating a possible spurious relationship. There was also a

relation found between education level and comfort discussing personal issues with one’s
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doctor, but post hoc tests revealed no significant difference between groups, due to lack

of power.

Barriers to Disclosing Domestic Violence. On the survey, patients were asked to
 

list up to five reasons why they might not tell their doctor if they were being abused.

Forty respondents listed at least one barrier in this section. A total of 122 responses were

provided that could be coded into one of the three levels in the theoretical barriers model:

intrapersonal, interpersonal, and structural. Several respondents wrote that they would

definitely tell their doctor or they had no reason to not tell, and these responses were not

coded as barriers. Table 5 provides a smnmary of responses within each level of the

model. Items at the intrapersonal level included feelings and other internal states.

Interpersonal responses included items specific to the doctor-patient interaction or

consequences from the doctor, as well as references to other relationships, such as

consequences from the batterer. Items were coded in the structural category if they either

referred to a system, such as child protective services or the police, or something specific

to the clinic setting, such as the presence of others during screening. Most ofthe

responses (76) fell in the interpersonal level, with 32 responses at the intrapersonal level.

Structural barriers were the least frequently reported, with 14 responses in that category.

The most frequent response overall was concern about the consequences of telling the

doctor. In many cases, the fear was from not knowing what the consequences would be,

which is a barrier easily reduced by improved communication. Fear of repercussions fi'om

the abuser was also a common response in the interpersonal category. The most prevalent

response in the intrapersonal category was shame/embarrassment.
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For the 40 women who responded to the open-ended barriers question, analyses

were conducted to determine if race/ethnicity impacted the number or type of barriers that

were identified. Analyses were first conducted across race/ethnicity categories using

ANOVA, finding no significant differences. Because of the small sample sizes in some

ethnic groups, additional analyses were conducted withfthe dichotomous race variable to

examine differences between white and non-white respondents. There were no significant

differences between racial groups in the number of barriers listed within each category

(intrapersonal, interpersonal, and structural), or in the total number of barriers listed.
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Table 5

Barriers to Disclosing Domestic Violence to a Physician
 

 

 

Depending on the kind of abuse

I can handle things on my own

You love the abuser

You don't care

You're pregnant by the abuser

Wouldn‘t want to feel guilty

Wanting to deny it was

happening

  

 

listen (4)

They might look at me, treat me/spouse

differently (4)

Negative response (2)

It wouldn’t help (2)

Interactions with Doctor (6)

Doctors are not concerned, are always in

a hurry (2)

Don’t know if you can trust him/her (2)

Doesn't make me feel comfortable

talking to him

If doctor was a jerk

 

Consequences from Partner (19)

Fear of partner finding out (7)

Situation might get worse (3)

Threats from partner (3)

Partner might try to kill me (2)

Fear of mate hurting family for spite

Being kicked out of home

In danger if I told

If I was dead

Other

Fear (15)

Don’t want anyone to know (9)

What would people (family/friends)

think? (5)

Afraid for your children (2)

 

 

INTRAPERSONAL INTERPERSONAL STRUCTURAL

Shame/Embarrassment(18) Consequences from Doctor/Staff (20) Fear of children being

Discomfort (3) Who doctor might tell, what they might taken away (6)

Don’t want to be alone (3) do (8)

Sadness They might not believe, understand, or If others (partner,

children, partner’s

family) were present (5)

Don’t want police

involvement/concem

about getting in trouble

(3)

 

Note: Numbers in parentheses are the number of times a response was given; one

response was given if there is no number listed.
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Intervention
 

When women disclosed abuse to their physicians, they were to be referred to a

social worker for further intervention and community referrals. The patient was either

seen immediately after her prenatal appointment, or an appointment was made for a later

date at the time she checked out. As mentioned, a total of 37 women disclosed DV when

screened by a physician. At the first screening, 15 referrals were made. Ofthese, 11 were

to the clinic social workers, 2 were to other community agencies, and 2 were unknown.

At the second screening, three referrals were made, all to a clinic social worker. Only one

referral was made at the third screening, which was also to a social worker.

In some cases in which no referral was made according to the AAS, the doctor

noted on the AAS that a referral was not made because the patient refused it. This was

often the case when the abuse was in the past, suggesting that the patient felt she no

longer needed counseling or other intervention. Because the AAS did not specifically

assess reasons for not making a referral, it is not possible to account for all of the patients

who disclosed DV who did not receive a referral. It is also not possible with the available

data to determine how often physicians offered referrals that were refused, versus how

often the physicians failed to make an appropriate referral. Verbal communication with

the clinic social workers revealed that the only situations where a patient was not seen

immediately after disclosing abuse did involve past abuse, and where there was no

immediate need for intervention. In those cases, the social worker made contact with the

patient later, to ensure that no intervention was needed.
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Because the social workers were already on-site and doctors regularly made

referrals to them for psychosocial issues, this component of the project did not require

behavior change by clinic staff. In a setting where this intervention system was not

already in place, additional training and evaluation would be necessary to ensure that

patients were receiving appropriate services. It would also be important to conduct

additional follow-up with those women who refused or did not receive referrals, to ensure

that no intervention was needed.
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DISCUSSION

Health care providers in the Obstetrics and Gynecology Residency Program Clinic

at Sparrow Hospital received DV education and were trained to do universal screening for

domestic violence. This project expanded the current clinic training and procedures by

providing more in-depth DV education and encouraging the physicians to screen every

woman at every prenatal visit, versus the nurses and social workers only screening a

patient at her initial prenatal visit. The focus was on decreasing provider barriers to

screening. The project was not intended to impact patients directly. Rather, it was

believed that the impact on reducing provider barriers and improving screening behavior

would indirectly impact patient barriers and increase disclosure. The project was

evaluated through four main components: 1) archival data collection through medical

chart review; 2) provider training evaluated through pre- and post-training surveys; 3)

patient surveys assessing their views on DV and comfort with discussing DV with health

care providers; and 4) providing social worker intervention for those women disclosing

abuse to their physicians.

Archival Data Collection
 

Prior to project implementation, all women seen in the clinic for obstetrical care

were screened for DV as part of their intake interview with a nurse, as well as with a

social worker if the patient qualified for the Maternal Support Services Program. Thus, it

was believed that screening at the initial visit was 100% and 0% at subsequent prenatal

visits. There is evidence that continued screening throughout pregnancy is necessary to

maximize identification of abused women (McFarlane et al., 1992). Whether because of
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the need to build trust or because abuse did not begin until later in the pregnancy, it was

believed that DV screening at all prenatal visits would lead to a higher rate of disclosure.

The number of screenings prior to disclosure was used as an indication of trust-building

over time, while a question on the AAS would determine if there was late onset ofDV

during the pregnancy. It was expected that lack of trust would present as a greater barrier

to DV disclosure for women of color than for white women.

The chart data indicate that a substantial number ofpatients had experienced, or

were currently experiencing, abuse by an intimate partner. Physician screening lead to the

greatest report of abuse (30.1%), partially because this screening included verbal,

physical, and sexual abuse, while the traditional screening methods focused on physical

and sexual abuse only. The large number of abused women that were being identified

prior to this project shows that this clinic did have commendable screening procedures in

place, although the physicians were not difectly involved. The overall number of missing

written or verbal nurse and social worker screening forms did not significantly change

over time, although the number of patients who were not screened at all did decrease. It is

possible that the researcher’s presence in the clinic served as a reminder to the other staff

to conduct the DV screening that had already been in place as clinic procedure. Had the

clinic not already had a DV screening protocol in place, the physician screening would

likely have identified a greater number of previously unidentified abused women than it

did, since close to half of all pregnant women were screened by a physician in the six-

month period of study.

Statistical comparisons across screening methods (physician versus “traditional”)

could not be made due to the different assessment forms used. However, there were some
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noteworthy differences in the information obtained from each of the two methods. For

instance, there were differences concerning recency of abuse between the different

screening methods, although both rates do fall within the range found in other studies of

violence during pregnancy (Gazmararian et al., 1996). It is not known why there were

such differences in reporting of the last occurrence of abuse. One possible reason why the

prevalence of abuse in the past year was greater for the “traditional” screening is the way

in which this information was obtained from the records. The written forms (which are

reviewed verbally by a nurse) specifically ask if abuse has occurred within the past year.

If a patient answered “yes” to this query and no further information was available, the

patient was coded as having experienced abuse within the past year in the database. If

there was information in the chart concerning when the abuse occurred, it was sometimes

possible to determine if it was or was not during the current pregnancy. Therefore, this

information was not always obtained directly by asking the patient, as it was on the AAS

that was completed by the physicians. It is possible that fewer women verbally disclosed

recent abuse, although a nurse or social worker may have inferred it (either correctly or

incorrectly). It is also possible that women who had been abused longer than one year ago

responded “yes” to the written screening items, and were coded incorrectly as a result.

Because the physician screening did not specify abuse in the past year, physicians

identified more past abuse than the written screening forms, changing the proportions. It

is also expected that differences arise when several forms of abuse (emotional, verbal,

physical, and sexual) are grouped together, versus determining recency of abuse

specifically for each type of abuse.
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Past abuse was more commonly reported than ongoing abuse, but this finding

does not lead to the conclusion that screening is not important. First of all, approximately

one-quarter of those women reporting abuse were abused by their current partner, leaving

the possibility of recidivism. Second, the effects of past abuse, particularly sexual abuse,

can continue to impact a woman’s health, including pregnancy outcome. Finally, there is

the possibility that women in currently abusive relationships did not disclose the abuse as

often as those women who were no longer being abused, due to barriers such as shame

and fear that might be more salient for a woman in an ongoing abusive relationship.

The impact of race/ethnicity on the patient-doctor interaction was also examined

through the chart data. It was hypothesized that having a provider that was a different

race and/or gender would be a barrier for some women during DV screening. Also of

interest was the potential for physicians’ biases in conducting DV screening, being either

more or less likely to screen for abuse in a minority patient.

Although the data presented here suggest that abuse disclosure is not dependent

on patient race, this conclusion is based on the assumption that there are equal rates of

intimate partner violence across racial and ethnic groups. Although this assumption has

been supported empirically (e.g. Cokkinides & Coker, 1998), the numerous problems in

estimating prevalence and incidence of violence prevent any final conclusions from being

drawn based on the available data. If it were known that in this patient population there

were equal rates ofDV across racial/ethnic groups, then the AAS data would show that

patient race did not impact whether or not a patient disclosed abuse to her physician. One

should also consider the patient survey finding that white women reported being more

likely to disclose abuse, and interpret these data with caution.
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The finding that white women were screened more fi'equently than women of

color was unexpected, and is an important finding to consider when working on the issue

of domestic violence and health care. It is possible that racism contributed to this finding;

for example, doctors may be more accepting of violence in minority groups and therefore

less likely to query about abuse. Alternatively, the doctors may have feared that their non-

white patients would perceive them as racist, i.e. only asking about abuse because of their

race. Another possibility is that language barriers contributed to the significant difference

in screening rates. Providers did not screen for DV if the patient did not speak English,

especially if her partner or another family member was serving as an interpreter. Even in

cases where the patient spoke some English, the language barrier may have dissuaded the

provider from conducting the screening. The possible explanations for this finding

include race as a barrier at both the intrapersonal and interpersonal levels, and even

potentially the structural level is there is institutionalized racism. Because of the

importance of this issue, further investigation should attempt to discern the cause of the

discrepancy in screening rates. Whatever the cause, health care providers need to be

aware of the impact of race on the DV screening process and the apparent tendency to

screen white women at greater rates than women of color. If race is a barrier to

identification of abuse, then women of color are less likely to receive appropriate

intervention.

It was not possible to examine the factors influencing disclosure after multiple

screenings, due to the small number ofwomen that were screened multiple times and the

even smaller number that disclosed abuse after the first physician screening. There was

not a significant difference in the total number of visits between women who did disclose
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abuse and those who did not, but the first AAS screening did not always occur at the first

physician visit. Some doctors did screen for DV at the first prenatal visit, while others did

not first screen a patient until later in her pregnancy. AAS use began with all pregnant

patients, regardless of the age of gestation, at the time of project implementation,

contributing to this inconsistency. Although physicians were asked to record the date of

each screening, this was rarely done. Therefore, there is not enough information available

in the chart records to firlly examine the issue of trust-building between doctor and

patient, and how that might impact DV screening and disclosure.

The chart data show that provider gender did not impact patient disclosure of DV.

However, provider race did affect disclosure, with more women disclosing abuse to

providers of the same race as themselves. This result may have been influenced by the

fact that 61% of the patient screened were white, as were 82% ofthe physicians that did

the screening. Thus, it was simply more likely that a patient and doctor would both be

white, and therefore more likely that a patient would disclose abuse to a physician of the

same race. However, this finding may also be a consequence of a racial barrier at the

interpersonal level.

While recommendations of direct questioning are the norm in the literature on DV

screening, some researchers have suggested that more indirect questioning may be useful,

such as when cultural differences are present, in order to seem less judgmental (Gerbert,

Caspers, Bronstone, Moe, & Abercrombie, 1999). Gerbert, Caspers, et al. also found that

screening rarely led to direct disclosure; rather, physicians reported patients hinting at

abuse, or showing signs in their body language or hesitation in responding. Gerbert,

Abercrombie, Caspers, Love, & Bronstone (1999) described a complex “dance” between
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providers and patients, involving both direct and indirect communication by each party.

This dance sometimes led to identification of abuse, but the patients’ sense of being

validated by the provider was independent of identification, and was a vital step in the

process of seeking help. The experiences of physicians in the Gerbert, Abercrombie, et a1.

study led them to redefine the desired outcome of screening to be compassionate asking,

rather than disclosure. Showing concern and validating an abused woman’s experience in

a nonjudgmental manner may be a first step towards providing further intervention. Many

battered women will not disclose abuse, but knowing that their physician cares and is

available if they do choose to disclose at a later time may be considered a successfirl

intervention.

Because the current project focused on direct screening and disclosure, the subtle

signs or hints from patients may have been missed by the physicians, who were not

necessarily trained to recognize them. Likewise, the actual disclosure rate may not

represent all of the abused women helped by the physician screening. A true assessment

of the indirect communication that may have occurred between patients and physicians

during the screening process would be extremely difficult, if not impossible, to quantify.

Previous research on these subtle behaviors has relied on qualitative data and small

sample sizes. In this study, these data were not recorded in a systematic manner.

Overall, the results indicated that physician screening in addition to nurse and

social worker screening did not significantly increase the rate ofDV disclosure. However,

training all clinic staff so that indirect questioning and validation can occur is important,

and the clinic should identify at least one group of professionals that will continue to

screen for DV throughout pregnancy. Future training of health care providers might also
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include a discussion ofthe indirect forms of disclosure, as well as the importance of

screening in absence of a direct disclosure.

Provider Training
 

A 1.5-hour educational seminar was presented that covered general issues ofDV

and its potential effects on pregnancy, cultural issues related to DV, and reducing barriers

to universal screening. The overriding theme of the training was reducing provider

barriers at the intrapersonal, interpersonal, and structural levels. It was expected that this

training would not only impact knowledge and attitudes, but also decrease the number of

perceived barriers to conducting universal DV screening and increase behaviors related to

DV assessment.

The true impact of the provider training, as assessed by the surveys, cannot be

completely discerned from the small number of matched surveys that were available for

analysis. However, the finding that providers’ comfort and confidence in screening for

abuse did increase over time is an indication of project success. Clinic staff indicated that

screening became easier as it became more routine and as they gained experience

discussing abuse with patients. They also reported that the training workshop was useful

to their practice. Thus, while their awareness of barriers to screening may have increased

over time, growing experience may have assisted these providers in identifying means of

reducing or circumventing these barriers. More extensive evaluation would need to be

conducted to determine if their screening effectiveness actually improved overtime as

well.

The providers’ increased ratings of the importance of several barriers were an

unexpected finding. It may be that the providers were more aware of the barriers to
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screening once they increased their attempts to screen for DV. It is also interesting to note

that the most important factors affecting their decision to screen were those at the

structural level. The few responses by providers on the open-ended question regarding

reasons they may have not screened also point to the need for structural changes that

allow for a private discussion to occur between patient and doctor. It is also notable that

the knowledge items assessing perceived barriers showed a change in the opposite

direction. It may be that these items weie actually measuring different phenomena,

adding to the complexity in identifying barriers in the DV screening process.

The physicians’ primary barriers to screening throughout pregnancy—time and

presence of patients’ partners—remained barriers after the project’s completion. While

these physicians perceived time constraints to be an important barrier, some research

indicates that patients understand physicians’ busy schedules and do not expect a lot of

time from them. Rather, they desire direct questioning which acknowledges the abuse and

an appropriate referral for further intervention (Rodriguez et al., 1996). It does not require

a great deal of time to convey compassion and understanding for a patient. It may be that

a combination of structural/procedural changes and providing more intervention

resources for referral would reduce physicians’ perceived barriers to DV screening.

Several ofthe identified barriers are issues that need to be addressed at the

administrative level of the clinic. Systemic changes need to be made to actually reduce

the impact of these barriers. For example, clinic procedures need to be adjusted so

physicians have time to interact privately with their patients, without alienating or raising

the suspicions of the partners that accompany them to prenatal appointments. While

training and educational interventions may increase individual providers’ skills and
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willingness to screen for DV, the structural barriers cannot be removed through a short-

tenn intervention such as the one presented here. Discussions did occur with the residents

concerning how they might deal with asking a patient’s partner to briefly leave the exam

room, but more extensive clinic changes are necessary to overcome the doctor’s hesitancy

to do so. If such a procedure were standard for all patients, it would save the physician

from having to find creative solutions on a case-by-case basis. Administrators can be

made aware that these structural barriers are among those inhibiting effective universal

DV screening and assisted in finding innovative ways to change the clinic structure to

reduce such barriers.

Patient Survey
 

Previous research indicates that women will frequently not initiate discussion

about DV with their physicians, but they often do want the physician to inquire about

abuse experiences and will disclose abuse if asked (Friedman et al., 1992). In the current

study, it was not known if the screening procedures that were being initiated by

physicians were welcomed by all patients. It was also not known what specific factors

might prevent a patient in this clinic from disclosing abuse to her physician. As a way to

inform this project, patients were surveyed six months after the universal screening

procedure had been initiated on their comfort with discussing abuse with healthcare

providers, and perceived barriers to open patient-physician discussion about DV. Surveys

were given after the new screening procedures had begun, rather than prior to their

implementation, so responses would reflect patients’ actual experiences with screening,

versus their beliefs about how they thought they would react to physician screening.
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In addition to attitudes about DV screening, patients’ definitions of DV were

assessed. It was found that while most women identified acts of physical abuse as

domestic violence, acts of emotional, verbal, and sexual abuse were not identified as

abusive by as many women. These results support the need for multiple and specific

screening questions, such as those on the AAS. If patients are only asked if they have

been victims of abuse or violence, some patients may respond negatively when in fact

they have been subjected to non-physical acts of abuse. It is also important for health care

providers to ascertain whether the patient sees herself as abused or not, even if she does

disclose acts of violence.

As expected, the majority of patients indicated that they would disclose DV to

their physicians if they were asked. Although abuse history was not assessedin

respondents, previous research found that a history of physical abuse did not affect

likelihood to disclose or patient support for routine screening (Friedman et al., 1992). The

women in this clinic sample did not report a preference for a particular health care

provider to conduct the screening. It appears that if a woman is comfortable discussing

abuse at all, then she is comfortable with each provider to a similar degree. If a woman is

uncomfortable, then it does not matter who is conducting the screening. However, even a

woman who is uncomfortable may still disclose abuse, as evidenced by the majority of

patients indicating they would disclose abuse if asked, compared to the number reporting

discomfort. It may be that women are accustomed to discussing personal, sometimes

painful, issues with health care providers, despite any discomfort they may be

experiencing.
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While only a small proportion of patients reported being more comfortable

discussing DV with doctors of the same race as themselves, there was some indication

that women of color endorsed this idea more than Caucasian women did, with a trend

towards significance. In addition, white women were more likely than women of color to

report that they would disclose abuse if asked by their doctors. This finding is in contrast

to the medical chart data, which found that race did not affect disclosure of abuse. As

mentioned, however, that conclusion is based on the assumption of equal preValence rates

of DV. The discrepant findings from the tWo data sources point to the need for more

research on this issue. Furthermore, health care professionals conducting DV screening

should be aware that race may act as a barrier to abuse disclosure for women of color.

It is also important to consider the setting when interpreting the results found

here. In a residency clinic, patients do not often choose their doctor. In a private setting,

where a woman has selected her physician, different barriers may be present. For

example, a woman of color who is more comfortable with a doctor of the same race may

choose such a doctor in private practice, eliminating race as a potential barrier to open

communication. Physicians in clinics such as the one studied here need to beaware that

barriers such as race may be present to a greater degree than in a private practice.

The potential barriers to DV disclosure reported by patients on the open-ended

portion of the survey add particularly important information to the scant literature in this

area. Few studies have examined barriers in the screening process from the patients’

perspective, focusing instead on health care professionals’ perspectives. In addition,

many studies have not included a theoretical rationale for explaining barriers to DV

screening and disclosure. Those studies that have addressed patient barriers frequently
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focus on the interpersonal level, specifically examining doctor-patient communication

(e.g. Plichta et al., 1996). While the majority of barriers reported did fall at the

interpersonal level, the Barriers Model allowed for an examination of barriers at other

levels as well.

The results of the patient survey identified interpersonal barriers as the most

common barrier to disclosing DV. Within this level, fear of consequences from the doctor

or retaliation by the partner were the most frequently reported. Among the intrapersonal

barriers named, shame/embarrassment was the most common. Finally, structural barriers,

such as concern about societal systems intervening, were mentioned, although not as

frequently as barriers at the other two levels.

According to these responses, there are steps that providers can take to decrease

the impact of certain barriers. By explaining clearly to their patients what they will do in

the event of a disclosure, through open and sincere communication, physicians may help

to ease patients’ concern ofthe unknown and lead to increased disclosure. It seems that

being unsure of what will happen is preventing disclosure, and reassuring women of

confidentiality and explaining what services will be made available may lessen the effects

of this barrier. Patients also reported barriers that represent the realities of battered

women, such as justified fear of partner retaliation and shame in telling anyone about the

abuse. Understanding these realities may help providers to better communicate with their

patients. Although they cannot eliminate them as barriers, showing understanding,

validation, and respect may help a battered woman feel safer in disclosing the abuse.

In terms of culture, race/ethnicity was not specifically reported as a barrier to

disclosure by patients and no significant differences were found in responses across
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patient race/ethnicity. However, other cultural issues can be seen in patient responses. For

example, the traditional culture of healthcare, including the power differential between

patients and doctors, is reflected in patients’ concern for consequences from the staff and

reports of negative interactions with their physicians. If a patient does not feel like she

has control over the information she shares with her physician, then she will likely

disclose less. Furthermore, fear of their children being taken away or other negative

societal involvement reflect the greater culture of our society, which continues to blame

women who are abused by their partners. Most of the respondents were low-income, and

these structural level responses may also reflect classism that they have experienced both

in and outside of the health care setting.

The patient survey responses can be used to improve DV screening practices. First

of all, providers can be made aware of these perspectives and trained in how to address

these barriers with their patients. Second, policies and procedures can be revised and

adapted to incorporate the needs ofthe patients. For example, women in this clinic

reported the presence of their partners as a barrier to disclosure (which was also a

common barrier reported by physicians). Clinic protocol can be modified to allow for

there to be a standard portion of the prenatal exam when doctor and patient are alone and

screening can take place. In addition, physicians in those states that have mandated

reporting ofDV from health care providers should take into account that this policy may

decrease disclosure of abuse for fear of system involvement.

As mentioned, most research on DV screening in the health care setting examines

barriers from the provider’s perspective. These are certainly important barriers to address,

but it is also necessary to consider the patient’s perspective. In this study, the majority of
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patient barriers were at the intrapersonal and interpersonal levels, while most reported

provider barriers were structural. The provider training addressed provider barriers at the

intrapersonal and interpersonal levels. Thus, only addressing barriers at one level alone

will not increase identification of abuse women. Removing the structural barriers may

assist doctors in doing the screening and may increase disclosure to some extent.

However, until medical professionals also address those barriers that the patient is facing,

there will continue to be women who are not comfortable disclosing their abuse

experiences. Considering the substantial impact ofDV on women’s health, it seems that

all members of the medical community would want to maximize disclosure. This will

only happen if change addresses both providers’ and patients’ needs.

It is important to note the overlap between the three levels in the Barriers Model,

particularly between intrapersonal and interpersonal. In fact, arguments can be made to

shift some barriers from one category to the other. While this overlap makes quantifying

the barriers difficult, it is a good indication of the complexity ofthe screening and

disclosure process. In one recent study, providers identified patients’ unwillingness to

disclose the abuse, and other patient-related factors, as a primary barrier to effective

screening and intervention (Rodriguez, Bauer, McLoughlin, & Grumbach, 1999). Perhaps

being educated on the complex system of barriers to disclosure would help these

providers to understand patients’ hesitancy to disclose abuse when asked and prevent the

burnout and fi'ustration that some providers have expressed. While lack of disclosure or

patient change were not listed as barriers on the provider survey used in this study, these

were issues that arose in discussions with the physicians during training and follow-up.

Specifically, one physician expressed frustration at patients not taking referrals or leaving
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their partners when intervention was attempted. The process of leaving was explained,

and providers were informed of examples where patients indicated that physician queries

sometimes led to change years later. In other words, the physicians were told not to rely

on immediate change as reinforcement for screening, but to hope that they were having an

impact that might be seen in the future.

Intervention

The clinic where this study took place is fortunate because they have two social

workers working on-site, who are available much of the time for patient intervention

when necessary. When a woman discloses abuse (or other psychosocial problems) to her

physician, she is referred to a social worker for further intervention and community

referrals. Although physicians were trained on providing some intervention and referrals,

it was believed that having the social workers available might increase the physicians’

comfort with raising issues about DV with their patients. At the very least, the social

workers’ presence eliminated concerns about how to deal with disclosure as a potential

barrier to screening.

The almost constant presence of a social worker in this clinic makes it rather

different than most health care settings. The finding that physicians did refer women

disclosing abuse to a social worker is positive, but not surprising. These physicians are

taught as part of their residency training that the social workers are available to assist

with patient care, and according to the social workers, they have no problem making

referrals and working in collaboration with them. Therefore, making referrals was likely

not due to the training component of this project, but is rather part of standard clinic

activities. The issue that needs to be addressed is what happens to abused women when

103

 



social workers, or a similar professional resource, are not available on-site and

immediately if needed. These residents may become dependent on the social workers’

presence and may not be prepared to deal with situations such as abuse when they are in

private practice. Furthermore, the question remains if physicians are even less likely to

screen for DV if there is no immediate referral resource available. This issue of

appropriate intervention should be a component of future DV screening projects, with

particular attention to the impact of the availability of intervention on screening and

disclosure.

Limitations

One weakness of this study is that it continued the trend of focusing on lower-

income populations in research. It seems that the privacy ofthese individuals is often

seen as less valuable than that of higher-income groups, not only in research, but in

broader areas of our society as well. Not only does it seem unjust to continue intruding

for the purpose of research, but this pattern may also affect the results of a project such as

this one. Because of the greater intrusiveness into these women's lives, they may either be

more or less willing to disclose DV. These women are accustomed to being asked

personal questions and may not feel as much of a right to privacy as a result.

Alternatively, in response to feeling disrespected, they may be less likely to disclose such

personal and painful information to a health care provider. This setting was not chosen

for this project because of the SES of the patient population, but rather because it is the

site of the residency program and allowed for more provider training. This study needs to

be replicated in a private practice setting with higher-income women in order to

determine the effects of classism on the issue ofDV screening.
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A second weakness in evaluating the physician screening was that direct

observation was not done. Although all physicians attended the training workshop, it is

not known if their approaches to DV screening were similar. Different methods of

screening may have led to a differential rate of disclosure. Specifically, the ways in which

the screening questions are asked are as important as the questions themselves. For

example, a provider who screens every patient, but does so in an abrasive and uncaring

manner, may obtain fewer disclosures of abuse than a provider who only screens

occasionally but is empathic and caring in his/her approach. While the subject ofhow to

conduct the screening was discussed with the physicians, none of them were observed

with patients to assess actual behavior. .

Additional limitations to this project were those that are common to community-

based research. For instance, some of the data collected were incomplete due to the

number of individuals responsible for data collection. The cooperation of all clinic staff

members was needed to ensure that the AAS form was placed in each chart, completed,

and available for the researcher to review. For example, based on the project training, it

was hoped that physicians would have screened more often than they did. This project

required that changes be made in clinic procedures, and although these changes were

relatively minor, change is often difficult to bring about. These difficulties were likely

heightened by the fact that the researcher was not on staff at the clinic, or an Ob/gyn

professional. The researcher entered the relationship from the outside, with no previous

interaction with clinic staff. Taking the time to build a long-term relationship prior to

implementing such an intervention often increases the likelihood that the intervention will

be carried out as planned and fewer problems will occur. The final results may have been
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effected had a collaborative relationship been established much earlier; the AAS may

have been correctly placed in each chart and the screening rate may have been higher,

possibly changing the disclosure data that were obtained. A longer-term intervention is

also helpful in this way, since behavior change occurs slowly but often does improve over

time. Finally, community-based research does not allow for the same degree of control as

laboratory research. For example, changesin the residency program staff, vacations, and

scheduling conflicts, were not within the control of the researcher, and had to be worked

into the project plan as needed.

Implementation Issues
 

Several discussions between theprincipal investigator and the residents illustrated

some of the problems with implementing the screening procedures as planned. Logistical

issues, such as where the screening form was kept in the chart and if the form had even

been placed in the chart prior to the exam were common problems. Approximately

halfway through the project implementation period, residents reported not always having

the AAS readily available. At that time, the charts of all pregnant patients were pulled

and the AAS was placed in any chart in which it was missing.

The fiequency of screening was also stated as an issue; during the training,

screening at every prenatal visit was recommended, with the minimum screening being at

the first prenatal visit, at least once during each trimester, and at the postpartum visit.

Some residents reported that they disagreed with the need for such frequent screening and

were not screening at all as a result. It was agreed that four screenings (first visit in first

trimester, second trimester, third trimester, and postpartmn) would be sufficient, and

residents were urged to begin screening patients if they had not already done so. In
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addition, some doctors reported their patients became angry if they were asked more than

once, after screening negative the first time. Various ways of responding to this situation

and how to ease a patient’s mistrust of repeated screenings were discussed.

Several doctors also indicated dissatisfaction with the AAS itself; it was too

structured and sounded unnatural, and it was too long. We discussed ways of asking the

questions in one’s own words and they agreed the more times they asked the questions

the easier it became. Some residents admitted having some discomfort in addressing the

issue of partner violence with their patients at all, but they agreed to use the AAS and try

to increase their comfort through practice. Support from the residency program directors

was an important part of the project’s success, as they reportedly sent residents back into

exam rooms to complete the screening and frequently checked to insure that screening

was occurring.

Finally, the clinic record keeping led to difficulties in several areas. As

mentioned, race/ethnicity was not routinely recorded and this information was difficult to

find in the medical charts. In addition, there were inconsistent records of the number of

prenatal visits in the charts, making it hard to correctly determine the number of visits in

relation to abuse disclosure. Finally, it was not possible to identify which patients were in

the MSSP program, due to unsystematic recording of this information. Repeated

discussions with clinic staff were helpful in understanding the chart system, but did not

rectify these problems that impeded data collection.

Future Directions
 

There is no question that screening for DV during pregnancy is important; the

question is how to minimize barriers in order to best implement effective screening
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procedures. This study added to the available literature by applying a theoretical

framework to identify potential barriers, and evaluating how one method of screening

was implemented in a particular type of prenatal care setting.

The data presented here indicate that it does not make a difference which health

care provider screens for DV. This issue should be addressed in studies in different

settings and over a longer period of time, to determine if this finding remains consistent.

There is likely a benefit to being screened by the same person each time, whomever that

provider is, as part of building a trusting relationship. Although few patients in this study

disclosed after the first screening, it is still recommended that screening continue

throughout pregnancy. Providers should follow the ACOG recommendations, which are

to screen at routine Ob/Gyn and preconception visits, first prenatal visit, at least once

each trimester, and at the postpartum visit.

One area for future study is to replicate a similar project in a private practice

setting. It is necessary to determine if the barriers to screening and disclosure are similar,

before the results of this study can be generalized to other settings. It is possible that

some of the cultural issues examined here, with a primary focus on race/ethnicity, are

products of socioeconomic status and classism. There may be different interactions when

patient and doctor are considered more as peers, that would eliminate some barriers and

produce different barriers to effective screening.

As stated previously, a long-term intervention and evaluation is necessary to more

fully understand the process ofDV screening. For example, a woman might see the same

physician through multiple pregnancies and continued screening and interactions between

doctor and patient might be examined. Furthermore, the structural changes that are
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necessary to make DV screening more effective take time to implement, and the long-

term impact of making such changes needs to be analyzed. It would also be possible to

examine provider change over time, to determine if comfort and effectiveness in

screening continue to improve.

Future research can build on the theoretical model used in this study. One way to

advance this research is to modify The Barriers Model so it can be tested empirically.

Through such research, one would be able to quantify the impact of specific barriers, and

of each level of barriers. It might then be possible to more precisely determine which

barriers have a greater impact on the screening process and how to best minimize this

impact. A statistical model would also aid in understanding why and how these barriers

act on the DV screening process.

Finally, an improved health care response to domestic violence, including

screening and intervention, must be conducted within the context of a greater societal

response. It must coincide with stronger prevention efforts, as well as more effective

intervention with abuse victims in other areas, such as the criminal justice and mental

health systems. As long as abused women continue to be stigmatized and blamed for the

violence perpetrated against them, some will continue to believe that disclosure to

healthcare providers is ineffective. Healthcare providers, who are viewed with respect and

often have a strong voice in their communities, can serve an important role in changing

the response to DV at the societal level.
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I.

II.

III.

Introduction

A. Presenters’ background

1. project investigator

2. community education coordinator

B. Overview of session

C. Respect for people in room who have experienced violence

Overview of Basic DV Information (community education coordinator)

A. Statistics

1. general facts

2. prevalence

B. What is Domestic Violence?

1. Power and control wheel

2. Cycle of violence theory

C. Victims and perpetrators

1. causes of battering

2. barriers to leaving

DV and Cultural Issues

A. Definition of culture and cultural competency

1. Culture is the shared experiences or commonalities that groups ofindividuals

have developed in relation to changing social andpolitical contexts.

2. Culture may be based on race, ethnicity, sexual orientation, gender, religion,

age, class, immigration status, disability status, or other axes of identification

a. Also includes things like family structure, gender roles, marriage patterns,

sexual behavior, contraceptive patterns, pregnancy and childbirth

practices, child rearing practices, housing arrangements, migrant status,

level of acculturation into dominant culture, occupation, use of chemical

comforters, self-treatment strategies, lay therapies

b. It is not any one of these factors, but many of them in combination that

defines an individual’s culture.

3. Culture (many factors acting in combination) will define each woman’s

subjective experience of being abused

4. There is diversity within cultures as between cultures, and a patient’s beliefs

may be affected by the influence of culture at many levels

5. Both the provider’s and the patient’s cultures impact the interaction between

them

a. example of minority woman being hesitant to disclose abuse to Caucasian

doctor; any woman disclosing to male provider

b. example of hesitancy to screen white, middle class women for DV

6. Define cultural competency and relate it to working with DV issues

a. three elements of the process

b. three ways of being culturally competent when working with DV victims
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B. Need for cultural sensitivity in the screening process

1. How culture can serve as a barrier to disclosure

2. Awareness of one’s own culture being a barrier to screening

C. Interaction of culture and DV

(effects at intrapersonal, interpersonal, and structural levels)

1. Racial/ethnic minorities

stigmatization of group by disclosing DV

cultures which value family or kinship over individual may lead to intense

shame (seen in higher rates of suicide in non-white ethnic groups)

African American women (many issues are relevant to other women of

color as well)

a.

b.

1. greater flexibility between African gender roles may lead to conflict

with “American” gender roles

2. African-American women may be more likely to disclose DV to

African-American provider

3. leaving the relationship is often not the primary goal (especially in

low-income families) and providers should not impose their beliefs on

the patient -- economic survival may be greater priority and these

women may need referrals for services other than DV shelter and

counseling

4. often rely on friends or relatives as primary support system, but may

turn to health care providers if their support system is not available or

if violence is severe

Hispanic/Latina women

1. must consider differences among subgroups and level of acculturation

2. extended kinship system, rigid gender roles, large power differential

between genders

3. Mexican American women have reported greater rates of marital rape

and emotional abuse than non-Hispanic women in some studies

4. often have to consider other cultural issues, such as economic

situation, language, immigration status, religion

5. rarely seek services outside of community (in research literature)

Asian women - also great variety within Asian culture

1. family more important than individual

2. power differential, lack of access to resources, pressure to maintain

harmony in marriage, sexism within culture all contribute to DV in this

community

3. reporting of abuse by an Asian woman may indicate that it is quite

severe

4. extreme shame and fear of being ostracized

5. Indian culture still sees dowry-related deaths and “honor killings”;

there is research evidence of increased DV during pregnancy in Indian

women

Immigrant or refugee women

1. women may be unaware of immigration laws and fear deportation
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2. often poor, uneducated, may not speak English, do not have legal

residency, lack of social support, stress of immigrating

Do NOT use family members as interpreters when screening for DV if

the patient is unable to speak English

3. Class - issues of poverty may outweigh DV and decrease chance that she will

seek “professional” services

4. Gender

5. Patient vs. Provider

6. Religion

7. Sexual orientation (Lesbian battering)

8. Patients with disabilities

D. Recognize that racism, sexism, classism, and other forms of oppression might

impact a woman’s ability to cope with an abusive relationship, as well as her

available resources (Some DV intervention and community resources may not be

sensitive to cultural differences and may lead to patient’s reluctance to seek

services from these agencies)

Respect for patient’s diversity and sensitivity to their experiences will inevitably

reduce victim-blaming attitudes and enhance providers’ ability to work with women

who are victims/survivors

IV. DV and Women’s Health

A. General (potential) health effects

1. Physical injuries and warning signs

a. pain: headaches, chest pain, back pain, pelvic or abdominal pain

b. exacerbation or poor control of chronic medical conditions

c. serious illness, e.g. HIV

(1. perpetrator behavior as a warning sign

2. Mental health effects

depression

anxiety and panic disorders, PTSD

substance use/abuse

psychotic symptoms

eating disorders

somatoform disorders

g. suicide

B. DV during pregnancy

1. prevalence of 0.9% to 20.1%

a. most studies between 3.9% and 8.3%

b. rates were higher (16% to 20.1%) when screening occurred more than

once, in person, and continued throughout pregnancy

c. rates are much higher for verbal or psychological abuse

d. some studies have found reported rates of abuse increase in third trimester

and postpartum period
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e. prevalence is higher for adolescents (43.7%), who are at risk for abuse

from partner and family members

f. more common pregnancy complication than hypertension, preeclampsia,

hyperthyroidism, or gestational diabetes (which are routinely screened for)

. why battering during pregnancy

a. abuse related to woman’s increased vulnerability and defenselessness

b. anger and/or jealousy towards fetus, who may be seen as competition or as

interfering with abuser’s control

c. stress of family transition, including economic pressures and sexual

“fi'ustration”

(1. “business as usual” - continuation ofprevious abuse

. increased risk vs. protection of pregnancy

a. About one-half ofwomen who are battered before pregnancy are also

battered during pregnancy

b. for some women who are abused prior to pregnancy, this may be the only

time the abuse subsides, or it may be that she is no longer with that parmer

. specific health effects to woman and fetus

a. direct result ofphysical tramna

l.

2.

3.

abdomen and reproductive organs are often targeted

abdominal trauma can cause fetal injury or death, with trauma to the

uterus sometimes resulting in miscarriage

usually not one incident, but repetitive trauma and trauma that occurs

in third trimester and involves direct blows to the abdomen, that leads

to fetal demise

b. preterm labor, chorioamnionitis, fetal distress or demise, infants

hospitalized longer, placental separation, antepartum hemorrhage, fetal

fracture, uterine rupture

c. sexual abuse

1.

2.

3.

one-fourth to over half ofphysically abused women are also sexually

abused '

pregnancy may be a result of rape

pregnancy may be because of inability to control contraceptive use,

alcohol use, early sexual initiation, or unprotected sex

SA increases risk for miscarriage or stillbirth, complicated deliveries,

breast-feeding problems, endometriosis, poor healing of episiotomies

or lacerations, STD’s (associated with premature membrane rupture,

preterm birth, chorioamnionitis, endometriosis, genital and peritoneal

infections, infertility, ectopic pregnancy), dyspareunia, chronic pelvic

pain, sexual dysfunction, frequent vaginal and urinary tract infections

(1. indirect effects

1. DV is associated with late entry to care and inconsistent check-ups

a. late ETC is a risk factor for LBW and other risks to

fetal and maternal health

b. batterer may feel threatened by her developing a

relationship with her doctor
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c. women may miss appointments to avoid having

physical signs of abuse seen

2. battered women are 2-4 times more likely to give birth to LBW

infants

3. stress may affect woman’s self-care during pregnancy, often

related to smoking and substance abuse (which are related to

adverse birth outcomes), unhealthy diet, poor weight gain,

homelessness following separation from partner, tension and

arguments with partner, more worrying, negative attitudes about

pregnancy

e. maternal mortality

1. homicide and suicide are significant cause of maternal mortality

cross—culturally

2. more women are killed by abusive partners than any single medical

complication

3. homicide is leading cause of injury-related death among pregnant

women in US. urban areas

C. Improved health care response

attitudes toward battered women in the health care setting

2. prevention/intervention

1.

a.

b.

c.

expose abuse of individual women and provide intervention

expose issue of IPV to public and health care community

increase safety for women

3. FVPF’s elements of improved response

9
.
0
9
:
9
: routine screening

assessment

intervention

documentation

V. DV Screening

A. Screening in the health care setting

JCAHO and AMA guidelines require comprehensive identification,

documentation, treatment, and referral procedures

Upcoming ACOG recommendations

Patient wishes versus provider practices (Question audience first on how they

think patients feel)

1.

2.

3.

a.

b.

lack ofDV communication can lead to dissatisfaction of care, more

trouble communicating in general *

being blamed or ignored by provider leads patients to see providers as

ineffective sources of help

most female patients favor routine assessment of physical and sexual

assault, and would report honestly if asked directly by a health care

provider; abused women are often relieved that someone asks, and

nonabused women often know someone who is abused and would like

information about DV
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(1. patients may not volunteer information, but will answer honestly if asked

6.

B. Tips

directly; they believe that their providers should initiate the discussion

Findings from ACOG survey: most aware ofDV issues, felt comfortable

about screening, and believe that patients are not adverse to being

questioned, but most (68%) only screen when abuse is suspected and less

than 5% screen after first trimester

l. screening

a.

b.

a
t
o
m
s
»

H
.

p
.
.
.

O
O

k.

1.

must be done in private, separate from partner (decide what to do about

having children present)

establish rapport prior to screening

c. assure patient of confidentiality

(I. present screening as routine, something asked of all patients because of the

prevalence of the problem

ask direct questions

be calm, matter-of-fact, and non-judgmental

listen to patient, allowing her to tell her perspective

screen at initial prenatal visit and all subsequent visits, including

postpartum

when needed, use professional interpreters, not family or fiiends ofpatient

will take less time than looking for risk factors first and only asking when

abuse is “suspected”

educates patients by showing that IPV is a significant health issue and

health care providers can be used as a resource

ask about abuse like you would ask about anything else

2. assessment

a. follow up to get more details, pattern and history of abuse

b. assess current danger to patient

3. intervention tips

a. don’t need to feel responsible for all aspects of screening and intervention;

work with other providers and other agencies to make referrals and have a

more coordinated response ‘

b. mention safety planning and documentation

4. making referrals

a. ask and listen to what the patient needs and wants

b. express concern and support for the patient

c. alert the patient to any confidentiality issues or reporting requirements

(I. know your local services and provide a list of services to patients so that

they can select the most appropriate services

e. ask patients if they want help making the contact

f. remind patients that they can speak to you again about the violence

g. make referral to clinic social workers

C. Reporting

1. State reporting requirements (full text in resource manual, along with M1 DV

related statutes from MCADSV Resource Center)
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2. How reporting can negatively affect patient-provider relationship

patient at risk for abuser retaliation (

deterring patient from seeking health care or being open about abuse

cause provider to pass responsibility for patient care to another agency

harming patient if her safety is not accounted for by responding system

infiinging on patient’s autonomy and right to make her own decisions

disrupting confidentiality, which may lead to decreased trust in provider

and open relationship with provider (including discussions of options and

resources

D. Patient barriers to disclosure

1. fear of batterer, fear of safety or children’s safety, lack of economic resources,

previous experience with criminal justice or social service systems, cultural

barriers such as language and inunigration factors

2. values/beliefs about relationships, religion, family of origin values

impaired ability to see danger, reduced self-esteem, brainwashing, isolation,

thinking she deserves the abuse/does not deserve help, minimizing the abuse

depression, substance abuse, anxiety, PTS responses from long-term abuse

shame, humiliation

lack of trust in provider (e.g. may report to police, lack of confidentiality)

provider discomfort with topic

power differential (medical culture of provider vs. patient)

9. protecting partner (still loves him, be financially supports family)

10. not realizing the harm the stress of being abused has on her physically

E. Provider barriers to screening

1. Review lists of potential barriers from literature, have audience add to list

2. Refuting myths that support some of the barriers (e.g. time, offending

patients)

3. What you can and cannot do for the patient
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VI. Training on AAS

A. Purpose of each question

B. Possible “lead-ins” to screening questions

C. Modeling

D. Be aware ofown responses to hearing women’s stories and be sure that you have

some sort of support network to deal with the impact

VII. Community Resources

A. Resource manual
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MSU DV STUDY

You are being asked to participate in a study of patients’ views on domestic violence and

how patients feel about sharing personal information with their health care providers. We

are giving this survey to all women, age 18 or over, who come to the Ob/Gyn clinic for

any type of appointment. Please do not complete this survey if you are under 18. Please

take a few minutes to answer these questions honestly. Participation is completely

voluntary, and you can choose not to participate at all, or not to answer certain questions

if you choose, with no penalty. This survey is completely anonymous - your name will

not appear anywhere on this survey. You indicate your voluntary agreement to participate

by completing and returning this questionnaire. Ifyou choose to participate, please

complete the questionnaire now and return it to the person that gave it to you.

If you have any questions or concerns about this study, please contact project investigator

Deborah Shapiro at 353-9858. For questions about participants’ rights as human subjects

of research, please contact UCRIHS Chair David Wright at 355-2180 or Sparrow IRRC

Chair George Abela at 483-2164.
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1. What is your age? years

2. Are you (check one): single married divorced

separated widowed

3. Do you consider yourself (please check one):

 

 

 

White/Caucasian Black or African American Native American

Asian or Pacific Islander Hispanic/Latina Middle Eastern

Biracial (please specify: )

Multiracial (please specify: )

Other (please specify: )

4. What is the highest grade in school you have completed? (check one)

Less than high school High school graduate GED

Some college College graduate Advanced degree

5. Are you currently pregnant? YES NO

If yes, what trimester are you in? lst 2nd 3rd

6. Approximately how many prenatal appointments have you had? visits

7. Please circle the letter of each item you think best describes the term Domestic Violence

(circle all that apply):

Pushing, shoving, slapping, punching, kicking, choking

Assault with a weapon

Holding, tying down, or restraining you

Threats of harm, or intimidating you

Keeping you from seeing your friends or family

Degrading, humiliating, or making you feel bad about yourself

Trying to make you perform sexual acts against your will

Hurting you physically during sex or assaulting your genitals

Forcing you to have sex without protection against pregnancy or sexually transmitted

diseases

r
‘
?
q
°
r
~
9
9
9
9
'
e

8. How comfortable would you be talking about violence/abuse with each of the following

people? (please circle one number for each statement below):

Very Somewhat Somewhat Very

Uncomfortable Uncomfortable Not sure Comfortable Comfortable

a. The nurse taking care of you 1 2 3 4 5

b. Your doctor 1 2 3 4 5

c. A social worker at the clinic 1 2 3 4 5

d. A counselor from the community 1 2 3 4 5

9. Has your doctor ever asked you if you have experienced domestic violence?_ YES _NO

10. If your doctor asked, would you tell him/her ifyou were being abused? YES NO
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1 1. Please circle the number that shows how much you agree or disagree with each ofthe

following statements:

Strongly Strongly

Disagree Disagree Not sure Agree Agree

1 am comfortable discussing personal issues 1 2 3 4 5

with my doctor.

I am more comfortable discussing personal 1 2 3 4 5

issues (such as violence/abuse) with a female doctor.

I am more comfortable discussing personal I 2 3 4 5

issues (such as violence/abuse) with a male doctor.

I am more comfortable discussing personal 1 2 3 4 5

issues (such as violence/abuse) with a doctor who

is the same race/ethnicity as me.

I believe that domestic violence should not I 2 3 4 5

be discussed outside the family.

1 would tell my doctor ifl was being abused. l 2 3 4 5

1 would know where to go for help if my I 2 3 4 5

partner was abusing me.

I would be offended if my doctor asked me I 2 3 4 5

about domestic violence/abuse.

1 would be concerned about discussing abuse I 2 3 4 5

with my doctor because of how my partner would react.

1 do not believe that the police would treat me I 2 3 4 5

fairly if 1 reported domestic violence.

12. What are some reasons you might n_gt tell your doctor if you were being abused? (Please list

up to 5):

l.

2.

 

 

 

 

 

Thank you for taking the time to fill out this survey!

Please feel free to add any comments on the back.



APPENDIX C

Provider Pre-Training Survey
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Survey on Domestic Violence

You are being asked to participate in a study of health care professionals’ views

concerning domestic violence. We are using the ACOG definition of abuse, which states

that domestic abuse is any act by a person who is currently, or was previously, in an

intimate relationship with the victim, that is intended or perceived to be intended, to

cause physical or psychological harm. Participation in this study is completely voluntary

and you may choose to not participate or to answer certain questions without penalty. You

indicate your voluntary agreement to participate by completing and returning this

questionnaire. This survey is confidential, but we ask that you enter the last four digits of

your phone number (or another four digit number that you will be sure to remember) in

the upper right-hand comer as a way of tracking the surveys. Please complete and return

the survey in the envelope provided by September 10’“. Thank you for taking the time

required to fill out this survey.

If you have any questions or concerns about this study, please contact project investigator

Deborah Shapiro at 353-9858. For questions about participants’ rights as human subjects

of research. please contact UCRIHS Chair David Wright at 355-2180 or Sparrow IRRC

Chair George Abela at 483-2164.

Clinical Practice

1. Which best describes yourjob position?

Nurse Practitioner Physician

Nurse Midwife Social Worker

Clinical Nurse Specialist Psychologist

Nurse Administrator Physician Assistant

Other (please specify)
 

2. Highest degree held:

3. Years working in an Obstetrical/Gynecological Clinic:

4. Current year of residency (if applicable):

5. Your age: __ years

6. Gender: __ Female ___Male

7. Do you consider yourself (please check all that apply):

 

 

Black or African American Native American

White , not Hispanic Asian or Pacific Islander

Hispanic/Latino Biracial (please specify: )

Multiracial (please specify: )

Other (please specify: )
 

8. Some providers ask female patients direct, specific questions about abuse while others do not. Do you

ask patients direct, specific questions about whether they have been abused or threatened? (please

circle one):

1 2 3 4 5

Never Only ifl suspect abuse At the initial visit Often At every visit
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9. When you see female patients under the following circumstances, how frequently do you (or other staff

members) ask direct, specific questions about abuse? (Please circle one response for each statement

 

      
 

 
 

     

below):

.0 3

,_ 5: fi 33 E a

Z O to U) U) Q <

a. Initial visit 1 2 3 4 5

b. Annual exams/regular checkups 1 2 3 4 5

c. Patient presents with injury 1 2 3 4 5

d. Patient complaints/syndrome suspicious l 2 3 4 5

e. First prenatal visit 1 2 3 4 5

f. Sometime during lst trimester l 2 3 4 5

g. Sometime during 2nd trimester l 2 3 4 5

h. Sometime during 3rd trimester l 2 3 4 5

1. At an antenatal visit 1 2 3 4 5

j. At a postpartum visit 1 2 3 4 5

k. At every visit 1 2 3 4 5

1. If the patient raises the subject first 1 2 3 4 5

10. Would you do any of the following if a patient of yours was identified as bein abused?

3

g g,

E E E E
2 (I) O <

a. Provide the patient with written information about community resources 1 2 3 4

b. Document the abuse in the patient’s chart 1 2 3 4

c. Include a body map in patient’s chart to document injuries 1 2 3 4

d. Photograph injuries 1 2 3 4

e. Report the abuse to the police or local authority 1 2 3 4

f. Ask about the patient’s safety 1 2 3 4

g. Ask about the safety of patient’s children 1 2 3 4

h. Ask whether there are weapons in patient’s home 1 2 3 4

i. Schedule a follow-up visit regardless of the patient’s health status I 2 3 4

j. Admit a patient to the hospital because you thought she was in danger 1 2 3 4

k. Testify in court about the abuse of your patient 1 2 3 4

1 1. Which of these other types of screening do you routinely perform as part ofyour practice?

(please check all that apply)

__ Inquire about past sexual assault (e.g. rape) _ Inquire about use/abuse of alcohol

__ Inquire about childhood physical/sexual abuse __ Inquire about use/abuse of other drugs

__ Inquire about stress or depression __ Inquire about use of seat belts

__ Inquire about use/abuse of tobacco __ Inquire about diet and exercise

12. Does your practice or institution have a written protocol for screening patients for domestic violence?

YES NO Don’t know

13. Do you conduct a one-on-one discussion with each patient as part of her exam?

YES NO Don’t know

14. Do you allow or encourage partners to accompany patients during exams?

YES NO Don’t know
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Attitudes/Opinions

Please circle the response that best reflects your own level of agreement or disagreement with each of the

following statements:

20.

21.

22.

23.

24.

25.

26.

27.

28.

30.
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. Domestic violence may begin or escalate during pregnancy. I 2 3 5

. There is no single profile of a domestic violence victim. I 2 3 5

. Women are at an increased risk of being killed when they I 2 3 5

decide to separate from their partner.

. The effects of emotional abuse can be longer lasting than I 2 3 5

those of physical abuse.

. Domestic violence (DV) is an issue of power and control. 1 2 3 5

Intervention with victims of domestic violence who are I 2 3 5

unwilling to leave their abusive partner is ineffective.

DV can have an important impact on my patients’ health. I 2 3 5

DV can have an important impact on my patients’ I 2 3 5

pregnancy outcome.

Battered women are almost always from groups with l 2 3 5

low socioeconomic status.

Health care professionals can do little to help a woman 1 2 3 5

who is being abused.

There are sufficient resources in my community I 2 3 5

to assist abuse victims.

I believe I can help a patient who is being abused 1 2 3 5

by her partner.

I feel comfortable asking patients direct questions about abuse. I 2 3 5

Patients have a right to privacy about family matters like abuse. | 2 3 5

. Most female patients will deny abuse if asked. I 2 3 5

DV is a way of life in many minority communities. 1 2 3 5

 



31.

32.

33.

34.

35.

36.

37.
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Health care providers have as much responsibility to deal I 2 3 5

with partner abuse as they do to'deal with other clinical problems.

I have a lack of knowledge about domestic violence I 2 3 5

resources in my community.

I am concerned that ifl ask about DV, 1 will I 2 3 5

offend my patients.

I am concerned that if I ask about domestic abuse. I 2 3 5

I may inflame an abusive situation. '

1 received an adequate amount of training and information 1 2 3 5

on domestic violence during my degree training program or in subsequent training.

1 think there should be more DV education and training I 2 3 5

for health care professionals.

How confident do you feel about your skills in asking patients about domestic violence? (please circle

oney

 

 

I 2 3 4

Not very confident Unsure Somewhat confident Very confident

. There are many obstacles to asking patients about abuse. In your own practice, please indicate how

important each of the following factors are to your decision whether to ask about abuse. (please circle

your response):

Not Slightly Quite Very

Important Somewhat Important

3. Time constraints make it difficult to ask about abuse. I 2 3 4 5

b. It is frustrating to identify abuse because I can

do little to help. I 2 3 4 5

c. Direct questioning about abuse may be too

confrontational for my patients. I 2 3 4 5

d. My patients would be embarrassed if I asked them 1 2 3 4 5

about abuse.

e. Language barriers make it difficult to discuss

abuse with patients. I 2 3 4 5

f. Different cultural beliefs and values make it

difficult to discuss abuse with patients. 1 2 3 4 5

g. My attention is focused on other health

problems that are of higher priority. I 2 3 4 5
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h. I am uncomfortable discussing DV with my patients. I 2 3 4 5

i. Other, please specify: 1 2 3 4 5
 

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS SURVEY

Please feel free to write any additional comments on the back.
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Survey on Domestic Violence

You are being asked to participate in a study of health care professionals’ views concerning

domestic violence. We are using the ACOG definition of abuse, which states that domestic abuse

is any act by a person who is currently, or was previously, in an intimate relationship with the

victim, that is intended or perceived to be intended, to cause physical or psychological harm.

Completion of this survey is voluntary and you may choose to not respond or answer certain

questions without penalty. You indicate your voluntary agreement to participate by completing

and returning this questionnaire. This survey is completely confidential. Thank you for taking the

time required to complete this survey.

If you have any questions or concerns about this study, please contact project investigator

Deborah Shapiro at 353-9858. For questions about participants’ rights as human subjects of

research, please contact UCRIHS Chair David Wright at 355-2180 or Sparrow IRRC Chair

George Abela at 483-2164.

Clinical Practice

1. Which best describes yourjob position?

Registered Nurse Physician Medical Assistant

Nurse (other) Social Worker

2. Years working in an Obstetrical/Gynecological Clinic:

3. Your Age (in years): years

4. Your Gender: Female Male

5. Do you consider yourself (please check all that apply):

 

 

Black or African American White, not Hispanic Hispanic/Latino

Asian or Pacific Islander Native American

Biracial (please specify: )

Multiracial (please specify: )

Other (please specify: )
 

6. Some providers ask female patients direct, specific questions about abuse while others do not. Do you

ask patients direct, specific questions about whether they have been abused or threatened? (please

circle one):

1 2 3 4 5

Never Only if I suspect abuse At the initial visit Often At every visit

7. How confident do you feel about your skills in asking patients about domestic violence? (please circle

oney

1 2 3 4

Not very confident Unsure Somewhat confident Very confident

8. Does your practice or institution have a written protocol for screening patients for domestic violence?

YES NO Don’t know

9. Do you conduct a one-on-one discussion with each patient as part of her exam?

YES NO Don’t know

10. Do you allow or encourage partners to accompany patients during exams?

YES NO Don’t know
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l I. When you see female patients under the following circumstances, how frequently do you (or other staff

members) ask direct, specific questions about abuse? (Please circle one response for each statement

 

       

below):
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a. Initial visit I 2 3 4 5

b. Annual exams/regular checkups I 2 3 4 5

c. Patient presents with injury 1 2 3 4 5

d. Patient complaints/syndrome suspicious I 2 3 4 5

e. First prenatal visit 1 2 3 4 5

f. Sometime during lst trimester I 2 3 4 5

g. Sometime during 2nd trimester 1 2 3 4 5

h. Sometime during 3rd trimester l 2 3 4 5

i. At an antenatal visit 1 2 3 4 5

j. At a postpartum visit I 2 3 4 5

k. At every visit 1 2 3 4 5

I. If the patient raises the subject first 1 2 3 4 5

Attitudes/Opinions

Please circle the response that best reflects your own level of agreement or disagreement with each of the

following statements:
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12. Women are at an increased risk of being killed when I 2 3 4 5

they decide to separate from their partner.

13. Intervention with victims of domestic violence who are 1 2 3 4 5

unwilling to leave their abusive partner is ineffective.

l4. Battered women are almost always from groups with l 2 3 4 5

low socioeconomic status.

15. Health care professionals can do little to help a woman I 2 3 4 5

who is being abused.

l6. I believe I can help a patient who is being abused l 2 3 4 5

by her partner.

17. I feel comfortable asking patients direct questions 1 2 3 4 5

about abuse.

18. Patients have a right to privacy about family matters I 2 3 4 5

like abuse.

19. Most female patients will deny abuse if asked. I 2 3 4 5
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20.

21.

23.

24.

25.

26.

27.

DV is a way of life in many minority communities.

Health care providers have as much responsibility

to deal with partner abuse as they do to deal with other

clinical problems.

. I have a lack of knowledge about domestic violence

resources in my community.

I am concerned that if I ask about DV, 1 will offend

my patients.

I am concerned that if I ask about domestic abuse,

I may inflame an abusive situation.

I received an adequate amount of training and

information on domestic violence during my degree

training program or in subsequent training.

I think there should be more DV education and

training for health care professionals.

I found the DV educational session conducted

this year to be helpful.

. I find that I am increasingly comfortable asking

patients about relationship violence.

131

 

      

.233 8 95’ .29

é”? 5“ <2 §°8
5.3 .‘L’ 0 00 13a

:00 D Z < m<

I 2 3 4 5

l 2 3 4 5

I 2 3 4 5

l 2 3 4 5

l 2 3 4 5

l 2 3 4 5

I 2 3 4 5

l 2 3 4 5

l 2 3 4 5

 



29. There are many obstacles to asking patients about abuse. In your own practice, please indicate how

important each of the following factors are to your decision whether to ask about abuse. (please circle

your response):

Not Slightly Quite Very

Important Somewhat Important

i. Time constraints make it difficult to I 2 3 4 5

ask about abuse.

j. It is frustrating to identify abuse because I can 1 2 3 4 5

do little to help.

k. Direct questioning about abuse may be too I 2 3 4 5

confrontational for my patients.

I. My patients would be embarrassed if I l 2 3 4 5

asked them about abuse.

m. I feel that I need to develop a relationship 1 2 3 4 5

with my patients before asking them about abuse.

n. Language barriers make it difficult to discuss I 2 3 4 5

abuse with patients.

0. It is awkward to ask a patient’s partner to leave 1 2 3 4 5

the room in order to ask her about abuse.

p. Different cultural beliefs and values make it I 2 3 4 5

difficult to discuss abuse with patients.

q. My attention is focused on other health I 2 3 4 5

problems that are of higher priority.

r. 1 am uncomfortable discussing DV 1 2 3 4 5

with my patients.

30. Please list some additional reasons why you have found it difficult to screen all patients for domestic

violence, or barriers that you or others have faced in attempting to do so:

a.
 

b.
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31. Please list any suggestions you may have for incorporating effective domestic violence screening into

prenatal care:

a.

 

b.
 

 

 

 

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS SURVEY

Please feel free to write any additional comments.
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Abuse Assessment Screen
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Abuse Assessment Screen

Patient Ethnicity: L} Caucasian

.3 African American 13 Native American

1? Asian/Pacific Islander

D Hispanic/Latina

 

Cl Biracial (specify:

[3 Multiracial (specify:

1] Arab/Middle Eastern

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Ll Other (specify:

TODAY’S DATE:

1. Are you afraid of your No i, No D No Ll No .3 No £1 No 13 No 3 No

partner or anyone living in it Yes it Yes L1 Yes D Yes I; Yes D Yes "J Yes E Yes

your home?

2. Have you repeatedly been , No No I No _‘ No . No E No 3 No D No

called names. told you were ‘ Yes Yes " Yes Yes ‘ Yes " Yes " Yes Yes

worthless. ugly. or verbally

threatened by a partner or

someone important to you?

Has this happened since you No No ‘, . No No No . No . No J No

became pregnant? Yes Yes Yes Yes ’ Yes Yes 1 Yes 1 ‘ Yes

When was the last time this

happened?

3. Have you ever been hit, ;; No ‘No D No I J No 1) No L.) No ‘ 'No .1: No

slapped. kicked or otherwise Yes 3 Yes D Yes [I Yes C} Yes ;: Yes a Yes 'J Yes

physically hurt by a partner

or someone important to

you?

Has this happened since you ,, No ,3 No C No . I No C No No L; No I.“ No

became pregnant? Yes Yes Yes 13 Yes ’3 Yes L. Yes Yes Yes

When was the last time this

happened?

4. Has anyone ever forced No No ‘ No No 1 No No ‘“ No -No

you to d0 sexual things that Yes . Yes ; Yes I." Yes Yes .1 Yes L‘ Yes Li Yes

you did not want to do?

Has this happened since you . No No . .No . No No 3_ No No ' No

became pregnant? Yes Yes " Yes ’ , Yes “ Yes 7 Yes . Yes '1 Yes

When was the last time this

happened?

5. Who committed the abuse

(eg. ex or current partner)?

6. When did the abuse start?

Provider Initials:

Was a referral made? .. No . No .1 No . No . No . No .. No . No

Yes L Yes 1;: Yes 3 , Yes i 1‘ Yes II. Yes '; Yes [I Yes

If yes. to whom?         
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