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Abstract
Background: Patients who suffer from intimate partner violence (IPV) have many chronic
health concerns. Lack of access to health care services is one contributing factor to poor health
outcomes in this group. Survivors of IPV seek care from many community services. The
Emergency Department (ED) is a common location for patients to present for care immediately
following a violent event. After discharge, there is often no formal follow up care. This
interaction with the healthcare system is a potential access point for continuity of care.
Purpose: This project aimed to improve access to follow up care as well as primary care services
for patients presenting to the ED with complaints of IPV. PICOT Question: In patients with
complaints of intimate partner violence presenting to the ED, does a follow up phone call with a
registered nurse address barriers to accessing primary and follow up healthcare services?
Method: The IOWA model was used for project design. The project was designed with input
from members of the forensic team at the project site based on noted concerns of patients lost to
follow up and literature review findings supporting this same concern.
Procedures: All patients who presented to the ED with complaints of IPV were called for follow
up over a 3 month time frame. The telephone intervention included a reminder of scheduled
appointments, offer to establish care with a primary care provider (PCP), education of
community resources, and safety planning.
Nursing Implications: Registered nurses can help this population improve access to services by
assessing individual needs and facilitating contact with appropriate healthcare services.

Keywords: domestic violence, intimate partner violence, primary care, barrier or barriers
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Facilitating Follow Up Services for Survivors of Intimate Partner Violence Presenting to
Emergency Departments

Intimate Partner Violence (IPV) is a crime that impacts millions of Americans each year.
Until surveillance data in 2011 began reporting on incidence levels in the United States, statistics
were difficult to find on how vast this problem is. According to research by the National Intimate
Partner and Sexual Violence Survey (NISVS) 1 in 4 women and 1 in 10 men are victims of
sexual violence, physical violence, or stalking by a current or former intimate partner over the
course of their lifetime (Smith, et al. 2015). Since the original survey, researchers have identified
a number of social and practical variants that make it difficult to report on data which may
indicate even higher incidences of violence. Some of these factors include the intimate nature of
this crime, repeat incidents, lack of access to health care and law enforcement, lack of training by
healthcare workers and law enforcement staff to track such incidents, and more (Smith, et al.
2015).

Survivors of assault who seek healthcare often sustain physical injuries such as
strangulation, musculoskeletal trauma, and head or brain injuries. Research has suggested that
survivors are more likely to participate in high risk behaviors that affect long-term health such as
smoking, substance abuse, and high-risk sexual behavior (Breiding, et al. 2015). These injuries
and high-risk behaviors can have lasting effects on survivors and can lead to a sequela of
symptoms and occasionally even death. Not much research has been done on the lasting effects
of domestic violence injuries although there is evidence that survivors of IPV are more likely to
experience poor health outcomes (WHO, 2005). Research efforts have also started to measure
long-term health impacts on survivors including the relationship of IPV with chronic illnesses,

risky health behaviors, mental health, and utilization of healthcare services (Poleshuck, et, al,
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2018; Kazmerski, et. al., 2015). There is emerging evidence to support an increased mental
health burden on survivors of IPV (Dichter, et al., 2017; Van Deinse, et. al, 2019). Additionally,
a recent study of Missouri women survivors of I[PV found it was significantly more likely for
survivors to be overweight or obese, current cigarette users, excessive alcohol drinkers, and to
have poorer mental health by report (Bosch, et al., 2017). The authors of this study reported a
correlation with IPV and high cholesterol and high blood pressure as well as an even higher
increased risk in those who were unable to work due to IPV. There is also evidence that women
who are victims of domestic violence are at increased risk for homicide resulting from their
abuser and leaving or attempting to leave a violent relationship can increase this risk even further
(Campbell et al., 2003).

Another challenge facing this population is access to health care services. Researchers
have begun to investigate challenges facing IPV survivors and accessing mental health services,
community resources, and access to primary health care services (Anyikwa, 2015; Velonis, et. al,
2017, Nichols, et. al, 2018, Mastrocinque, et. al, 2017, Calton, et. al, 2016). A number of barriers
have been identified but more research is needed in this area. One particularly disturbing barrier
seems to be the health care provider’s attitude towards survivors of IPV. Emerging evidence
shows that a poor experience with a provider regarding IPV disclosure leads to lack of follow up
care. (Mackenzie et. al, 2019).

Health care providers should understand this population is a high risk and vulnerable
group. Better understanding of the socioeconomic challenges experienced by this group may also
increase compassion and understanding during health visits. Through learning to identify IPV
survivors as a vulnerable group, providers can better manage and treat identified injuries. They

can also help survivors access follow up care by referring them to local resources (social work
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services, primary care, mental health services, etc). Patients often present to the Emergency
Department immediately following an assault which provides an opportunity for health providers
to intervene. Adequate training through screening mechanisms as well as trauma informed
education should help providers be more sensitive to specific needs of this population. More data
regarding barriers to routine and chronic disease management is needed as well as effective
interventions to help providers work with this population.

The PICOT question addressed in this review aimed to examine access to acute and
chronic healthcare services by investigating current identified barriers to healthcare for survivors
of IPV. The PICOT question for this project is: In patients with complaints of intimate partner
violence presenting to the ED, does a follow up phone call with a registered nurse address
barriers to accessing primary and follow up healthcare services?

Review of Literature

A systematic review of four databases was conducted to explore the topic of I[PV and
access to primary health care services. The databases used for the literature review were:
PubMed, Web of Science, PsycINFO, and Cochrane. Search terms include “domestic violence”
with the Boolean operator OR, “intimate partner violence”, “primary care” and “barrier” with the
Boolean operator OR “barriers”. Results were limited to the past 5 years. PubMed resulted 117
sources, Web of Science resulted 76, PsycINFO resulted 33, and Cochrane resulted 13. This left
239 total sources. After reading titles and abstracts for relevance to the topic and removing
duplicate articles, 28 remained for analysis (see Figure 1). Due to lack of data on the specific
question regarding barriers in access to primary care services in patients suffering from IPV,

sources were retained for their relevance to the topic of access to health care services,
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implementation of IPV services in the primary care setting, and experiences with help seeking in
general.

To address the possibility of publication bias, a review of the gray literature was
performed by searching: Intimate Partner Violence or Domestic Violence barriers to access
primary care in Google’s search engine and looking at the first 20 results. There was no
evidence of a publication bias based in the gray literature, and findings were consistent with
findings in this investigator’s systematic review. Several themes in the gray literature included:
the use of primary care to screen for intimate partner violence, barriers to screening for intimate
partner violence in primary care, and integrating healthcare providers and social/community
services. A similar lack of research specifically relating to barriers in accessing primary care
services for sufferers of intimate partner violence was found.

Summary of Data and Analysis

Articles were reviewed for level of evidence and quality of research using the Johns
Hopkins Nursing Evidence-Based Practice Model method which was used with permission
(Dang & Dearhold, 2017, Appendix A). Figure 2.1 and figure 2.2 outline steps for evaluating
research using this model. Four level one studies were reviewed including three randomized
control trials, one of which is currently active with preliminary results published and one that
included a mixed methods qualitative review. The third level one study was a systematic review
without meta-analysis. All four studies were high (A) quality research.

Four level two studies were analyzed and found to be high (A) quality research. Sixteen
studies were level three and either high (A) or (A/B) for qualitative studies reviewed. Four level
four studies were reviewed with either high (A) or good (B) quality research. One level five

study was analyzed and found to be of good (B) quality.
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A thematic approach was taken for review of literature due to the heavy reliance on
qualitative sources. Themes expressed throughout the literature included integration of primary
care with social and allied services for better outcomes, feeling of trust and understanding during
disclosure, and a general lack of data on barriers to accessing primary care. Findings were
consistent across cultures in this analysis.

Integration of primary care with social and allied services

Many sources reported recognition of the importance of utilizing primary care services.
Primary care provides long-term health care over the lifetime and is helpful for developing
relationships with providers over time. Primary care providers (PCP) occasionally offer services
for IPV survivors and most utilize referral programs that include mental health services, safety
planning, and parental support (Hegarty et al., 2016). No available evidence exists to support the
efficacy of these interventions offered. More research is needed to assess helpfulness of these
resources but it is clear that primary care has a role to play in supporting IPV survivors who
disclose their abuse.

Having a long-term relationship with a provider through primary care may make services
more readily available when patients decide they would like interventive services. Not all
survivors of IPV are ready to disclose at the time they seek health services so the timing of
supportive interventions is important (Ford-Gilboe et al., 2015).

Access to health care is especially difficult for vulnerable populations and many studies
suggest integrating primary care services with police, community advocacy groups, and social
services is helpful for positive long-term results (Briones-Vozmediano et al., 2019; Lewis et al.,
2019). Not all IPV survivors will seek help through their primary care and often will seek out

legal or community resources first (Evans & Feder, 2016; Mantler et al., 2018; Vives-Cases et
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al., 2017; Sawyer, et al, 2015). A common theme among sources was the reported need for better
education and communication between legal, advocacy, social, and health services. An example
of this includes results from a trial of integrating primary care services into shelter services
(Mantler, et. al., 2018). The study findings illustrated that the visibility of health providers while
at the shelter increased follow up with primary care after leaving the shelter. This finding
suggests the importance of developing a trusting relationship with providers.

Feeling of Trust and Understanding During Disclosure

It is helpful for patients to develop a rapport with providers as this may influence their
willingness to disclose abuse and continue to seek health services (Mackenzie, et al. 2019). A
common theme found in the literature was that survivors of IPV were often afraid to disclose
violence due to social and cultural stigma and fear of retaliation or misunderstanding from
providers or loved ones (Hill et al., 2016; Huntley et al., 2019). By approaching patients with a
positive regard and knowledge of IPV issues, providers can help develop a sense of trust and
influence future attempts to access health services (Mackenzie et al., 2019). In a study of
Lesbian, Gay, and Bisexual (LGB) patients, who are historically vulnerable to intimate abuse,
establishing trust with providers and community support networks was critical in improving
access to care (Floyd et al., 2016).

A trusting relationship with providers may also make counseling and interventions more
successful (Weaver et al. 2015; O’Doherty et al. 2016). In order to build a positive rapport,
providers must first be educated on the various barriers to health services that I[PV survivors may
experience. It is important for providers to validate patient fears and to help survivors navigate

the many barriers they may encounter while seeking lifestyle changes and escalation of care.
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Barriers to Accessing Health Services

Almost all qualitative studies analyzed identified one of the biggest barriers to disclosing
IPV is social and cultural stigma faced by survivors. A lack of community or cultural knowledge
leads to a fear of reporting. This finding was consistent across cultures and especially among
vulnerable populations (Dhunna et al., 2018; Taherkhani et al., 2019; Finfgeld-Connett, 2017;
Sabri et al., 2015) suggesting future interventions may be targeted at challenging social and
cultural norms regarding violence in the home. Improving provider, law enforcement, and social
services knowledge may also be prudent to challenge current practices (MacCormac & Romo,
2018).

Future interventions should be targeted at improving resources and public perception of
available services (Huntley et al., 2019) as well as increasing funding for resources and changes
at the policy level (Stark et al., 2016).

Potentially Useful Interventions

There were some quantitative studies found in the literature. A common limitation in
these studies was short duration and small sample size. Although the sample size of these few
studies would limit generalizability, the barriers for seeking help and health services in this
population appear to be similar across cultural groups. This is promising for future interventions
in long-term trials.

One randomized control trial reported on the effectiveness of community health worker
follow up after identification of current IPV (Rodgers, et al, 2017) against routine care which
included a family advocate during presentation to a community health center. The study found
that outcomes were similar among groups although the follow up group was less likely to be lost

to follow up and more satisfied with their care. The results of this study suggest that personalized
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care is helpful to keep survivors in touch with resources although the intervention only lasted for
3 months identifying opportunity for further study.

In this increasingly digital age, online interventions are promising sources of information
and safety planning. The flexibility of online access and ability to tailor interventions supports
this hypothesis (Tarzia et al., 2016). Through a coordinated effort between the United States,
Canada, New Zealand, and Australia, investigators developed several online tools for use (Ford-
Gilboe et al., 2017). Results of this study showed positive perception of the intervention with no
identified harms to participants. The study report also demonstrated benefits on depressive
symptoms, PTSD symptoms, experience of coercion by partners, helpfulness of safety planning,
confidence in planning for self and children, mastery of educational material, and improvement
in social support (Ford-Gilboe et al., 2020).

Barriers to Implementation of Interventions

Although potential interventions are being developed to address IPV, there are barriers to
implementing them. As described throughout this review, social and cultural norms prevent
survivors from accessing care. This stigma may also impact implementation of services and
funding for supportive interventions at the national and regional level. Government and
community resources need more funding for cultural education and implementation of services
(Garcia-Moreno et al, 2015) and national policy efforts should be involved to address this
problem (Colombini et al, 2017; Colombini et al, 2019). Funds should be targeted at
communities with lower resources as lack of funding significantly impacts ability to implement
effective interventions (Schwab-Reese & Renner, 2018) and communities with low levels of

resources are likely to be more vulnerable to IPV.
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Limitations

Limitations in this review include English language, full text or completed studies, lack
of randomized control trials, and the use of mostly qualitative sources. Lack of randomized
controlled trials (RCT) was expressed as a limitation in many of the articles and many sources
expressed a need for intervention and implementation studies. The intervention studies that were
found (including the four RCTs) cited short intervention time as a limitation and suggested
longitudinal follow up.
Evaluation and Recommendations

The few RCTs completed were short term studies that identified potentially useful
interventions. These interventions centered around patient education, safety, and follow up care.
Most of the remaining literature revealed qualitative data regarding patient experiences of the
healthcare system following [PV or providers' perception of barriers to screening and treating
patients with IPV complaints. The reviewed qualitative studies supported the need to design
more intervention studies with long-term follow up. The literature supports the general
conclusion that significant barriers to addressing IPV include barriers to services from personal,
social, and systemic factors; the need to build trusting relationships with survivors to encourage
disclosure; and the need for primary care practices to engage with survivors to support positive
long-term health outcomes.

Methods

Project Setting

The project site was a level one trauma center emergency department (ED) that has a
team of forensics registered nurses (RN) who are trained to care for survivors of sexual and

physical violence. At the start of the project, there were 9 nurses on the team, 3 of whom are
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nurse practitioners (NP). One of these providers leads the team and performs follow up
examinations to track injuries identified during the initial examination. Each team member takes
call for 12 hour shifts and responds to pages from providers in the ED. When a patient presents
to the hospital with complaint of sexual assault, intimate partner violence, strangulation, non-
accidental trauma (child abuse), or concern for elder abuse, healthcare providers in the hospital
alert the forensic team using a paging system embedded in the electronic documentation system.

The forensic nurses are trained to document injuries and collect evidence to be used in a
court of law if charges are filed for the assault. The examination varies in length depending upon
complaint. Sexual assault examinations can take up to 3 hours to gather evidence and document
injuries using photography and charting in the medical records. The examination is a systematic
exam that starts with taking a history, opening a physical evidence recovery kit (PERK),
collecting clothing and potential evidence, and looking over the patient for injuries. The forensic
examiner uses a blue light to highlight body fluid for collection, photographs and measures
injuries, and uses a substance called toluidine dye to highlight sensitive injuries that may not be
visible to the naked eye (typically used to highlight micro tears on genitalia). They also can
perform a pelvic exam to identify injuries on the cervix and hymen or an anorectal examination
to identify injuries to the mucosal lining of the rectum if indicated.

Because the examination is so meticulous, forensic nurses are able to help healthcare
providers identify and treat injuries that may cause long-term health consequences (such as
strangulation and head injuries) which require close follow up to prevent sequela. They also help
with safety planning by working with social work and other local community services to help

patients identify options for seeking help in the event they decide to leave their abusive situation.
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This is an important part of the forensic nurses’ job as a survivor of IPV is at higher risk for
death when they decide or attempt to leave an abusive situation (Campbell et al, 2003).

Often, patients will remain in the ED for further management after the forensics
examination has been completed. Most patients are discharged home although occasionally they
will need to be admitted to the hospital for care. At the time of discharge, patients are scheduled
for follow up with the nurse practitioner on the team if there are injuries that may continue to
worsen over the next few days and require further documentation. Not all I[PV patients require a
follow up appointment with the forensics team depending on the nature of their assault.

Occasionally patients will be scheduled for an appointment with their PCP if they have
one. This is dependent upon the ED attending provider’s preference as there is currently no
defined protocol for follow up. Given the nature of the ED and its focus on acute care, follow up
is not generally a priority for providers who are working on more urgent or immediate patient
needs. This is a problem that could more easily be addressed by the forensic team given the
structural constraints of the ED and the specialized training of this group.

It is not uncommon for patients to miss their follow up appointments although the
number of missed appointments is not currently tracked due to the variance in patients who need
further care. There are a variety of potential reasons why these patients do not return for
appointments or seek out primary care services but the literature has not identified any
particularly effective interventions to address this. There has been some promising research
noted by Rogers et al (2017) which concluded that patients who were followed by a case
manager were less likely to be lost to follow up care and more satisfied with services.

The purpose of this project was an evidence based practice project to address the gap in

follow up care for these patients. All patients who presented to the ED for complaints of [PV
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were called for follow up during the 3 month time frame of implementation. The rationale for the
phone intervention is based on preliminary findings of better satisfaction and engagement in care
found in Rogers et al (2017) as well as encouragement of a trusting relationship with health care
services which was identified as a common theme throughout the review of literature. Questions
to be addressed were based on the literature citing gaps in access to primary healthcare services,
mental health services, and need for safety planning. The telephone intervention from the NP
student investigator helped patients navigate perceived or actual barriers to accessing primary
care. The NP student investigator educated on available services and answered questions
regarding the examination or process for reporting to law enforcement.
IOWA Model

The Iowa model was used with permission to design the project (Iowa Model
Collaborative, 2017, Appendix B). The lowa model is a conceptual framework tool designed to
aid clinicians in identifying and addressing clinical concerns. The framework uses a team-based
approach to identify relevant practice issues, gather evidence surrounding the clinical question,
design a practice change, and evaluate results. Advantages of the model include the use of a team
approach, ability to change practice as evidence dictates, and continuity of practice guidance
over time as new evidence emerges. This was helpful as the NP student investigator utilized
input from the forensics team nurses to design the goals of the project.
Protection of Human Subjects and Permissions

Implementation occurred after proposal acceptance and Institutional Review Board (IRB)
determination. The IRB was consulted and it was determined that the project did not fall under
IRB review as it was an Evidence Based Practice Project (Appendix C). The project moved

forward after the approval of the forensics team lead.
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Procedures

The forensics team was educated on the purpose of the project in order to facilitate timely
notification of [PV patient presentations and to let patients know they will be receiving follow up
calls. This allowed patients to give an appropriate phone number for follow up or to decline if
they did not wish to have continuation of care. All patients who presented to the ED with
complaints of I[PV at the University of Virginia were offered a follow up call. The follow up call
was done by the NP student investigator using Doximity which is a telephone application that
allowed the NP student investigator to call patients anonymously. The phone calls were
conducted within 72 business hours of their initial exam to facilitate safety planning and needed
follow up services. The calls also answered questions regarding forensics services, the legal
process, or community resources. Voicemails were not left to protect the patient in the event of
surveillance of phone messages and another call was attempted if the patient was unreachable.

Patients were reminded of any follow up appointments scheduled for them during their
initial exam and were offered an appointment with a PCP if they did not already have one. Any
other immediate safety needs were addressed to help patients navigate the health and community
service system and medical questions were deferred to a primary care or specialty provider.

Questions explored in the telephone appointment included: Do you have a PCP? Do you
plan to see your PCP as a result of your injuries and if not, why? Are you aware of your options
if you decide to leave your current situation? Are you aware of counseling resources available to
you? Do you plan to follow up with the forensic team as a result of your injuries?

The intent of these questions was to facilitate establishing care with primary care and
mental health services when applicable. The questions were also intended to promote a trusting

relationship with the health care system and to encourage attendance of scheduled follow up
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appointments. Those who expressed a need for mental health services were directed towards
local resources (Sexual Assault Resource Agency if applicable, Community Service Board,
Region 10, etc) depending on their locality and situation. Follow up phone calls were two
months after initial encounter to assess continuity of treatment and effectiveness of telephone
intervention however, there were barriers to this process. These are discussed further in the
results section below.

Results

The project ran from August 1, 2020 through October 31, 2020. During this time 14
patients were seen by the Forensics Department for complaints of IPV. Of those 14, one was a
minor. This person was contacted as part of routine care for follow up but was not included in
the results.

Of the 13 adult patients, five were unable to be reached for various reasons. Of those five
patients, two were admitted to the hospital during the follow up time period. Three of the five
patients were lost to follow up due to inability to contact them via phone.

The remaining seven patients were contacted via telephone to follow up on their initial
forensic appointment. Out of these seven patients, one of them had declined a forensic
examination but requested a follow up call for assistance in community service access. Out of
the remaining six patients, two had a follow up appointment with the nurse practitioner. Four of
the seven patients were scheduled for follow up appointments with a PCP or an obstetrics
provider either during their initial exam in the Emergency Department or during their follow up
call. All four of these patients attended their appointments as planned.

Although a scripted follow up was initially used during the first follow up call (and was

adhered to as best as possible) several needs emerged indicating the need for more personalized
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education and care coordination. The differences between each patient situation identified the
need for follow up to be tailored to the patient's current priorities.
Case Descriptions
Case 1

This patient was contacted to discuss follow up care. It was immediately evident that a
follow up appointment was not a priority for them given they were homeless and had not eaten
since discharge from the hospital two days prior. The NP student investigator immediately
shifted focus of the phone call and was able to help the patient access an open food bank and
remind them of a follow up with local Region 10 services. A follow up appointment was also
scheduled for an establishment of care with a PCP and the patient was reminded of this. The
patient was scheduled for a follow up appointment with the forensic lead NP and this
appointment was done while they were admitted a second time to the hospital.
Case 2

This patient was contacted via telephone and the topic of safety planning was addressed.
The NP student investigator was able to discuss the importance of yearly appointments with a
PCP (they had one but had not been in several years). Community resources were discussed for
counseling and safety planning in the future. This patient was contacted a second time for follow
up. The patient expressed the phone calls were somewhat helpful and stated that they still felt
“shocked” by their experience.
Case 3

This patient was contacted via telephone and safety planning was addressed as well as
follow up for specialty services. Questions regarding the legal process and protective orders were

addressed. The patient had suffered an injury requiring specialty care as a result of their assault
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and was having difficulty accessing timely follow up. This patient had a designated PCP who
was involved in the case and was able to help with this process. This patient was contacted
through a second phone call and further questions regarding the legal process were addressed as
well as counseling services available. The patient found this follow up especially helpful and
stated they felt very supported because of the follow through by the forensic team.
Case 4

This patient was contacted via phone call and follow up appointment was rearranged to
help facilitate transport to the appointment. The patient did not show for their follow up
appointment and was unable to be reached a second time.
Case 5

This patient was contacted for a follow up call and safety planning (including emergency
safety community resources), financial planning for purposes of leaving their abuser, primary
care, and local social services were addressed. This patient found the follow up helpful.
Case 6

This patient did not want an examination or to follow up for clinic appointment but did
express interest in safety planning discussion. They stated appreciation for the follow up call
service.
Case 7

This patient reviewed the events of the assault with NP student investigator and asked
questions regarding access to follow up care and available counseling services. This patient

found the follow up call helpful for navigating the immediate time frame after assault.
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Discussion

Overall, the project demonstrated a need for better follow up care for survivors of IPV. In
keeping with the literature regarding feelings of fear regarding disclosure, forensic nurses who
are trained in responding to trauma can be particularly helpful. All of the patients who were
contacted expressed appreciation for the service and several stated they were thankful to have
someone check in. By initiating a welcoming encounter with the health system, forensic nurses
have the ability to promote a better sense of trust in health care providers and hopefully
encourage patients to seek care for other health concerns.

More research is needed to identify long term impact of follow up care on health
outcomes but the findings from this project align with the findings in similar studies (Rogers,
2017, Mackenzie et al, 2019). Patients who are followed individually appreciate the service and
are less likely to be lost to follow up when cared for by a provider who understands the
complexities of I[PV.

Impact of Coronavirus

It is worth noting the effect of the coronavirus global pandemic on the impact of this pilot
project. Overall, the forensic team saw a reduction in volume from August 2020-November 2020
in comparison to the same months in 2019. Already, experts have begun studying the effects of
this epidemic on IPV and violence within the home (Evans et al., 2020) citing the reduced access
in services due to safety concerns, the lack of visibility within the community, and increased
burden of the economic impacts (job loss, child care loss) on financial security of survivors of
IPV.

It is not known how the global pandemic will impact this population in the long term but

early results indicate that it will not be in a positive way. Healthcare communities can act now to
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mitigate the poor health outcomes that may arise from worsening violence in the home by
becoming more educated in the unique needs of this population. Providers can be educated in
trauma informed care which has been shown to be helpful for improving survivors’ trust in
health care providers (Mackenzie et al, 2019). Providers can also learn about community
resources in their locality which may be beneficial for patients who present in safety crisis.

Health systems can work towards mitigating violence in the home by improving access to
services. Finding the most cost effective and realistic way to interact with patients for follow up
is important. While the ED may not be the appropriate service line to focus on initiating follow
up protocols, forensic nurses who often work within the ED are more likely to have the capacity
to perform this service. Forensic nurses are already trained in trauma informed care and have the
knowledge to adapt to patient needs based on their immediate and long term priorities. Nurses
are able to educate patients on the health benefits of establishing care with primary care services
while also assessing a patient’s level of understanding or ability to access these services.
Nursing Practice Change

The results of the project were discussed at the monthly forensics team staff meeting and
members of the team were engaged in the project. The team discussed the implications of the
project and agreed to implement follow up calls on patients seen for sexual assault and IPV. To
keep up with the volume of patients, each team member will now contact the patients they see
while on call. By keeping the provider constant, it is felt that this will encourage more trust in
seeking health care services. Since not all team members have access to Doximity and the team
does not have a designated office phone, it was discussed that team members should obtain their

own google or other anonymous telephone number for contact methods (for patient and nurse

privacy).



24
Follow Up Healthcare Services for Survivors of [PV

System Improvement Recommendations

This project clearly documented the need for improved follow up services for patients.
This patient population has its inherent challenges and more frequent contact with the health
system would be beneficial for this group for long term health and safety. The forensic team
plans to propose a full time RN position as it grows in patient size to aid in care coordination.
Strengths and Limitations of Project

The adaptability of the EBP design is a strength to support this model over a research
model because it allows for flexibility based on individual needs. This was especially helpful for
follow up calls when the patient was not interested in primary care services or long term follow
up but had other immediate health needs (Case 1). The EBP model provides an opportunity to
identify trends in useful interventions for more robust research projects in the future. By
identifying common themes in the follow up phone calls, more robust research studies can focus
on determining long term effectiveness. Potential weaknesses include difficulty contacting
patients for follow up given the current literature citing lack of follow up care in this population
and lack of robust current research supporting the effectiveness of this type of intervention.
Products of Scholarly Project

The project results will be submitted to the University of Virginia School of Nursing for
completion of the Doctorate of Nursing Practice. A presentation will be given to UVA DNP
advisors and interested community members and a submission of the manuscript will be sent to
Libra (UVA’s scholarly repository). An abstract has been submitted to the International
Association of Forensics Nurses for review and potential presentation at the annual conference in

September 2021.
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teams was less

strong due to the

differences in
organisations'
ethos and
culture.

Little evidence to

support
interventions.
Most common

interventions in

primary care:

response/referral,

psychological

treatment, safety

planning, and
parenting
support. More

research needed

to identify
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2018

2015

to IPV and
primary
health-
care/
women's
shelter
integration.
Identify
research
related to
integrating
the two
Identify
evidence-
based
interventio
ns to
support
low-
resource
areas
affected by
1PV

Analyze
data from a
large
multisite
comparativ
e case-
control
research
project that
involves
African
American
and
African

Scoping
review

Mixed
methods;
non-
experimen
tal
quantitativ
e and
qualitative

all
sources

All
studies

Women in
Baltimore
, MD, St.
Croix and
St.
Thomas.
English or
Spanish
speaking
women of
African
descent
18-55
who were

34

163
women
experience
d multiple
types of
IPV (from
quantitativ
e)ll of
those
women
consented
to follow
up
interviews.

women's shelter  received and of services,
services integration of ~ bridge back to
services health care,
decreasing future
health care
burden by
integrating
access to health
care
Barriers to Implications  Researchers must
implementation  for providers consider local
of [PV and contexts when
interventions researchers implementing
IPV programs in
low-resource
areas; additional
research is
needed to
establish
effective protocol
for this
underserved
group.
Experiencing Barriers or Quantitative
multiple types perceived data: determine if
of IPV barriers to Black women in
help seeking,  Baltimore who
access to experienced
resources, multiple [PV
utilization of were
resources significantly

different from
Black women in
US Virgin
Islands who
experienced
multiple IPV
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Caribbean
women

To
understand
help-
seeking by
male
victims of
domestic
violence
and abuse
and their
experience

Systemati
C review
and
qualitativ
e
evidence
synthesis

in an
intimate
relationsh
ip in the
past 2
years

12
databases

12

Experience of
domestic
violence or
abuse by males

Help seeking
or barriers to
help seeking
in this
population

with respect to
demographic,
mental health,
risk for lethality
and
knowledge/acces
s/and utilization
of resources.
Qualitative
themes: barriers
at all levels; fear
of violence or
loneliness; lack
of awareness;
mental health;
financial
dependence on
abuser;
attachment to
abuser; barriers
that prevented
having no contact
with the abuser;
obstacles
involving the
criminal justice
system/perceived
ineffectiveness of
the system
9 themes:
barriers to help
secking, fear of
disclosure,
challenge to
masculinity,
commitment to
relationship,
diminished
confidence/despo
ndency, and

39

I

A; Al



Follow Up Healthcare Services for Survivors of [PV
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s of
support

Explore
different
paths to
accessing
support
and
experience
of barriers
VS.
facilitators
to
disclosure
and help-
seeking
Understand
the lived
reality of
young
Maori
mothers
who
experience
IPV &
examine if
responsive
ness has
been

Qualitativ
e

Qualitative

Women
seeking
help from
specialist
domestic
violence
and abuse
agencies
in the UK
interview
ed twice
over 5
months

Maori
women
aged 14-
19 from E

Hine

longitudin
al
maternal
health
care study

31

6
participant
s out of 43

from the
original
study

Experience of
domestic
violence or
abuse and
seeking help at
a health agency

Experience of
IPV among
young Maori
mothers vs. no
abuse

facilitators or
barriers to
accessing
help

Extended
family
support,
autonomy,
and
hospitality or
nurturing
supportive
influences

invisibility/perce
ption of services;
experiences of
interventions of
support: initial
contact,
confidentiality,
appropriate
professional
approaches and
inappropriate
professional
approaches
Access to support
usually came
through police/
housing agencies.
Rarely from a
GP. Informal
disclosure only
led to help if the
family member
or friend had
experience with
domestic abuse

Extended family
is both a violence
perpetuating and
protective factor.
Structural and
institutional
barriers prevent
safe service
responses for this
population
Exposure to
violence as a
young child also
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Exploring health system
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partner violence: A case study
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2016

2019

culturally
safe.
Identify
barriers to
leaving a
relationship
from
perspective
ofa
married
abused
Iranian
woman

Interviews
designed to
identify
developme
nt and
implement
ation
barriers to
addressing
family
violence in
the primary
care setting
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how ready
the
Palestinian
territory is
to adopt
new

Secondary
analysis
of
qualitative
study

Qualitative

Case
study
with
qualitativ
e
methods

Married
abused
Iranian
women
selected
using a

purposive
sampling
method

2 sources:
primary
health
care sites;
network
meeting
of
primary
care
profession
als

Public
health
care
providers,
key
informant
s, 19

24 Abused Iranian  Fear, Lack of
married women resources,
Beliefs and

attitudes, and

Dependence

4 primary Primary care Enablers and
care sites;  site addressing barriers
35 1PV
delegates
at network
meeting
1 Current services  readiness of
for domestic health
violence systems and
survivors services to
adopt new
interventions
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put young
women at risk
Contextual 111
factors were
reasons for not
leaving
relationship.
Interventions
should focus on
enriching
resources,
education about
domestic
violence, and
modification of
existing attitudes
and beliefs
Four themes 111
emerged: getting
started, building
effective
relationships,
source funding,
and shaping the
national
approach to
family violence.
Results suggest
need for more
research and
prioritizing at the
national level is
needed
Major gaps in III
care include:
governance,
financial
resources,
information
systems,
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Territory. Health Policy and regarding
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z151 services
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Primary Care Clinic. Journal of mental
Rural Health, 32(1), 82-91. health
https://doi.org/10.1111/jrh.12134 services in
primary
care
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Appalachia
Tarzia, L., Murray, E., 2016 Outlines Non-
Humphreys, C., Glass, N., Taft, theoretical ~ experime
A., Valpied, J., & Hegarty, K. and ntal,
(2016). I-DECIDE: An online conceptual theoretica

stakehold
ers, health
facility
observatio
ns, and
document
review of
legal and
policy
materials
Patients 2218
and female
Providers patients
at a rural and 4
primary providers
care clinic
in
Appalachi
a; Study
stems
from a
larger
research
project in
which
females
over 18
wee
sample

Women n/a
experienci
ng
intimate

4 primary care
concerns:
Depression,
anxiety
substance
abuse, and IPV

Use of an
online decision
aid to seek help

and safety

Barriers or
facilitators to
seeking
mental health
services in
primary care

Potential
outcomes
include
internal

coordination
between services,
and values
regarding
domestic
violence.

Stigma, lack of
support and lack
of education;
integrated care
and positive
experiences with
providers were
identified as
barriers and
facilitators by
patients.
Operational,
mental health
competence,
predicted patient
reaction &
attitudes; clinic
characteristics,
provider
characteristics,
and
patient/provider
education were
identified as
barriers/facilitato
rs
Argues that a
theoretical model
should be used in
intervention
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nt of an
online
health
relationshi
p tool and
decision
aid.
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the use of
psychosoci
al
readiness
model as a
framework
for the
interventio
n
Part of
another
study, this
article
analyzed
association
s between
women's
and
doctor's
baseline
characterist
ics and
uptake of
interventio
n. Authors
analyzed
individual
and
contextual
factors in
decisions

| article
proposing
a planned
interventi
on

Qualitativ
e

partner
violence

Participan
ts in the
weave
study (a
study of
interventi
on by
family
doctors in
primary
care on
1PV
women)
Original
study
included
consentin
g women
who were
afraid of
their
partner in

20 Women who
took up
counseling
sessions (either
one or all 6
sessions) vs.
those who did
not

factors:
awareness,
self-efficacy,
and
perceived
support; may
also impact
mood such as
depression

Characteristi
cs of
providers,
readiness to
change,

43

development and
evaluation

Women who 111
attended
counseling
sessions were
less likely to be
in a current
relationship and
rated doctors'
communication
skills more
favorably.
Nonintervention
were less likely
to be open to
receiving help
and were less
likely to regard
their trial doctor
as their primary
doctor. Findings
suggest a trusting
relationship with
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doctors
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literature
relating to
Mexican
American
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their
experience
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to generate
new
knowledge
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le
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perception
of quality
of care and
barriers or
facilitators
to
reintegratio
n into
society
after sexual

the last 12
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(Sample
0f 20,000
women
surveyed)
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¢ Review studies

Qualitativ ~ Girls 13-
e 17 from 4
camps for
displaced
persons.
Survivors
of sexual
violence
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from
general
camp
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44

PCP benefit
willingness to
change and
interest in
intervention.

Themes
among
studies

Mexican
American
Women who
experience [PV

Various themes I
emerged: IPV is
fueled by culture;
Barriers to [PV
include
normalization,
fear, taboo
relating to
disclosure, lack
of knowledge
and support, and
self-nurturance;
Resolution of
IPV involves
judicious
disclosure to
those perceived
to be able to
help, awareness
and availability
of help,

Themes 111
identified have
implications for

policy measures.
abuse, Family friends

experience of  were often close
social support networks

Access to
formal
services,
disclosure of

Experience of
sexual violence

stigmatizatio  for recovery and
n; perpetrator helped access
identity formal care.

Stigma and social
norms directly
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the
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recovery.
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group of impacted less likely to be
WEAVE trial decisions to in a current
participate relationship &
and response more likely to
to view their
intervention doctors'
communication
skills highly.
Perceived value
of the
intervention,
awareness of
safety,
participation as a
path toward
support, viewing
primary care as a
mental health and
physical health
home; readiness
for change;
viewing GP as a
safe place or
interpreting them
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provider were all
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influencing
uptake
Experienced Lived GP encounters 1 A/B
abuse and no experiences  with women who
longer viewed of have experienced
to be at risk interactions abuse influence
with general future help-
practitioners seeking
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Domestic
Abuse

To identify
barriers for
access to
care among
Romani
women
Survivors
of IPV and
to gather
ideas for
interventio
ns across
different
services

Propose
actions for
Australian
ambulance
services to
undertake
to reduce

Concept

mapping
study

Opinion
of
nationally
recognize
d expert
committe
es;

Women's
Aid and
ASSIST
(advocacy
support
group)
Roma
civil
society
groups,
primary
health
care
profession
als and
other
stakehold
ers (social
work, etc)
across
Spain

Australian
governme
nt’s
National
Plan to
reduce
violence

Barriers to help
seeking for
Romani women

Ambulance
services and
interactions
with IPV
patients and
other health
services

Actions to
improve
primary

health care

services' and
professionals'

responses to
Romani
women
seeking help
due to IPV

Interventions
ambulance
services can
take to
support [PV
work

provider
response

8 themes:

Relationship with

provider;
practices to

promote respect

& improve
detection;
strengthen

collaboration

with Romani
associations;
enhance
resources for
follow up;
facilitate

participation in

care; enhance
cultural

knowledge for
staff; strengthen

awareness in
Romani

community; &

develop

community led

action for
prevention
Immediate
actions that
ambulance
services can
implement:
collaboration
with external
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Accessibility
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Figure 1

Database Results
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Figure 1. Adapted “Preferred reporting items for systematic reviews and meta-analyses: The

PRISMA statement.” (Moher et al., 2009)
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Figure 2.1

Johns Hopkins Nursing Evidence-Based Practice Level and Quality Guide

Johns Hopkins Nursing Evidence-Based Practice

Appendix D

Evidence Level and Quality Guide
Evidence Levels Quality Ratings
Level I QuaNtitative Studies

Experimental study, randomized controlled trial
(RCT)

Explanatory mixed method design that includes
only a level I quaNtitative study

Systematic review of RCTs, with or without meta-
analysis

Level IT

Quasi-experimental study

Explanatory mixed method design that includes
only a level IT quaNtitative study

Systematic review of a combination of RCTs and
quasi-experimental studies, or quasi-
experimental studies only, with or without meta-
analysis

Level ITI

Monexperimental study

Systematic review of a combination of RCTs,
quasi-experimental and nonexperimental studies,
or nonexperimental studies only, with or without
meta-analysis

Exploratory, convergent, or multiphasic mixed
methods studies

Explanatory mixed method design that includes_
only a level III quaNtitative study

Qualitative study Meta-synthesis

A High quality: Consistent, generalizable results; suffident sample size for the study design; adequate
control; definitive conclusions; consistent recommendations based on comprehensive literature review that
includes thorough reference to scientific evidence.

B Good quality: Reasonably consistent results; sufficient sample size for the study design; some control,
fairly definitive conclusions; reasonably consistent recommendations based on fairly comprehensive
literature review that includes some reference to sdentific evidence.

C Low quality or major flaws: Little evidence with inconsistent results; insufficient sample size for the
study design; conclusions cannot be drawn.

Qualitative Studies
No commonly agreed-on principles exist for judging the quality of qualitative studies. It is a subjective
process based on the extent to which study data confributes to synthesis and how much information is known
about the researchers’ efforts to meet the appraisal criteria.
For meta-synthesis, there is preliminary ag it that quality
made before synthesis to screen out poor-quality studies'.
A/B High/Good quality is used for single studies and meta-syntheses?.
The report discusses efforts to enhance or evaluate the quality of the data and the overall inquiry in
sufficient detail; and it desaribes the spedific technigues used to enhance the quality of the inguiry.
Evidence of some or all of the following is found in the report:
« Transparency: Describes how information was documented to justify decisions, how data were
reviewed by others, and how themes and categories were formulated.

« Diligence: Reads and rereads data to check interpretations; seeks opportunity to find multiple
sources to corroborate evidence.

« Verification: The process of checking, confirming, and ensuring methodologic coherence.

» Self-reflection and scrutiny: Being continuously aware of how a researcher’s experiences,
background, or prejudices might shape and bias analysis and interpretations.

« Participant-driven inquiry: Participants shape the scope and breadth of questions; analysis and
interpretation give voice to those who participated.

» Insightful interpretation: Data and knowledge are linked in meaningful ways to relevant literature.

C Low quality studies contribute little to the overall review of findings and have few, if any, of the features
listed for high/good quality.

s of individua! studies should be

© 2017 The Johns Hopkins Hospital/ Johns Hopkins University School of Nursing

Figure 2.1. Johns Hopkins Nursing Evidence Level and Quality Guide, levels I-III. Dang, D., &
Dearholt, S. (2017). Johns Hopkins nursing evidence-based practice: model and guidelines. 3rd

ed. Indianapolis, IN: Sigma Theta Tau International. Reprinted with permission
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Figure 2.2

Johns Hopkins Nursing Evidence-Based Practice Level and Quality Guide

Appendix D

Evidence Level and Quality Guide

Johns Hopkins Nursing Evidence-Based Practice

Evidence Levels

Quality Ratings

Level IV

Opinion of respected authorities and/or
nationally recognized expert committees or
consensus panels based on scientific evidence

Includes:
= Clinical practice guidelines

* Consensus panels/position statements

A High guality: Material offidally sponsored by a professional, public, or private organization or a government
agency; documentation of a systematic literature search strategy; consistent results with sufficient numbers of
well-designed studies; criteria-based evaluation of overall scientific strength and quality of induded studies and
definitive conclusions; national expertise clearly evident; developed or revised within the past five years

B Good quality: Material officially sponsored by a professional, public, or private organization or a government
agency; reasonably thorough and appropriate systematic literature search strategy; reasonably consistent
results, sufficient numbers of well-designed studies; evaluation of strengths and limitations of included studies
with fairly definitive condusions; national expertise dearly evident; developed or revised within the past five
years

C Low quality or maior flaws: Material not sponsored by an official organization or agency; undefined, poorly
defined, or limited literature search strategy; no evaluation of strengths and limitations of induded studies,
insufficient evidence with inconsistent results, condusions cannot be drawn; not revised within the past five
years

Level v
Based on experiential and nonresearch evidence
Includes:
» Integrative reviews
» Literature reviews
« Quality improvement, program, or financial
evaluation
= Case reports
* Opinion of nationally recognized expert(s)
based on experiential evidence

Organizational Experience (quality improvement, program or financial evaluation)

A High quality: Clear aims and objectives; consistent results across multiple settings; formal quality
improvement, finandal, or program evaluation methods used; definitive condusions; consistent
recommendations with thorough reference to scientific evidence

B Good quality: Clear aims and objectives; consistent results in a single setting; formal quality improvement,
finandal, or program evaluation methods used; reasonably consistent recommendations with some reference to
scentific evidence

C Low quality or major flaws: Undear or missing aims and objectives; inconsistent results; poorly defined
quality improvement, financial, or program evaluation methods; recommendations cannot be made

Integrative Review, Literature Review, Expert Opinion, Case Report, Community Standard,

Clinician Experience, Consumer Preference

A High quality: Expertise is clearly evident; draws definitive conclusions; provides scientific rationale; thought
leader(s) in the field

B Good quality: Expertise appears to be credible; draws fairly definitive condusions; provides logical argument
for opinions

C Low quality or major flaws: Expertise is not discernable or is dubious; conclusions cannot be drawn

1 hitps:/Jown: yark.oc uk/erd/SysRevy 1S5L1 WebHelpy'5_d_ASSESSMENT_OF

2 Adapted from Polit & Beck (2017).

QUALITATIVE_RESEARCH.htm

© 2017 The Johns Hopkins Hospital/ Johns Hopkins University School of Nursing
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Figure 2.2. Johns Hopkins Nursing Evidence Level and Quality Guide, levels IV and V. Dang, D.,
& Dearholt, S. (2017). Johns Hopkins nursing evidence-based practice: model and guidelines. 3rd

ed. Indianapolis, IN: Sigma Theta Tau International. Reprinted with permission.
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Figure 3

The Iowa Model Revised: Evidence Based Practice to Promote Excellence in Health Care

The lowa Model Revised: Evidence-Based
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Glnizal o patent deniibed sue

Jrgasization, stabe. or ratienal intiafve

Daka | mew evidence ¥ X
Accindibng agency feqiiranmants | fegulitions

PEilodaphry of can

L]
‘Sale the Qusstion or Purposs

I this depic a o
priomty?

Consioar anoder
lssue | cppsrien By

Y&

Form a Team

fasemble Agpiains ard Synitesice Body of Evidence
»  Coaducl sywlamabc search -
»  'Wwigh quality, geantily, consivlency, and risk

T

In "I-IF Mn
FTT LT
evidence?

Condue ressanzh

Yed

Deaign afd Plol S Praclics Chasge
[Eagage patients and vesity prefenences
Comsider resuITes, oonsirainks, and appraval
[Deseelop localized profooal

Graaie @ avaliation plan -
rilect bamsine data
{Derlop an implementaticn plan

Prepare cinislans and materiale
Prat o adsplisn

LI R A R

= cha~ge
igprapriie lof [

i i In

practice?

Confu bshins e rmatives

Wik
r

Identity and enpage key perannne
Hargiwire changs inin

Lt
Mznitor kay indicators through quality mproeement
Reiitahi ai fiedid

¥
Dissemnate Results "

Figure 3. The lowa Model Revised: Evidence-Based Practice to Promote Excellence in Health
Care. Iowa Model Collaborative. (2017). lowa model of evidence-based practice: Revisions and
validation. Worldviews on Evidence-Based Nursing, 14(3), 175-182. doi:10.1111/wvn.12223.

Reprinted with permission.
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Appendix A

JOHNS HOPKINS Find a course.. B

HURSING n D m ﬁ
LEARNING SYSTEM HOME ~ COURSE CATALOG ~ CONTACTUS  JOIN OUR MAILING LIST ~ IJHN WEBSITE

Home » |HNEBP Model and Tools- Permission

JHNEBP MODEL AND TOOLS- PERMISSION
&

Johins Hopkins Nursing
Center for Evidence-Based Practice

Thank you for your submission. We are happy to give you permission to use the JHNEBP model and tools in adherence of our legal
terms noted below:

= ‘You may not modify the model or the tools without written approval from Johns Hopkins.
« All reference to source forms should include “©The Johns Hopkins Hospital/The Johns Hopkins University.”

« The tools may not be used for commercial purposes without special permission.

If interested in commercial use or discussing changes to the tool, please email jjhn@jhmi.edu.

Downloads:

JHNEBP Tools-Printable Version

JHNEBP Tools-Electronic Version
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Appendix B

Permission to Use The lowa Model Revised: Evidence-Based Practice to Promote Excellence in Health Care &
3> Inbox x

Kimberly Jordan - University of lowa Hospitals and Clinies <noreply@gemailserver.com= 9:58 AM (D minutes age) ¥y s

tome =

You have permission, as requested today, to review and/or reproduce The lowa Model Revised: Evidence-Based Practice to Promote Excellence in Health Care. Click the link below to open.
The lowa Model Revised (2015)
Copyright is retained by University of lowa Hospitals and Clinics. Permission is not granted for placing on the internat.

on E Based Nursing, 14(3), 175-182. doi:10.1171/wvn. 12223

Citation: lowa Mode| Collaborative. (2017). lowa model of evidence-based practice: Revisions and validation. W/

In written material, please add the following statement:
Usedfreprinted with permission from the University of lowa Hospitals and Clinics, copyright 2015. For permission to use or reproduce, please contact the University of lowa Hospitals and Clinics at
319-384-2098.

Please contact UIHCNursingResearchandEBP@uiowa.edu or 319-384-9098 with questions.
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Appendix C

154 Program Evaulation

Program evaluation is a systematic method for collecting, analyzing, and using information to answer questions

about programs that are in place, particularly about their effectiveness and efficiency.

Program evaluation may include:

s feasibility evaluations to ensure that a program or portion of the program is feasible, appropriate, and
acceptable before it is fully implemented.

+ formative evaluations that occur during the program implementation or process and may lead to changes in
the program before the program is completed.

& summative evaluations that occur at the end of the program implementation.

Woebsite: http-/fwww virginia eduivpriirb/hsriindex html
Phone: 434-924-2620 Fax: 434-524-2932 Box 800483
Template Version Date: January 21, 2020
Page 3 of 2T

& program process evaluation, program impact evaluation and program outcome evaluations that focus on
how a program was implemented and how it operated; evaluates outcomes and impact.

The methodology employed to collect and analyze data may resemble research; however, the purpose of the

project is not to create generalizable knowledge. The information gleaned from program evaluation efforts is

generally used to improve a particular program, and not to generate generalizable knowledge, even though

results are sometimes shared outside of the institution.

Any activity, meeting one of the above categories, is determined by the IRB-HSR to NOT represent human subject
research and therefore no submission to the IRB-HSR is required. However, it is recommended that investigators
document their determination by placing a copy of this completed application in your files to address any future
queries about the project.

If you checked an item under gquestion & 1 YOU ARE DONE. DO NOT ANSWER ANY ADDITIONAL QUESTIONS.
If you did not check an item under #1 proceed to #2.

RE: Determination Form for Evidence Based Practice Project irbhsr 22547 DNP program x I ® C

Mills, Karen Col (kemét) ker pvirginia.edu via myuva.cnmicrosoft.com @& Aug 4, 2020, 9:38 AM ¥y -
10 me, caa3sv@virginia.edu_ -

Good morning ,
In the future please communicate with the IRB using your UVA email. It is more secure than your non UVA email. .

Apologies for the delay. | was waiting on response from the IRBHSR QI COMMITTEE. The IRBHSR QI Committee reviewed this project and determined that this project as described does not meet the
criteria for Human Subject Research. They determined this project was QI and Frogram evaluation. Your submission was updated to reflect this determination. Mo additional IRE submission/review is
necessary for you to proceed with this project.  Please refer to the attached IRE signed Determination (see PDF) for additional information.

Your project was assigned IRE Tracking Id # 22547 . This tracking ID has been added to the project documents sttached.

This project was determined to be non human subject research. The results may only be published s non human subject research and not as human subject research.
Flease keep this email and all attached documents with the project files.

Contact the IREB if anything with this project changes OR if you have questions or concems.

Thanks,
Karen

Karen Coleman {Mimms) Mills, RN

Compliance Coordinator

IRB-HSR Board Member

Institutional Review Board-Health Sciences Research

434-964-7666

This number is Not a UVA number — dial full 7 digits OR if outside the 434 area code dial all 10 digits
OFFICE HOURS: M--F 08:00 - 12:00
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Appendix D
Abstract Accepted for Presentation at the International Conference on Forensic Nursing
Science and Practice September 22, 2021
Abstract

Background: Patients who suffer from intimate partner violence (IPV) have many chronic
health concerns. Lack of access to health care services is one contributing factor to poor health
outcomes in this group. Survivors of IPV seek care from many community services. The
Emergency Department (ED) is a common location for patients to present for care immediately
following a violent event. After discharge, there is often no formal follow up care. This
interaction with the healthcare system is a potential access point for continuity of care.
Purpose: This project aimed to improve access to follow up care as well as primary care services
for patients presenting to the ED with complaints of IPV. PICOT Question: In patients with
complaints of intimate partner violence presenting to the ED, does a follow up phone call with a
registered nurse address barriers to accessing primary and follow up healthcare services?
Method: The IOWA model was used for project design. The project was designed with input
from members of the forensic team at the project site based on noted concerns of patients lost to
follow up and literature review findings supporting this same concern.
Procedures: All patients who presented to the ED with complaints of IPV were called for follow
up over a 3 month time frame. The telephone intervention included a reminder of scheduled
appointments, offer to establish care with a primary care provider (PCP), education of
community resources, and safety planning.
Nursing Implications: Registered nurses can help this population improve access to services by
assessing individual needs and facilitating contact with appropriate healthcare services.

Keywords: domestic violence, intimate partner violence, primary care, barrier or barriers
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Appendix E
Manuscript Submission to Journal of Forensic Nursing
Facilitating Follow Up Services for Survivors of Intimate Partner
Violence Presenting to Emergency Departments

Christine Arcidicono DNP, RN, FNP-C
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Abstract
Background: Patients who suffer from intimate partner violence (IPV) have many chronic
health concerns. Lack of access to health care is one contributing factor to poor health outcomes
in this group. The Emergency Department (ED) is a common location for patients to access care
but follow up is often lost. There is potential for better continuity of care through this access
point.
Purpose: This project aimed to improve access to follow up and primary care services for
patients presenting to the ED with complaints of [IPV. PICOT Question: In patients with
complaints of intimate partner violence presenting to the ED, does a follow up phone call with a
registered nurse address barriers to accessing primary and follow up healthcare services?
Method: The IOWA model was used for project design and was designed with input from
members of the forensic team on site.
Procedures: All patients who presented to the ED with complaints of IPV were called for follow
up over a 3 month time frame. The telephone intervention included a reminder of scheduled
appointments, offer to establish care with a primary care provider (PCP), education of
community resources, and safety planning.
Nursing Implications: Registered nurses can help this population improve access to services by
assessing individual needs and facilitating contact with appropriate healthcare services.

Keywords: domestic violence, intimate partner violence, primary care, barrier or barriers
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Facilitating Follow Up Services for Survivors of Intimate Partner Violence Presenting to
Emergency Departments

Intimate Partner Violence (IPV) is a crime that impacts millions of Americans each year.
One in 4 women and 1 in 10 men are victims of violence or stalking by a current or former
intimate partner over the course of their lifetime (Smith, et al. 2015). Researchers have identified
multiple variants that make it difficult to report data suggesting higher incidences of violence.

Survivors often sustain physical injuries such as strangulation, musculoskeletal trauma,
and head or brain injuries and are more likely to participate in high risk behaviors that affect
long-term health (Weaver et al. 2015). There is evidence that survivors of IPV are more likely to
experience poorer health and have an increased mental health burden (Weaver et al. 2015).
Women who are victims of domestic violence are at increased risk for homicide from their
abuser and attempting to leave a relationship can increase this risk further (Campbell et al.,
2003).

Another challenge facing this population is access to mental health, community, and
primary care services. One particularly disturbing barrier seems to be the health care provider’s
attitude towards survivors of IPV. A poor experience with a provider regarding IPV disclosure
can lead to lack of follow up care (Mackenzie et. al, 2019).

The PICOT question addressed in this review aimed to examine access to acute and
chronic healthcare services by investigating current identified barriers to healthcare for survivors
of IPV. The PICOT question for this project is: In patients with complaints of intimate partner
violence presenting to the ED, does a follow up phone call with a registered nurse address
barriers to accessing primary and follow up healthcare services?

Review of Literature
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A systematic review of four databases was conducted to explore the topic of IPV and
access to primary health care services. The databases used for the literature review were:
PubMed, Web of Science, PsycINFO, and Cochrane. Search terms include “domestic violence”
with the Boolean operator OR, “intimate partner violence”, “primary care” and “barrier” with the
Boolean operator OR “barriers”. Results were limited to the past 5 years. After reading titles and
abstracts for relevance to the topic and removing duplicate articles, 28 remained (see Figure 1).
Due to lack of data regarding barriers in access to primary care services, sources were retained
for their relevance to the topic of access to health care services, implementation of I[PV services
in the primary care setting, and experiences with help seeking in general.

To address the possibility of bias, a review of gray literature was performed. There was
no evidence of publication bias and findings were consistent with systematic review. A similar
lack of research relating to barriers in accessing primary care for survivors of intimate partner
violence was found.

Summary of Data and Analysis

Articles were reviewed for level of evidence and quality using the Johns Hopkins
Nursing Evidence-Based Practice Model method which was used with permission (Dang &
Dearhold, 2017). A thematic approach was taken for review of literature due to the heavy
reliance on qualitative sources.

Integration of primary care with social and allied services. Many sources reported the
importance of utilizing primary care. Primary care providers (PCP) occasionally offer services
for survivors and most utilize referral programs that include mental health services, safety

planning, and parental support (Hegarty et al., 2016). More research is needed to assess
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helpfulness of these resources but it is clear that primary care has a role in supporting I[PV
Survivors.

Access is especially difficult for vulnerable populations and studies suggest integrating
primary care with community services is helpful for positive long-term results (Briones-
Vozmediano et al., 2019; Lewis et al., 2019). Not all survivors will seek help through primary
care and often will seek out legal or community resources first (Evans & Feder, 2016; Mantler et
al., 2018; Vives-Cases et al., 2017; Sawyer, et al, 2015). A common theme was the reported need
for better education and communication between legal, advocacy, social, and health services. An
example of this includes results from a trial of integrating primary care services into shelter
services (Mantler, et. al., 2018). The study found the visibility of health providers while at the
shelter increased follow up with primary care after leaving. This suggests the importance of
developing a trusting relationship with providers.

Feeling of Trust and Understanding During Disclosure. A common theme in the
literature was fear of disclosure due to social or cultural stigma and fear of retaliation or
misunderstanding from providers or loved ones (Hill et al., 2016; Huntley et al., 2019). By
approaching patients with a positive regard and knowledge of IPV issues, providers can help
develop a sense of trust and influence future attempts to access health services (Mackenzie et al.,
2019). Not all survivors are ready to disclose at the time they seek health services so the timing
of supportive interventions is important (Ford-Gilboe et al., 2015). In a study of Lesbian, Gay,
and Bisexual (LGB) patients, who are historically vulnerable to intimate abuse, establishing trust
with providers and community support networks was critical in improving access to care (Floyd

etal., 2016).
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A trusting relationship with providers may also make interventions more successful
(Weaver et al. 2015; O’Doherty et al. 2016). In order to build a positive rapport, providers must
first be educated on the various barriers to health services that IPV survivors may experience.
This may help survivors navigate the barriers they will encounter while seeking lifestyle changes
and escalation of care.

Barriers to Accessing Health Services. Almost all qualitative studies analyzed
identified social and cultural stigma as one of the biggest barriers to disclosing IPV and a fear of
reporting. This finding was consistent across cultures and especially among vulnerable
populations (Dhunna et al., 2018; Taherkhani et al., 2019; Finfgeld-Connett, 2017; Sabri et al.,
2015) suggesting future interventions may be targeted at challenging social and cultural norms
regarding violence in the home. Improving provider, law enforcement, and social services
knowledge may also be prudent to challenge current practices.

Future interventions should be targeted at improving resources and public perception of
available services (Huntley et al., 2019) as well as increasing funding for resources and changes
at the policy level (Gear et al., 2016, Stark et al., 2016).

Potentially Useful Interventions. A common limitation in the quantitative studies found
was short duration and small sample size. Although the sample size of these studies would limit
generalizability, the barriers for seeking help and health services in this population appear to be
similar across cultural groups.

One randomized control trial reported on the effectiveness of community health worker
follow up after identification of current IPV (Rodgers, et al, 2017) against routine care which
included an advocate only during presentation to a community health center. The study results

suggest that personalized care is helpful to keep survivors in touch with resources.
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In this increasingly digital age, online interventions are promising sources of information
and safety planning. The flexibility of online access and ability to tailor interventions supports
this hypothesis (Tarzia et al., 2016). An international study developed several online safety tools
(Ford-Gilboe et al., 2017) and showed positive perception of the intervention with no identified
harms to participants. The intervention also demonstrated benefits on mental health, coercion by
partners, safety planning, confidence in planning for self and children, mastery of educational
material, and improvement in social support (Ford-Gilboe et al., 2020).

Barriers to Implementation of Interventions. Although interventions are being
developed to address IPV, there are barriers to implementation. Government and community
resources need more funding for education and implementation of services (Garcia-Moreno et al,
2015) and national policy efforts should be involved (Colombini et al, 2017; Colombini et al,
2019). Funds should be targeted at communities with lower resources as lack of funding
significantly impacts ability to implement effective interventions (Schwab-Reese & Renner,
2018) and communities with low levels of resources are likely to be more vulnerable to IPV.
Limitations

Limitations in this review include English language, full text or completed studies, lack
of randomized control trials, and the use of mostly qualitative sources. This was expressed as a
limitation in many of the articles. The intervention studies cited short intervention time as a
limitation and suggested longitudinal follow up.

Methods
Project Setting
The project took place at a level one trauma center. The hospital employs a team of

forensics registered nurses who are trained to care for survivors of sexual and physical violence.
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The team lead is a nurse practitioner (NP) who performs follow up examinations to track injuries
identified.

Most patients are discharged home following their presentation to the ED but
occasionally they will need to be admitted to the hospital. At the time of discharge, patients are
scheduled for follow up with the forensic NP if there are injuries that may continue to worsen
over the next few days and require further documentation or treatment. Not all [PV patients
require a follow up appointment with the forensics team depending on the nature of their assault.
Occasionally patients are scheduled for an appointment with their PCP. It was not uncommon for
patients to miss these appointments and not all patients have a PCP. The number of missed
appointments has historically not been tracked due to the variance in patients who need follow
up. Given the structural constraints of the ED, the forensic team is better positioned to facilitate
follow up care.

The purpose of this project was an evidence based practice project to address the gap in
follow up care for these patients. All patients who presented to the ED for complaints of [PV
were called for follow up during the 3 month time frame of implementation. The telephone
intervention educated on available services, answered patient questions and helped patients
navigate perceived or actual barriers to accessing care.

Procedures

The Iowa model was used with permission (Ilowa Model Collaborative, 2017).
Implementation occurred after the Institutional Review Board determined the project did not
require review as it was an Evidence Based Practice Project.

The forensics team was educated on the project’s purpose to facilitate timely follow up

and to let patients know about the follow up calls. This allowed patients to give a phone number
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for follow up or to decline if they wished. All patients were offered a follow up call. The follow
up call used an anonymous phone application and were conducted within 72 business hours of
their initial exam. Questions regarding forensics services, the legal process, or community
resources were answered. The calls also addressed safety planning and care coordination.
Voicemails were not left to protect the patient in the event of surveillance of phone messages and
another call was attempted if the patient was unreachable.

Patients were reminded of appointments scheduled for them during their initial exam and
were offered an appointment with a PCP if they did not already have one. Any other immediate
needs were addressed to help patients navigate the health and community service system and
medical questions were deferred to a medical provider.

Questions explored in the telephone appointment included: Do you have a PCP? Do you
plan to see your PCP as a result of your injuries and if not, why? Are you aware of your options
if you decide to leave your current situation? Are you aware of counseling resources available to
you? Do you plan to follow up with the forensic team as a result of your injuries?

Those who expressed a need for mental health services were directed toward applicable
resources. Follow up phone calls were conducted two months after initial encounter to assess
continuity of treatment and effectiveness of telephone intervention. There were barriers to this
process which are discussed below.

Results

The project ran from August 1, 2020 through October 31, 2020. During this time 14
patients were seen by the Forensics Department for complaints of IPV. Of those 14, one was a
minor. This person was contacted as part of routine care for follow up but was not included in

the results.
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Of the 13 adult patients, five were unable to be reached. Of those five patients, two were
admitted to the hospital during the follow up time period and three were lost to follow up due to
inability to contact them.

The remaining seven patients were contacted via telephone to follow up on their initial
forensic exam. Out of these seven patients, one of them had declined a forensic examination but
requested a follow up call for assistance in community service access. From the remaining six
patients, two had a follow up appointment with the NP. Four of the seven patients were
scheduled for follow up appointments with a PCP or an obstetrics provider either during their
initial exam in the Emergency Department or during their follow up call. All four of these
patients attended their appointments as planned.

Although a scripted follow up was initially used during the first follow up call several
needs emerged indicating the need for more personalized education and care coordination. The
differences between each patient situation identified the need for follow up to be tailored to the
patient's current priorities.

Case Descriptions

Case 1. During the follow up call, it was immediately evident that an appointment was
not a priority for them. This patient was homeless and had not eaten since discharge from the
hospital two days prior. The NP student investigator immediately shifted focus of the phone call
and was able to help the patient access an open food bank and remind them of a follow up with
local community services. A follow up appointment was also scheduled for an establishment of
care with a PCP and the patient was reminded of this. The patient was scheduled for a follow up
appointment with the forensic lead NP. This appointment was done while they were admitted to

the hospital for an unrelated illness.
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Case 2. The topic of safety planning was addressed during this call. The NP student
investigator was able to discuss the importance of preventative care. Community resources were
discussed for counseling and safety planning. This patient was contacted a second time for
follow up. The patient expressed the phone calls were somewhat helpful and stated that they still
felt “shocked” by their experience.

Case 3. Safety planning was addressed as well as follow up for specialty services during
their follow up call. Questions regarding the legal process and protective orders were addressed.
The patient had suffered an injury requiring specialty care as a result of their assault and was
having difficulty accessing timely follow up. This patient had a designated PCP who was
involved in the case and was able to help with this process. This patient was contacted through a
second phone call and further questions regarding the legal process were addressed as well as
counseling services available. The patient found this follow up especially helpful and stated they
felt very supported because of the follow through by the forensic team.

Case 4. This patient was contacted and follow up appointment was rearranged to help
facilitate transport to the appointment. The patient did not show for their follow up appointment
and was unable to be reached a second time.

Case 5. This patient was contacted for a follow up call and safety planning (including
emergency safety community resources), financial planning for purposes of leaving their abuser,
primary care, and local social services were addressed. This patient found the follow up helpful.

Case 6. This patient did not want an examination or to follow up for clinic appointment
but did express interest in safety planning discussion. They stated appreciation for the follow up
call service.

Case 7. This patient reviewed the events of the assault with NP student investigator and
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asked questions regarding access to follow up care and available counseling services. This
patient found the follow up call helpful for navigating the immediate time frame after assault.
Discussion

Overall, the project demonstrated a need for better follow up care for survivors of IPV. In
keeping with the literature regarding feelings of fear regarding disclosure, forensic nurses who
are trained in responding to trauma can be particularly helpful. All of the patients who were
contacted expressed appreciation for the service and several stated they were thankful to have
someone check in. By initiating a welcoming encounter with the health system, forensic nurses
have the ability to promote a better sense of trust in health care providers and encourage patients
to seek care for other health concerns.

More research is needed to identify long term impact of follow up care on health
outcomes but the findings from this project align with the findings in similar studies (Rogers,
2017, Mackenzie et al, 2019). Patients who are followed individually appreciate the service and
are less likely to be lost to follow up when cared for by a provider who understands the
complexities of [PV.

Impact of Coronavirus

It is worth noting the effect of the coronavirus global pandemic on the impact of this
project. Overall, the forensic team saw a reduction in volume from August 2020-November 2020
in comparison to the same months in 2019. Already, experts have begun studying the effects of
this epidemic on IPV and violence within the home (Evans et al., 2020) citing the reduced access
in services due to safety concerns, the lack of visibility within the community, and increased
burden of the economic impacts (job loss, child care loss) on financial security of survivors of

IPV.
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It is not known how the global pandemic will impact this population in the long term but
early results indicate that it will not be in a positive way. Healthcare communities can act now to
mitigate the poor health outcomes that may arise from worsening violence in the home by
becoming more educated in the unique needs of this population. Providers can be educated in
trauma informed care which has been shown to be helpful for improving survivors’ trust in
health care providers (Mackenzie et al, 2019). Providers can also learn about community
resources in their locality which may be beneficial for patients who present in safety crisis.

Health systems can work towards mitigating violence in the home by improving access to
services. Finding the most cost effective and realistic way to interact with patients for follow up
is important. While the ED may not be the appropriate service line to focus on initiating follow
up protocols, forensic nurses who often work within the ED are more likely to have the capacity
to perform this service. Forensic nurses are already trained in trauma informed care and have the
knowledge to adapt to patient needs based on their immediate and long term priorities. Nurses
are able to educate patients on the health benefits of primary care services while also assessing a
patient’s level of understanding or ability to access these services.

Nursing Practice Change

The results of the project were discussed at the monthly forensics team staff meeting and
members were engaged in the results. The team discussed the implications of the project and
agreed to implement follow up calls on patients seen for sexual assault and IPV. To keep up with
the volume of patients, each team member contacts the patients they see for initial exam. By
keeping the provider constant, it is felt that this will encourage more trust in seeking health care
services.

System Improvement Recommendations
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This project clearly documented the need for improved follow up services. This
population has its inherent challenges and more frequent contact with the health system would be
beneficial for this group for long term health and safety. The forensic team plans to propose a
full time position as it grows in patient size to aid in care coordination.

Strengths and Limitations of Project

The adaptability of the IOWA model is a strength to support this project because it
allowed for flexibility based on individual needs. This was helpful for follow up calls when the
patient was not interested in primary care services or long term follow up but had other
immediate health needs (Case 1). By identifying common themes in the follow up calls, more
robust research studies can focus on determining long term effectiveness. Potential weaknesses
include lack of robust research supporting the effectiveness of this type of intervention.
Products of Scholarly Project

The project results were submitted to the University of Virginia School of Nursing for
completion of the Doctorate of Nursing Practice. An abstract has been submitted to the
International Association of Forensics Nurses for review and accepted for presentation at the

annual conference in September 2021.
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Figure 1. Adapted “Preferred reporting items for systematic reviews and meta-analyses: The

PRISMA statement.” (Moher et al., 2009)
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