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Abstract Female Veterans experience intimate partner vio-
lence (IPV) at alarming rates. The Veterans Health
Administration (VHA) requires foundational research to guide
the development of policy and programs to detect IPVamong
women Veterans and provide interventions. This pilot study
reports findings from in-depth qualitative interviews
conducted with 12 VHA primary care providers treating fe-
male Veterans in the New England region. Although most
providers indicated that they were not currently routinely
screening for IPV, they expressed positive attitudes and beliefs
about screening in VHA primary care settings. Themes also
included the importance of a comprehensive health care re-
sponse to IPV, such as interdisciplinary coordination of care
and team-based approaches to detection and intervention.
Barriers to routine screening were identified, as well as rec-
ommendations for training programs and clinical tools to
inform the successful implementation of a standardized IPV
screening and response program in VHA. Although prelimi-
nary, these findings represent an initial step in an essential line
of research.
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As women have come to occupy an increasing range of roles
in the United States military over the past 30 years, the number
of female Veterans has increased dramatically (Frayne et al.
2010; Street et al. 2009). Currently, women comprise approx-
imately 15 % of all military service personnel and approxi-
mately 10% of the total Veteran population, and are the fastest
growing population of patients within the Veterans Health
Administration (VHA; Frayne et al. 2010). It is increasingly
understood that women Veterans represent a unique patient
population in terms of health care needs and service use
patterns (Frayne et al. 2010; Street et al. 2009). For example,
women Veterans report more mental and physical health prob-
lems than civilian women (Batuman et al. 2011). These health
disparities may be accounted for, in part, by women Veterans’
greater exposure to various forms of interpersonal violence
than civilian women (Kelly et al. 2011; Zinzow et al. 2007).
Because VHA is the largest single provider of health care for
women Veterans in the United States, it is critical to under-
stand VHA providers’ perspectives and practices in terms of
addressing one of the most common forms of interpersonal
violence experienced by women who have served in the
military—intimate partner violence (IPV; Campbell et al.
2003; Campbell et al. 2008; Dichter et al. 2011; Merrill et al.
2006; Murdoch and Nichol 1995).

IPV refers to physical, or severe psychological psycholog-
ical harm from a former or current intimate partner (Centers for
Disease Cont ro l and Prevent ion [CDC] 2012) .
Epidemiological data indicate that lifetime IPV is more com-
mon among women Veterans than non-Veteran women
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(Dichter et al. 2011) and research conducted with VHA sam-
ples suggest that IPV may be a particularly prevalent experi-
ence among female VHA patients. For example, one study
found that 74 % of women seeking primary care within a large
urban VHA facility reported lifetime physical IPV (Campbell
et al. 2008). A more recent survey of female VHA patients in
the New England region found that 29 % of women in an
intimate relationship reported past-year physical, sexual, and/
or severe psychological IPV (Iverson et al. 2013a). These
findings are in the upper-range of what have been reported
among other female health care samples (e.g., Nelson et al.
2012). Clearly, female VHA patients represent a vulnerable
sub-population in terms of IPV risk.

The negative effects of IPVon women’s short and long-term
health are well documented. In terms of physical health prob-
lems, IPV is associated with high blood pressure, obesity,
sexually transmitted diseases, gynecological problems, heart
disease, stroke, asthma, stomach ulcers, arthritis, headaches,
chronic pain, and other somatic symptoms (Campbell 2002;
Coker et al. 2000; Dichter et al. 2011; Humphreys et al. 2011).
Even low-severity violence and psychological aggression sig-
nificantly increase the odds of adverse health outcomes, includ-
ing pregnancy complications (Coker et al. 2002; McCauley
et al. 1998). IPV also leads to and exacerbates serious mental
health symptoms and conditions such as posttraumatic stress
disorder (PTSD), depression, substance abuse, eating disorders,
and suicidality (Campbell 2002; Coker et al. 2002; Dichter
et al. 2011) that are relatively common among female VHA
patients (e.g., Benda 2005; Maguen et al. 2010).

Health care providers caring for women Veterans are often
treating women who experience the health effects of cumula-
tive trauma exposure and complex symptom presentations
(Campbell et al. 2008; Kelly et al. 2011; Sadler et al. 2004).
For example, a significant number of female Veterans have
experienced physical, sexual, and emotional forms of child-
hood abuse (Kelly et al. 2011; Zinzow et al. 2007). These
forms of childhood maltreatment are known risk factors for
adverse health conditions and IPV in adulthood (Ehrensaft
et al. 2003; Iverson et al. 2011b). Additionally, women
Veterans report high rates of sexual harassment and assault
during military service, referred to as “military sexual trauma”
within VHA (Kimerling et al. 2010; Street et al. 2008).
Military sexual trauma includes acts of sexual harassment
and/or assault that may have been committed by any perpe-
trator (i.e., a fellow service member) and the definition is not
limited to sexual trauma perpetrated by an intimate partner.
Sexual assault, combat exposure, and other military-related
stressors have a cumulative impact on women’s mental health
symptoms, including PTSD (Street et al. 2009; Zinzow et al.
2007), which may increase women’s risk for future IPV
(Iverson et al. 2011a; Iverson et al. 2013b). These cumulative
trauma experiences may not only increase women Veterans’
risk for IPV, but are also often associated with complex

physical and mental health symptom presentations that can
be time consuming to thoroughly assess and treat. All of these
issues may create barriers to screening for IPV within VHA
primary care settings due to competing demands on providers’
time during routine visits.

The increase in women Veterans seeking VHA care, com-
bined with increased recognition of women’s unique health
care needs, has led to significant system-wide changes to VHA
health care for women (Yano et al. 2010). VHA primary care
settings face challenges unique to a system that has predomi-
nantly served males. Availability of comprehensive care for
womenVeterans has rapidly expanded tomeet the needs of this
growing population. VHA defines comprehensive care as, “the
provision of complete primary care and care coordination by
one primary care provider at one site. The primary care pro-
vider should, in the context of a longitudinal relationship,
fulfill all primary care needs…” (Department of Veterans
Affairs 2010b, p. 2). Making comprehensive women’s health
care widely available has been challenging due to small case-
loads at some sites (Yano et al. 2006). Additionally, many
VHA providers have not been routinely caring for women
during their VHA careers and lack the ability to provide
gender-specific services (i.e., care that is dictated by gender,
such as pelvic examinations and pap smears). Moreover, the
prevalence of comorbid interpersonal trauma among women
Veteran patients also creates challenges for delivery of com-
prehensive care as routine gender-specific examinations and
procedures, such as pelvic exams, are often more difficult for
these patients (Weitlauf et al. 2010). As a result, VHA has
launched large-scale training programs to expand the capacity
of providers to deliver comprehensive gender-specific care to
women Veterans.

Concern that IPV is going under-detected among female
VHA patients has led to recent calls for VHA to develop
national IPV screening and response guidelines and programs
(Sweeney et al. 2013). Consistent with new recommendations
of the United States Preventative Task Force (2013), VHA
primary care would be an ideal setting to begin systematically
assessing for IPV since it is often the first point of contact for
women Veterans entering VHA. Moreover, women who have
experienced IPV identify primary care providers as the people
from whom they would like to seek support for IPV and
believe health care providers can help (Friedman et al. 1992;
Hamberger et al. 1998).

Despite its relevance to the care of women Veterans, the
barriers and facilitators to IPV screening among VHA primary
care providers remain unknown. Researchers have long been
interested in health care providers’ experiences and perceived
barriers to IPV screening among non-VHA health care pro-
viders (Elliott et al. 2002; Gerber et al. 2005; Waalen et al.
2000), but there is little work investigating VHA providers’
attitudes, beliefs, and practices with regard to IPV screening.
Given the unique characteristics and challenges of delivering
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women’s health in VHA primary care settings, important
differences may exist. To fill this gap in the literature and to
help inform the successful implementation and adoption of
IPV screening and response practice by VHA providers, this
pilot study provides an initial qualitative assessment of VHA
primary care providers’ perspectives regarding IPV screening
practices.

Method

Participants

Participants in this study were 12 primary care providers from
the New England VA Healthcare System, which comprises
Maine, New Hampshire, Vermont, Massachusetts, Rhode
Island, and Connecticut. All primary care providers, including
physicians, nurse practitioners, and physician assistants, were
eligible to participate as long as they treated female Veterans
in a VHA primary care context. Participants had to participate
in the research outside of their VHAwork hours. There were
no other exclusion criteria.

Nine participants were physicians and 3 were nurse practi-
tioners. Participants were represented from primary care clinics
within each of the six states that comprise the New England
VA Healthcare System. The majority of participants were
female (83.3 %), with the gender composition being fairly
representative of the population of primary care providers
treating women within the New England VA Healthcare
System. Participants were an average of 42 (SD=9.81) years
of age and had been practicing in the field, including any
residency training, for an average of 15 (SD=8.75) years. On
average, participants treated approximately 13 (SD =12.21)
female Veteran patients per week. Only 1 participant reported
having received any type of training relating to IPV within the
past 6 months.

Procedures

Participants were recruited using informational letters sent via
email to all primary care providers in the VA New England
Healthcare System. The letter indicated that the study aimed to
understand VHA providers’ attitudes and beliefs regarding
IPV screening practices with female Veterans. The informa-
tional letter included the following description of the proce-
dures and inclusion criteria:

“We are looking for primary care providers who work
with female patients within the New England VA
Healthcare System who will agree to participate in an
audio taped interview over the phone…We are interest-
ed in conducting interviews from a variety of male and

female primary care providers, including but not limited
to those who work in Women's Health Clinics.”

Interested providers called or emailed the first author to
learn more about the study and schedule a 60-min phone
interview. All interviews were conducted over the phone and
audio-taped for transcription and coding purposes. To help
protect participants’ confidentiality, verbal informed consent
was collected prior to conducting the audio-taped phone in-
terviews because written informed consent forms would have
been the only personally identifiable information collected in
this study. Participants were informed that IPV was defined
for the current study as physical, sexual, and psychological
harm from a former or current intimate partner (CDC 2012).

In-depth semi-structured qualitative interviews were con-
ducted with providers between February and June of 2012.
The semi-structured interview included open-ended questions
intended to elicit providers’ experiences with screening and
follow-up care for IPV with female VHA patients, perceived
barriers and facilitators to screening, and training needs. For
example, “What are your thoughts about whether or not VHA
primary care providers should screen women patients for
IPV?”, “What do you think would help you and other pro-
viders in theVHA remember to screen and engage in screening
practices?”, and “What are some of the barriers you experience
with regards to IPV screening and responding?” were a few of
the questions asked. Perceived training needs were assessed
with questions such as, “What types of educational interven-
tions do you think are needed to improve VHA providers’
readiness to address IPV?” Interviews were conducted by the
first author until the research team had agreed that saturation
had occurred during data collection (i.e., the researcher is no
longer hearing new information during the interviews; Glaser
and Straus 1967). Participants were compensated for their time
with a $50 gift card to Amazon.com. All procedures for this
study were approved by the Institutional Review Board at the
VA Boston Healthcare System.

Data Analysis

Audio-recordings were transcribed verbatim. Transcripts were
analyzed qualitatively using procedures informed by Grounded
Theory methodology (Charmaz 2006). We first conducted
open coding in which three investigators (authors 1, 2, and 4)
separately identified key concepts emerging from the text,
which were discussed together in consensus meetings, follow-
ed by the development of a preliminary codebook. The coding
scheme facilitated systematic identification of ideas, as well as
theoretically important concepts. After developing the prelim-
inary codebook, each transcript was re-coded by two of the
authors and consensus meetings were held weekly with the
coders and first author to ensure agreement. Coded text seg-
ments were reviewed by investigators to condense broad codes
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into distinct themes. Subsequently, prominent themes and
quotes exemplifying each were presented to the research team
and refined through discussion.

Results

Analysis of the interview transcripts revealed five primary
themes related to VHA primary care providers’ perspectives
regarding screening female Veterans for IPV victimization.

Theme 1: IPV Screening for Female VHA Patients Should
be Routine

Participants expressed very positive attitudes toward IPV
screening in VHA primary care settings, with many of the
participants supporting screening for past and current IPVas a
standard part of medical care. Eleven of the 12 participants
indicated that IPV screening should be routine for women
Veterans. The most salient reason for screening was the value
of identifying an experience that may be impacting patients’
health and being able to provide support. As one provider
explained:

I think it’s one of those subjects that if you don’t screen
for it and start the conversation with the person, then you
don’t detect and don’t treat. The downstream social
consequences and medical complications are huge, so
I think [IPV screening] has a lot of value.

Several providers advocated that IPV screening should be
equated with other routine preventative health measures, such
as conducting pap smears and screening for diabetes and
depression. IPV screening was viewed as a clinical strategy
that could increase early detection and possibly prevent future
violence. For example, a provider stated:

My whole goal is to help people be healthier and stay
healthy before something bad happens. So, before
someone's diabetes gets so out of control that they end
up with kidney damage…we should try to prevent that
from happening. It is all about keeping people healthy
before something bad happens. So whether it is external
injury—whether from a car accident or a person perpe-
trating it—it is all consistent with the same goals.

Providers also believed that IPV screening was consistent
with their professional goals in providing holistic care for
Veterans, such that:

If it’s happening to our Veterans we certainly need to
know it. Our number one priority is helping the Veteran
so we definitely need some sort of screening manual,
screening paper, screening questions, or something like

that to find out because we are here to take care of our
Veterans.

Theme 2: There are Logistical and Educational Barriers
to Screening

A primary aim of this study was to understand VHA pro-
viders’ perceived barriers to screening for IPV among female
patients, which were then conceptualized as either “logistical”
or “educational” barriers. One of the most consistently men-
tioned logistical barrier was a perceived lack of time during
clinical encounters. Primary care providers have only a short
amount of time to meet with patients during routine visits. In
particular, the presence of comorbid physical and mental
health symptoms can make it difficult to assess a range of
possible problems because, “If it’s all left up to the provider
and that encounter I think it may be pushed to subsequent
visits because there’s already so much stuff they’re trying to
do in that one encounter.”

Providers also identified a lack of education pertaining to
IPVas a significant barrier to screening. More specifically, the
largest hindrance to IPV screening was a general lack of
awareness and knowledge with respect to the prevalence and
health consequences of IPV. One provider said it most
succinctly:

I think part of the not doing it is not knowing how
common it is, how big of a problem it is and how often
I should expect to be seeing it. It's just really not on my
radar. It is so overshadowed by other mental health
issues and substance abuse issues that, relative to those
topics, IPV isn’t really up there.

Providers’ lack of IPVeducation has led some providers to
feel uncomfortable screening and responding to IPV, as
expressed by one provider, “[Barriers to screening are]…lack
of training, lack of comfort level. So that would go along with
the need for training…We need more face-to-face training so
we could become more comfortable with that.” Increasing
providers’ level of training may increase provider confidence
and willingness to screen for IPV.

Theme 3: Educational Trainings Specific to Identifying IPV
Would Facilitate IPV Screening

Consistent with the aforementioned barriers to screening,
most participants reported a strong need for education and
formal training on IPV that includes specific guidelines for
how to screen for IPV (e.g., what questions to ask and how to
ask the questions). One provider described the essential train-
ing components as:

If we are going to do it [IPV screening], people need to
be trained how to do it. People need to be trained to look
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a patient in the eye, look away from the computer and let
them know you’re listening, ask carefully and in a
meaningful way.

Overall, providers believed that receiving initial and ongo-
ing educational opportunities would serve as a key facilitator
to increased IPV screening practices among women Veterans.

In terms of the type of training format desired, providers
expressed their preference for in-person, interactive, and
“hands-on” training as opposed to online trainings, which
are often the norm within VHA. For example, in regards to
best methods of receiving training, one provider said, “I think
it’s something that would need to be like an official training,
versus the online trainings.”Additionally, providers identified
specific training needs, including the importance of role-play
and practice, and provided other examples of what they be-
lieved would be helpful in terms of formal training on IPV
screening and responding, such as a focus on building com-
munication skills that convey empathy for patients:

One thing I know from the past is the importance of
communication skills training, which did cover these
more challenging issues such as violence…being
trained how to ask the questions and how to support
the patient, how to be empathic. It is critical.

Theme 4: Care Should be Coordinated and Team-Based

The majority of participants stressed the importance of coor-
dination of care between primary care providers, VHA pro-
viders of other disciplines (i.e., social workers and psycholo-
gists), and community agencies. Although participants con-
sistently indicated the belief that primary care providers, and
nurses working within the primary care context, play an
essential role in terms of identifying IPV and its impacts on
patients’ health, providers indicated that they would prefer to
refer identified patients to social work or mental health for
more rigorous assessment and treatment planning. For exam-
ple, one provider felt that, “Primary care would be more of a
screening place and triage place. I don’t personally see prima-
ry care as the best place to treat this kind of complicated
issue.” In general, VHA social workers and other mental
health providers were believed to be more appropriately
trained with regard to the issues most relevant to IPV survi-
vors (e.g., safety concerns, mental health needs, and logistical
considerations such as housing or legal matters). Another
provider elaborated:

I am very comfortable with suspecting abuse or IPVand
some of the physical symptoms might be like the med-
ical model of it, but I am much less comfortable with
what I’d do once the person told me about it and what
I’d do if I thought the children were in danger, things
like that I actually have no idea, I’d probably call a

social worker or a psychiatrist or psychologist here,
but that’s where I fall apart.

Similarly, participants indicated that the VHA’s focus on
team-based approaches to care is an important component of
primary care within VHA that can facilitate IPV screening and
response efforts. Patient Aligned Care Teams (Department of
Veterans Affairs 2010a), or patient-centered, multi-disciplinary
teams, were seen as critical to caring for IPV victims using a
team-based approach. One provider explained that the team
approach helped not only in terms of providing resources, but
also in terms of the support that providers could offer one
another around this challenging clinical issue:

I think the team can facilitate [IPV screening] because if
you have a patient you’re concerned about…I think
having a team that is on board with you in that feeling
it’s important, you have people to go to and ask about
resources and ask what they’ve done in similar situa-
tions and even to bring them in on the discussion. So I
think that the team, definitely to the extent that the team
is on board with you and thinks the issue is important,
can be a facilitator.

Theme 5: Provide us with Clinical Tools to Make IPV
Screening Easy and Systematic

Participants indicated a desire for various tools and resources
to increase consistency and efficiency of IPV screening prac-
tices by VHA providers. VHA has an extensive clinical re-
minder dialogue system. These clinical reminders are embed-
ded within patients’ electronic medical records and they
prompt the provider to assess for various health risks or
conditions at specified time points (e.g., annual pap smear).
A brief IPV screening tool embedded within the electronic
medical record template as a clinical reminder or administered
via paper-and-pencil were identified as methods of making
screening more standardized and acceptable for providers as
indicated by one provider’s statement, “I think we need some
sort of guideline as to how to ask the question. It’s going to
have to be a clinical reminder just like PTSD.” The clinical
reminder system was typically considered a potential facilita-
tor for many of the participants, as stated by one provider as:

It may make sense to have a template that prompts you,
you know, like some kind of validated questionnaire
type of situation. And it would be helpful if the tool
could be pulled up as a women’s health template. Then it
would be documented the way it should be documented
and all the right questions are asked.

In addition to clinical reminders that incorporate evidence-
based screening tools, participants also discussed the utility of
note templates to assist with documentation (i.e., extent of
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documentation of screening and risk assessment results) and
increase provider accountability.

Discussion

While prior studies have examined primary care providers’
attitudes, barriers, and practices regarding screening for IPV
in non-VHA settings, to our knowledge the current study is the
first assessment of these issues among VHA primary care
providers. Our qualitative findings provide important insights
into VHA primary care providers’ subjective experiences and
recommendations for informing the implementation of system-
atic IPV screening and response programming within VHA.

Participants consistently expressed positive attitudes about
screening female patients for IPV in the VHA primary care
context (Theme 1). All but one participant expressed the opinion
that VHA primary care providers should be routinely screening
female Veterans for IPV and providing appropriate care and
referrals. Similarly, consistent with work examining patients’
perspective on IPV screening (Petersen et al. 2004), many par-
ticipants indicated that they believe direct inquiry is important
because patients will be more likely to disclose such experiences
in the context of a routine screening program with a provider
with whom they have an ongoing relationship as opposed to
expecting patients to spontaneously disclose IPVexperiences.

Although participants advocated for routine IPV screening,
several important logistical and educational barriers to screen-
ing in VHA primary care settings were also identified (Theme
2). First, replicating previous research with non-VHA pro-
viders (Ferris 1994; Minsky-Kelly et al. 2005; Sprague et al.
2012), time constraints were consistently noted as a major
barrier to IPV screening within VHA, especially in light of
the extensive list of screening programs that already exist (e.g.,
obesity, tobacco use, sexual trauma during military service,
PTSD, depression, alcohol misuse, HIV). In addition to the
more logistical challenge of time constraints, participants iden-
tified several concerns that can be understood as a general lack
of education regarding IPV. For example, participants indicat-
ed that a lack of awareness and general knowledge pertaining
to the prevalence and health effects of IPV contributed to
inconsistent IPV screening practices among VHA providers.
Providers’ lack of education regarding IPV screening led to
decreased confidence levels in their ability to appropriately and
sensitively screen women for IPV. Although similar observa-
tions have also been documented among non-VHA providers
(Davis and Harsh 2001; Guillery et al. 2012), this study ex-
tends these findings in a new population of providers that care
for an important group of patients who are at heightened risk
for IPV relative to civilian women (Dichter et al. 2011).

Complementing the findings regarding educational barriers to
screening for IPV, participants consistently indicated that provi-
sion of education and training programs related to identifying and

managing IPV among female Veteran patients is essential to
facilitating IPV screening in VHA (Theme 3). Specifically,
participants reported a need for basic education on IPV, such
as information on prevalence, risk factors, and health conse-
quences, to facilitate provider ‘buy in’ regarding the impor-
tance of screening women patients for IPV. Providers also
requested in-person interactive training programs that provide
specific guidelines on screening, assessment, referrals, and
follow-up care. Role-play exercises, practice accompanied
by feedback, and communication skills were identified as
important components of educational training programs.
Providers also suggested that education be ongoing and asso-
ciated with specific protocols for caring for IPV survivors that
would enhance providers’ willingness and comfort level with
IPV screening and response. This finding is in line with
previous research showing that provider educational training
sessions lead to increased knowledge and self-efficacy regard-
ing screening, assessment, and referral practices with respect
to addressing IPV in health care settings (Campbell et al.
2001; Hamberger et al. 2004; Thompson et al. 2000).

Coordination of care among VHA providers, including
team-based approaches, and the ability to refer patients to
relevant community resources were perceived as important
facilitators to IPV screening (Theme 4). Participants generally
believed that after a patient disclosed IPV, it was important that
patients were seamlessly connected with mental health and
social services within VHA as well as with community agen-
cies serving IPV survivors. In particular, social workers were
considered paramount in assessing patients’ safety and the
need for support services, including mental health treatments
and shelters. One particularly promising approach to helping
women Veterans who are impacted by IPV is the VHA PACT
model, a new team-based multidisciplinary method of primary
care delivery. PACT provides accessible, coordinated, compre-
hensive, patient-centered care, and is managed by primary care
providers with the active involvement of other clinical and
non-clinical staff, as well as the Veteran (Department of
Veterans Affairs 2010a). These findings suggest that PACT
has important implications for the development and implemen-
tation of guidelines for IPV screening and response program-
ming within VHA since such programming can help make the
referral process easy and seamless. Coordination of care with
community resources was also viewed as critical, which is
consistent with previous work showing that such coordination
of care increases provider self-efficacy in terms of IPV screen-
ing (O’Campo et al. 2011). Indeed, prior work indicates that a
planned care team approach along with close community
collaboration is ideal for patients experiencing IPV in health
care settings (Zink et al. 2007).

Finally, providers stated a strong desire for clinical tools,
such as screening tools embedded within clinical reminders
and note templates, to make IPV screening and responding
efficient and acceptable to VHA providers (Theme 5). It is

828 J Fam Viol (2013) 28:823–831



noteworthy that all of the participants in this study expressed
openness to use of an IPV screening tool in their VHA practice
since there are several IPV screening tools that have demon-
strated clinical utility in health care settings (Rabin et al.
2009), including good accuracy detecting IPV among female
VHA patients (Iverson et al. 2013a). Such screening tools can
be paired with note templates to assist providers with risk
assessment and appropriate documentation, as well as to fa-
cilitate coordination of care.

Although findings from this study illuminate factors that can
lead to improvements in VHA and non-VHA health care for
womenVeterans, there are several limitations of this study. This
was a pilot study with a small sample size. Although we cast a
wide net in terms of recruitment (e.g., recruitment targeted all
primary care providers in the VA New England Healthcare
System, minimal exclusion criteria), there is a possibility of
selection bias in our sample. For example, providers may have
volunteered to participate in this study because they tended to
have a more vested interest in transforming VHA care to
include routine screening for IPVor have a specific interest in
women’s health. Similarly, it is possible that providers who had
less knowledge of how to address IPV may have been more
likely to respond to the recruitment materials. In addition, it was
beyond the scope of the current study to evaluate systems or
organizational differences between sites, such as the size of the
facility, existence of freestanding women’s health clinics at
locations, and specific leadership characteristics. Similarly, we
only interviewed primary care providers who were caring for
womenVeterans in theNewEngland area and findingsmay not
be representative of all VHA health care providers nationally.

These issues can be addressed in future researchwith a larger,
more representative sample of VHA providers. Such research
can also examine similarities and differences in attitudes and
practices across different types of primary care providers (e.g.,
physicians compared to nurse practitioners or registered nurses)
and explore the ways in which different types of training expe-
riences impact providers’ perceptions of their roles as health care
providers with respect to addressing IPV. Although the propor-
tion of female providers who participated in this study is repre-
sentative of primary care providers who treat women in the New
England VA Healthcare System, the subsample of male partic-
ipants was too small to examine potential gender differences in
the domains examined in this study.While the study resulted in a
predominantly female sample, issues pertaining to providers’
gender did not emerge as a major theme in the study findings.
Despite these limitations, this study offers a unique perspective
from an understudied group of providers.

To date, the majority of the IPV screening literature has
focused on providers caring for women outside of the VHA.
This research has been critical to informing best practices for
IPVassessment and response in health care settings, such as the
importance of asking behaviorally specific questions about IPV
and responding in a validating manner to women’s responses

while providing appropriate assessment, education, referrals,
documentation and follow-up care (e.g., Family Violence
Prevention Fund 2004; Salber and Taliaferro 2006). It is nec-
essary to expand this research to include female VHA patients
because of their increased risk for IPV compared to civilian
women. Our results reveal that VHA providers identify IPVas
an issue of high importance to the care of women Veterans.
While policies and procedures to promote IPV identification
and treatment programmingwithin the VHA require significant
development, given evidence that IPV screening and response
programs can improve abused women’s health and safety
(Nelson et al. 2012), the potential benefits of doing so are
immense.
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