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Katherine Iverson:
– Between the ages of 20 and 85. We assessed for lifetime IPV, including stalking as well as IPV within the past-year. We think it is important to understand how much IPV we are seeing using different samples so that we can get a handle on what the scope of the problem is. First, sometimes the finding; we found that 55 percent of the overall sample of women Veterans reported IPV at some point during their life. 

Among these women, we found that 39 percent experienced physical IPV, 54 percent sexual IPV, and similar proportions reported psychological aspects of IPV. Somewhat surprisingly to me, at least, 64 percent of these IPV exposed women reported having experienced intimate partner stalking; which means they endorsed repeated and unwanted contact from a past or current partner. This would be things like showing up at work that led a woman to feel afraid, and, or have concerns for her own safety or the safety of others. 

In terms of our past-year findings, we saw that 30 percent of the 411 women experienced physical, sexual, or psychological IPV within the past-year. We felt that sexual IPV as well as psychological IPV were quite common. This was interesting to me especially the fact that sexual IPV was so common. Because some of Melissa's work has shown that this type of IPV experience is particularly damaging to women's health as is psychological IPV. 

Now, where data on that last slide were from a general sample of women Veterans; this slide presents data specific to females that are in VHA patients in the New England region. In 2012, we conducted a paper and pencil mail survey of these patients in VISN 1 for those of you who are not familiar with VISN 1 that just means the New England region. Among 160 women who reported involvement in an intimate relationship within the past-year, we found that 29 percent of these women reported some level of past-year IPV. They can see the breakdown of the different types of IPV they experienced. You see that about half of them reported two or more types of IPV within the prior 12 months.

Melissa Dichter:
This is Melissa again. In that first slide, we saw that women Veterans reported higher rates of lifetime IPV experience compared to women who had not served in the military. Here we examined the timing of IPV experience relative to their military service experience. In a survey of 249 women Veteran VHA patients, we asked about their experiences of IPV before they entered military service during their military service, and after they had left the military, so while they were Veterans. We see here that a greater proportion of patients reported experience with IPV with each time period. It escalates during each time period. We see a high proportion of women Veterans experiencing IPV after their military service. That is while they are Veterans. 

The implications of these findings are that serving in the military is not protective against the IPV. That is women experience IPV during and after their military service. Having served in the military, it does not mean that they are then invulnerable to experiencing intimate partner violence. We also see here that women Veterans' higher rates of lifetime IPV compared to women who have not served in the military is not all accounted for by pre or post military service IPV. There is some theory that women escape violence or adverse conditions in their home environments by joining the military as one of the pathways to which women join the military. But we see here that women are also experiencing IPV during and after their military service. If we go onto the next slide…. If you can advance the slide? 

There we see the overlap of IPV experience relative to military service. This is from that same study. Of the women who reported that they experienced lifetime IPV, the time periods in which they experienced it. Only 4.3 percent of those women said that they experienced IPV only before they entered military service and not ever again until the time of the interview. The greatest proportion that we see here, that piece in the middle of 34.6 percent of the women who had experienced lifetime IPV, experienced IPV during all three time periods. That is before, during, and after serving in the military. This has implications when we think about cumulative trauma. Experiencing traumatic events over time and cumulatively can have impacts for both mental and physical experiences. 

The next slide please? Okay. Now moving on to research findings on the associations between IPV experience and health, and healthcare services. The next slide – okay. In this study, we examined medical records of women Veteran VHA patients and compared diagnoses among those with and without documented IPV in their medical records. That is somewhere in their medical record over a five year period that we examined, there was documentation that they had experience IPV. Here we see the frequencies. 

Statistically, it is significant associations between IPV and diagnoses. In particular, note the high frequency of many diagnoses here especially the mental health diagnoses. You can see if you looked down at PTSD, post traumatic stress disorder; 48.4 percent of the women who had IPV documented in their medical record also had a diagnoses of PTSD. That was compared to 22 percent of the patients for whom IPV was not noted in their medical record. The relative risk of having a PTSD diagnosis based on IPV experience is 2.20. These findings indicate a high vulnerability or need among women Veteran VHA patients with IPV experience. They have a high medical and mental health comorbidity. 

The next slide – also in this study, we found higher healthcare services among women with IPV documented in their medical record. We see here that among the women with documented IPV over a five year period, they had a greater number of healthcare encounters per month. This is just within the VA healthcare system. They had more Emergency Department and mental health encounters. Of those with IPV noted in their medical records, 77 percent had an Emergency Department encounter within a five year period; and 96.8 percent had any mental health or social work encounters in the VHA system during that five year period.

The next slide, please, okay. These data come from that survey of 249 women Veteran VHA patients who were between the ages of 22 and 64. This was a survey that we conducted face to face. We did an interview style survey. We asked about experiences of IPV. Then self-report about health conditions, health behaviors, and health symptoms. Here we see a high frequency of self-reported health condition symptoms and behaviors among women who report experience of lifetime IPV. 

In particular here on this chart, note that three quarters of the women who have reported lifetime IPV also reported difficulty sleeping, a diagnosis of depression, bipolar disorder, or anxiety. Two-thirds reported experience in chronic pain. About half reported a diagnosis of PTSD. They reported overall health as poor or fair; and reported frequent headaches. One-third of the women who reported lifetime IPV also reported that they currently smoke cigarettes. One quarter of the women who reported lifetime IPV experience also indicated unhealthy alcohol use or problem drinking.

The next slide, please, okay. In another study, we examined the clinical screening data collecting through self-administered social health screenings with female VHA patients in Philadelphia and in Pittsburgh. In this case, the women who visited the women's health clinics in these two VA medical systems were give a self-report social health screen that asked about their past-year IPV experience using the E-HITS tool that Kate will discuss in a few minutes. We used the VA homelessness screen clinical reminder that assesses for current unstable housing or eminent risk of homelessness. We used the AUDIT-C tool to measure unhealthy alcohol use. 

The contraceptive vital sign tool, which measures risk of unintended pregnancy among women aged 50 or younger who could potentially get pregnant by assessing for their current contraceptive use. Here we see that compared with women who did not report past-year IPV, women who did experience past-year IPV had a greater frequency of unstable housing or homelessness risk. The 19.3 percent of the women who reported past-year IPV also reported current unstable housing; and 28.1 percent of the women who reported past-year IPV also reported current unhealthy alcohol use. This was a greater percentage than the women who reported no past-year IPV. We did not see a statistically significant difference between those women who screened IPV positive and IPV negative in terms of risk of unintended pregnancy based on their contraceptive use patterns.

It may be the case here that the women who are experiencing IPV are more likely to use methods that are less reliant on a partner's cooperation. For example, more likely to use prescription methods rather than condoms, which would rely on the partner cooperation. But those methods would also have higher efficacy for prevention of unintended pregnancy. The next slide….

Katherine Iverson:
Okay, this is Kate again. Now, we also wanted to establish the burden of contribution of IPV to current mental health symptoms after accounting for military sexual trauma or MST, which we know is a common stressor experienced by women Veterans that plays the major role in mental health. In this paper, we use self-report questionnaire data from the 2012 mail survey I mentioned earlier. As expected, using a separate logistic regression models, we found that IPV was significantly associated with diagnoses of probable depression, PTSD, and having two or more mental health conditions while accounting for the significant effects of military sexual trauma. 

As you can see, these are pretty big odds ratios. For example, women who experienced past-year IPV were three times more likely to meet criteria for probable depression than women who did not experience past-year IPV. We see a similar odds ratio – excuse me - that was for PTSD. We see just a slightly lower odds ratio for depression. Another thing that I thought was interesting about these data is when I looked at MST and its association with alcohol dependence separately, I found that as expected, MST was associated with alcohol dependence. 

We looked at IPV and its association with alcohol dependence at the bivariate level. We saw a significant relationship there, too. But when we put them in simultaneously to predict probable alcohol dependence, we see that IPV became a trend; and meaning it was no longer significant. Unfortunately I had a relatively small sample here. But what that might mean is that something that is common to both MST and IPV, for example, PTSD symptoms may be causing that effect to go away. But together these findings clearly tell us that IPV, identifying IPV may help us tailor our mental health treatment to more fully address women's health needs. 

Okay, and in 2013, we conducted a mail survey of women Veteran VA patients in New England. My colleague, Terri Pogoda, and I were interested in understanding the occurrence of traumatic brain injury resulting from intimate partner violence among female Veterans. We knew from the general literature that about 30 percent of women who report IPV experiences have severe physical assaults. These assaults typically occur to the head, face, and neck. What we did was we adapted the VA TBI screening measure to assess IPV related traumatic brain injury among the sample. 

To screen positive IPV related in this study, women must have reported experiencing one of these events that you see on the slide. Being hit in the head, pushed or shoved, have broken teeth, your eye injuries, strangled, or other head injury. They must have reported this that it happened from an intimate partner. They also had to report that the head event lead to alterations in consciousness, loss of consciousness, or post traumatic amnesia. What we found was that 19 percent of our sample of 178 female VHA patients met these screening criteria for IPV related traumatic brain injury. We saw that an additional 14 percent reported experiencing one of these head events without changes in consciousness or post traumatic amnesia. 

One of the things this tells us that women in this sample are experiencing quite severe forms of intimate partner violence even when it is not leading to a possible traumatic brain injury. But sometimes it does seem to be leading to a possible traumatic brain injury. The high proportion in particular of women who reported being strangled by an intimate partner is particularly concerning as this is a factor – one of the few factors that we know increase women's risk for intimate partner homicide. 

In this same study, we also took a look at the associations between IPV related TBI and VA healthcare use. As you might expect, we found that women who experienced IPV related TBI reported a higher volume of past-year VA care. Specifically, they self-reported more frequent Emergency Room visits for both medical and mental health problems, as well as more inpatient and outpatient care. 

Okay, so now that we have covered some of our findings with respect to health and healthcare use, we are going to move into our research regarding potential intervention tools and strategies. Okay. Here you see the E-HITS screening tools; which consists of five questions as well as the response options, which can be administered to patients in a couple of minutes. It is the tool that is now being recommended for routine screening of female patients in VHA. 

It is important and I wanted to point out that Dr. Kevin Sherin originally developed this tool. He has graciously provided permission for VA clinicians to use it. This tool originally consisted of the first four items you see here on the screen, the HIT. However, a fifth item was added to specifically assess sexual IPV. This decision was based on recommendations of female VA patients. 

I had conducted a series of focus groups in which I showed them the HIT screening tool. A majority brought up the fact that there was not an item that specifically assessed for sexual IPV, reminding me your partner can _____ [00:18:28] remember. In addition to female VA patients pointing out just that item, an item should be added, there was a national VHA task force in 2012 and 2013 around the time I was about to conduct another survey. They too felt they wanted to use a tool in VA that was comprehensive and that included an item that assessed sexual IPV. That is how we get the 5-item version of this measure. I wanted to point out the original 4-item measure versus the 5-item versions. Because on the next slide, you will see how these two versions of the tool perform relative to each other in terms of identifying past-year IPV among female Veteran VA patients. 

There is a lot on this slide. Let me just take a minute to walk you through it. What you see here are the results of the receiver operating characteristic analysis. The receiver operating characteristic curve or ROC curve is a plot of the true positive rate or sensitivity over the bulk positive rates at different cutpoints for the HIT, any HIT screening tool relative to a criterion standard. For those of you who have some familiarity with IPV measures, we use the conflict tactic scale revised. This has been one of the most commonly used clinical gold standards in the field. One of the most commonly used criterion standards for validating Intimate Partner Violence Screening Tools. 

Okay. The area under the curve can be interpreted as the measure of overall agreement. You typically want an area under the curve of 0.80 or higher. For this study, we saw that both the HITS and E-HITS had identical areas under the curve of 0.86, which tells us that overall, the screening tools are performing pretty well relative to the criterion standard in terms of _____ [00:20:29] to the experienced IPV. We also thought that the tools had very similar sensitivity and specificity after optimal cutpoints of six for the original HITS and seven for the E-HITS. 

Indeed seven is the score that is being recommended as a positive screen when using the E-HITS with women VA patients. These findings kind of reinforce to us that assessing sexual IPV may be clinically beneficial for just a tiny bit more time and effort. VA clinicians can now be more comprehensive in screening for IPV without lowering our case detection. Now, Melissa will tell us more about patient and provider perspective on screening.

Melissa Dichter:
Thank you. We asked the 249 women Veteran VHA patients that we surveyed about their experiences with talking to healthcare providers about IPV. We did not use the term IPV or intimate partner violence in particular. But we asked them has the healthcare provider, that is any provider of VA or not, ever asked you about safety, violence, or stress in your relationship with an intimate partner? 

 Just over half of the patients surveyed said they had been asked by a healthcare provider; 36 percent said they had been asked by a primary care provider, 14 percent by a gynecologist, and 30 percent by a mental health provider. More than one in four of the patient participants reported that they had told the healthcare provider about the violence or safety concerns in this intimate relationship. That may have been in response to direct screening. Or, it may have been a spontaneous disclosure or a reason for visit. 

Twelve percent told a primary care provider; 3 percent told a gynecologist; and 21 percent told a mental health provider. They were most likely to disclose this to a mental health provider. We also asked whether they felt that healthcare providers should ask about safety violence or stress in intimate relationships. Eighty-three percent of the patient respondents said yes, providers should ask about this. Six percent said no, they should not. The remaining 11 percent said they were not sure, did not know, or that it depended. 

The reasons they said that it depended is among things like reason for visit if a patient visit was related to violence or overall well-being. If patients reported signs of violence and abuse. If there were red flags, bruises, or unusual behavior. Importantly, if it was a safe environment for the patient. If there was a strong patient provider relationship and provider sensitivity, then it would be appropriate to conduct screening for IPV. Here we said that there is really high patient support for IPV screening among our VHA patient population. 

Moving on to the next slide; as a follow up to the surveys of women and Veteran patients, we conducted in depth qualitative interviews with a subset of participants from the patient surveys to hear their voices on healthcare response. We also conducted in depth interviews with a variety of VHA providers. In these qualitative interviews, patients and providers indicated that asking, that is screening for IPV or asking patients about their experience was important. Patients were unlikely to spontaneously disclose their experiences outside of the direct screening. One quote from a patient from one of these research interviews said, "No one ever asked me about it.… I may have talked about it if I had been given the chance, but I wasn’t going to bring it up on my own."

The data also indicated that asking repeatedly, not just once is important. Patients may not disclose the first, second, or even the third time they are asked. But they need to feel ready to disclose. We need to be able to ask at a time when the patient feels ready. One of the patients told us in response to screening, "I said 'no' because I didn’t feel like talking about it. I wasn’t ready to talk about it or get in to it with anybody. There were a lot of things I didn’t tell [my doctor] when I first started seeing her. But once you get to know a person and you know the doctor, you can start opening up and saying different stuff…"

Again, the importance of asking in a sensitive way, of providing an environment in which patients feel comfortable in order to disclose their experiences. One patient said, "If you feel comfortable with your doctors, you can pretty much talk to them about anything. But if you don't feel comfortable with a certain doctor…. you'll never tell them anything." 

Patients told us about times when providers had asked them about this experience. They just did not feel comfortable in that environment disclosing their experience. They felt like they were being judged. Or, that they were not being supported or validated. Or that their confidentiality and privacy was not being honored. One of the providers we interviewed said, "I’ve had people disclose to me and they said they’ve never told anybody else… I think it’s because they know I’m listening." Patients and providers also talked about the environment, and the verbal, and nonverbal cues and communications. 

Patients talked about providers who stared at their computer the whole time and did not look at the patients in their eyes. We know from other kinds of screenings or sensitive topics from the military sexual trauma screening that we do in VA and other sensitive areas, it is really important to have that kind of personal communication and environment so a patient feels comfortable disclosing sensitive experiences. 

Going on to the next slide; we know that there has been an emphasis on screening and healthcare settings, including how best to screen. But there is little focus on what we do next, in particular what healthcare systems and providers can do once a patient does disclose that she has experienced intimate partner violence. 

In these interviews with patients and providers, we learned that patients and providers need and want concrete information and resources. Now what? The patient has told me this. What can I offer her? Where can I tell her to go? What information does she need? Careful follow up intervention is key. It does not stop at the discreet screening and disclosure. 

One of the patients said, "If [a patient] tells you [about her IPV experience] and you don't follow up, then in the back of her mind, she's saying, “Well, I told them and they don't seem to care…I guess it's just like he says: I deserve it." That is when she says he there, she is referring back to her abusive partner. Both patients and providers recommended having an in-house specialist who could serve as a resource for both patients and staff. 

One of the providers said, for example, "It would be really valuable to have a staff member who is very well-versed in [responding to IPV disclosures]… you know, well versed with the ins and outs of the community, what to do, what not to do, what questions not to ask…." This suggests we do not need to have every provider have expertise in screening for and responding to disclosures of intimate partner violence. But providers need to be trained and educated enough to be able to elicit the information from patients in a safe and comfortable way. Provide that initial validation and get the patient the information that she needs, or to the resources that could help her both within the healthcare system and outside of the healthcare system. 

The next slide, okay, thank you, Melissa. Then finally, some of my most recent work has been focusing on identifying women Veterans priorities and preferences for brief counseling and interventions following disclosure of IPV to a healthcare provider. As many of you or some of you may know, US Preventive Services Task Force upgraded their recommendation for screening women and providing brief counseling for women who disclosed IPV. We have a sense of what the immediate brief counseling can look like based on other research and findings that Melissa just shared with you, and the importance of providing concrete information and resources, and being sensitive. But perhaps brief counseling can take on a wider scope as well. 

That is what I wanted to look at in some recent survey data, which I am still admittedly examining these data now. But I wanted to share some of this with you. I have mentioned this survey. This is 225 women Veterans who experienced lifetime IPV. They were asked to rank their priorities for the contents of focus for IPV related counseling. Specifically, they were asked, if you were to get counseling during or after an unsafe or unhealthy relationship, how important would it be for the counselor to focus on seven different content areas? 

Participants were asked to rank their priorities from one to seven. You can see the seven content areas on the slide. This table displays participants' mean ratings of content priorities for IPV related counseling with lower scores indicating that it is a higher priority. What we found was that women considered it most important for counselors to focus on the physical safety of children and pets followed by their own physical safety. Women also prioritized counseling that addresses the impact of IPV on their health with emotional health rated as a higher priority for counseling than physical health. Coping skills for dealing with stressful situations and addressing the impact of IPV on other aspects of functioning; for example, work and friendship were also considered moderately important. 

In counseling that focused on learning about community resources, it was the lowest priority relatively speaking. That is not to say that describing and providing community resources is not helpful. It certainly is very helpful for women. But it may not be sufficient in and of itself. Our team is working on a more fine grained examination of specific preferences within each of these priority areas. You can stay tuned for some of that data. Hopefully I can present that at some time in the future. I am going to hand it back to Melissa to walk us through some conclusions and future directions.

Unidentified Female:
Melissa, I think you are on mute.

Melissa Dichter:
No, I am here. I just waiting for the slide to change. Thank you. We do want to leave sufficient time for questions, and answers, and some discussion. Just quickly to kind of conclude our presentation. If you go to the next slide, Kate. We want to say that there are many interesting questions that remain. Kate and I have both heard from researchers across the VA who are interested in doing work on IPV. We say yes, please there is much work to be done. Please join us in doing that work. 

Our immediate and next project, we have a new project that is funded by VA HSR&D. It is IIR15-142. In this study, we will next examine who is actually screened positive for past-year IPV in the VA system using the E-HITS screen? What is the percentage of patients that we are screening who are screening positive? What are their demographic and clinical characteristics? Who receives follow-up care in the VHA for IPV? What are the demographic and clinical characteristics associated with the follow-up care? We are then going to examine more closely what is the content of that follow-up care? 

Looking now beyond the screening into this post disclosure period. Once the patients tell their healthcare provider either through screening or through spontaneous presentation that they have experienced or are experiencing IPV, over time following these patients to look at what are their health, and safety, and empowerment outcomes following disclosure? Where are they getting support both formal and informal sources of support? What do the patients feel would be most helpful to them in improving their health, safety, and well-being? 

We have a number of interesting questions that we have sort of listed some of them out here. We have not looked at patients' use of violence against their partners. IPV experience among male patients; and more specifically into what should these interventions look like? That is some of the work that will be coming up ahead that Kate, and I, and other colleagues of ours will be doing. Just before we wrap up this portion and move to the questions and answers, if we go to the next slide. 

We just want to acknowledge among others, our mentorship team for CDAs, Drs. David Asch, Becky Yano, Steven Marcus, Dawne Vogt, Amy Street, Shannon Wiltsey-Stirman, and Rachel Kimerling. Rob Small, who administers the CDA program and has been very helpful and supportive to us as well as Linda Lipson, who is the Women's Health Scientific Program Manager in VA among other things; the VA Women's Health Research Network, Women's Health Services, and Women's Mental Health Services. Importantly, the new IPV assistance program in VA that is administered by Care Management and Social work Services. We have been working closely with that program as we conduct our research and help to develop and evaluate new programs to address IPV in VHA. 

On the next slide, we have our e-mail addresses. You can feel free to contact either both of us at any point. We can open it up now for questions from the audience.

Unidentified Female:
Thank you so much to both of you. We do have some great pending questions. I know a number of you joined us after the top of the hour. To submit your question or a comment, please use the question section of the GoToWebinar control panel that is on the right-hand side of your screen. Just click the plus sign next to the word questions. That will expand the dialogue box. Then we will get to it in the order that it is received. 

Once again, if it is for one of our specific presenters, either Dr. Iverson or Dr. Dichter, feel free to indicate that at the beginning of the question. We will jump right into this. Is the intimate partner homicide a crime women commit on their perpetrator or are they the victims of the homicide?

Katherine Iverson:
I think that might be a question for me, Kate, based on the data I presented on strangulation. What I was referring to there is data showing that when a woman is strangled by their intimate partner, they are at risk for that partner possibly eventually killing them. That comes out of Jackie Campbell's work that has shown that _____ [00:36:43]. 

Unidentified Female:
Thank you for that reply. This question begins, so no data on what percent actually disclosed when asked about IPV in screening?

Melissa Dichter:
This is Melissa. We do not know. We do not have the data available to know of those who screened who said yes, and who said no. In particular, we will be looking at that in the next project. There though, we will see who disclosed upon screening. But we know from our research and others research that many people do not disclose when they are screened, even they have experienced IPV. 

There are a number of reasons why people may not disclose their IPV experiences upon screening. Some research has shown that women need to be asked seven times, an average of seven times before they are ready to disclose, they feel comfortable disclosing. That supports the idea that we need to keep asking and not just ask once and be done with it.

Unidentified Female:
Thank you for that reply. I keep hearing the importance of patients comfort level and safe environment. What are your recommendations for creating a safe environment for patients? What are some things that patients are looking for that signify an environment that is safe for them?

Unidentified Female:
The one thing that we know is, as I mentioned is the importance of the social interactions and the good clinical skills of things like eye contact, not just looking at the computer the whole time. Right, we also know that for screening for IPV, it is always recommended that you never screen with anyone else in the room over the age of two. There have been studies outside of the VA settings showing things that, for example, clinicians ask about experience of IPV with the patient's partner in the room. For someone who is experiencing violence from that partner that obviously would not always feel like a safer or comfortable experience. Making sure that there is privacy and that we do not have others in the room. There is good eye contact. There is support and validation. 

One of the women we interviewed said I told my doctor about this experience. Then I felt like she was judging me. I shut down. I never told her anything else again. I never told another doctor about that. It is not just the way that we ask the questions, but really critically the way that we respond to those questions. 

The IPV assistance program, and the VA, and other programs outside of the VA like the organization, Futures Without Violence has a lot of recommendations and training for how to respond to disclosures. How to ask the screening questions. It is really important that people have some training and education about IPV before engaging in some of these discussions. We know for example, that leaving or preparing to leave a relationship in which there is violence is often the highest risk time with a high risk ____ [00:40:04]. 

An initial instinct for many people who do not have a lot of experience in this area is to initially respond with you have to get out of this relationship. That is often not a very safe or feasible thing to do right away. It is also complicated by people's feelings of love, and ambivalence. It is a complicated and sensitive topic. We need to make sure that what we are doing is providing interpersonal skills, and support, and validation, and comfort. I would encourage people who have not had any training in this area who may have clinical encounters to get some of that training and information before delving into this screening process.

Katherine Iverson:
Yeah. I would just add to that. That is all excellent information. In terms of the environment, we know from talking to women Veterans that they want kind of more outreach and awareness raising campaigns. Women Health Services is working to develop some posters to help increase awareness of the issue. When we talked to some VA providers, they will say I am addressing PTSD. I am addressing substance abuse. IPV is just not up there on my radar right now. We have got to increase people's knowledge of it in that way too through outreach and awareness raising.

Unidentified Female:
Thank you for those replies. The next question – what percentage of the intimate partners are military personnel themselves?

Melissa Dichter:
That is a great question. We do not know specifically from the studies that we have presented here. We did not ask those questions. We do know that there are other studies that have looked use of IPV among military service members particularly male military service members. There has not been a lot of research on female military service members or Veterans who use IPV. We do not know the exact proportion. But we do know that women Veterans are more likely to partner with partners who also serve in the military. That may account for some of their higher rates of experience of intimate partner violence.

Unidentified Female:
Thank you. Can you describe what the term, "use of violence" means?

Melissa Dichter:
When we say use of violence, what we are talking about is what some people may call perpetration. Or, this is the person who's doing the violence to the other person. In VA, we tend to use the term a person who is – or a Veteran who has experienced violence. That is the victimization piece. Or, use of violence, so that is kind of the perpetration piece. Although, we recognize that many people use violence in response or resistance to violence. Sometimes maybe it is considered sort of a self-defense or a response not necessarily a kind of aggression or a perpetration of violence.

Unidentified Female:
Thank you. If a patient does disclose IPV to their provider, what….? Sorry, it skipped around. What obligations does the provider have legally, if any for reporting?

Katherine Iverson:
This is Kate. That is a complicated question because all of the mandated reporting requirements differ by state. For example, I practice in Massachusetts. There is a pretty high threshold for making a report. It would be if a person was threatened to be killed or used a weapon. Or, a child was witness to a severe intimate partner violence. But there may be a lower threshold and definitions that are used in other states. What the IPV Assistance program recommends is that providers understand their own state’s mandated reporting requirements and get knowledgeable about those. Because we defer to our state mandated reporting requirements. That is something that you can look into. 

Unidentified Female:
Thank you for that reply. Since the victims reported severe incidence of injury by their abusers and the victims rated safety as their primary concern, is there any change in the VA system to provide the victim with immediate safety planning?

Unidentified Female:
We will refer specific questions about the VA program to the VA IPV Assistance program. But in general, as an overview for people who are not familiar, that program and the recommendations in VHA; which is now just being rolled out includes a domestic violence or an IPV coordinator at VA facilities. There is training being conducted now to help people who are serving in those roles. Others in the VA system to respond with things like safety assessments, and safety planning, and also to refer to local community based agencies where appropriate to assist patients with safety planning and supports. 

If you have questions in your own VA facility, the social work department is probably a good place to start to identify whether someone has been identified or trained as a domestic violence coordinator. Or, whether there are others on the staff there who could link patients to the appropriate services and resources.

Unidentified Female:
Thank you for that reply. The next question, this is a comment. It is good to know that it will be helpful to show how effective screening is. Whether it is the first time or the 20th time. Thank you.

Unidentified Female:
Agreed….

Unidentified Female:
The next question, what percent of women with a diagnosis of substance abuse are victims of IPV?

Unidentified Female:
Again, that is a really good question. We have not looked at the data in that way. We do though say that there is a significant co-occurrence. As we presented the data, we see high rates of unhealthy substance use among women who have also reported experience of IPV. We know that there is a strong co-occurrence there. 

Unidentified Female:
Thank you. This one is for either presenter. Do you know of validated scripts or training for primary care providers so that they can screen appropriately in the safe setting, in open ended ways, et cetera?

Unidentified Female:
Yeah. I think again, there are a number of resources available. The VA IPV Assistance program has a SharePoint for those within the VA system that is probably the best resource to use to find information and available trainings. Also, in the beginning of this presentation in the earlier Cyberseminars listed. There is one that is a few years old now but still relevant, and conducted by Megan Gerber that is specifically tailored to VA clinicians, including primary care physicians. 

Unidentified Female:
Futures Without Violence is another excellent resource for vignettes and what not.

Unidentified Female:
Can you repeat that once again?

Unidentified Female:
I said Futures Without Violence, if you just Google it. It has very comprehensive website. It includes different kinds of vignettes and training materials, and helpful handouts that clinicians can take a look at.

Unidentified Female:
Great, thank you. The next question, is perceived safe environment like a women's only health center…? I am sorry. Is a perceived safe environment for instance a women's health only center show higher rates of disclosure and assistance? 

Unidentified Female:
Again, we do not have the answer to that question specifically. We have not sort of analyzed that in a quantitative way. We do know that from our qualitative research that the women patients are saying that the comfort of environment is important. Sometimes that can be facilitated by having a women's only health clinic. Although, the encounters in the screening generally happens – it would happen in the exam room where it is a private setting anyway, rather than out in the more kind of public forum. But it is really going to vary by individual. I think we see that it depends most on the patient provider relationship and interaction so that patients are saying it is not so much whether it is a nurse, or a doctor, for example. But what my relationship is with that provider and if I feel comfortable with that individual provider.

Unidentified Female:
That is a great empirical question that we can look at in some of our future research. It could be something behind that rationale. 

Unidentified Female:
Thank you. Well we do have two pending questions. But we are the top of the hour. Are you ladies able to stay on and answer those?

Unidentified Female:
Yeah.

Unidentified Female:
Sure.

Unidentified Female:
Excellent – if any attendees do have to drop off, please note that we are capturing the rest of the Q&A and recording. If you do exit the session, please wait for the feedback survey to come up, so you can respond to those questions, including our newest edition. Please look closely at that. The final or one of the last questions. It was mentioned that PTSD was diagnosed much higher in those with experienced intimate partner violence. Is there any data on what percent of these women have combat related PTSD versus IPV related PTSD?

Unidentified Female:
We do not know that from these studies. We did not specifically parse out the PTSD diagnosis in terms of the source of the trauma. But our findings are consistent with literature outside of the VA. That shows that there is a high association between the experience of IPV and PTSD. Many women do experience post traumatic stress disorder or post traumatic stress symptoms as a result of IPV experiences. One of the important factors to consider is that IPV is often a kind of chronic and ongoing experience rather than a one-time event. 

There is some question about it being a post traumatic versus sort of an ongoing trauma experience for many women who are still experiencing the trauma and the violence. 

Unidentified Female:
There is also research too that shows that recent ____ [00:51:57] of IPV can be a predictor of health symptoms. When we are screening for past-year IPV, it is possible that might have a larger effect than some other stressors. But it is a good empirical question that we need to sort out and see how these things interact or not.

Unidentified Female:
Thank you, both. We currently screen for IPV four times to pregnant Veterans. Do you recommend we use E-HITS for this screening?

Unidentified Female:
I mean, if it is being conducted in the context of VA clinical care, the IPV Assistance program recommends using the E-HITS screening tool for screening women for experiences of intimate partner violence. At this point, it is a recommendation. You can touch base with the interim director of the IPV Assistance program for more information about whether or not you want to pursue that. 

Unidentified Female:
Yeah. Something to note there is that the E-HITS is designed to ask about experience of IPV in the past 12 months. It can certainly be modified. If it is being asked four times over the course of the nine month period, for example, you would obviously consider modifying the questions; and maybe asking about it since the last time we have spoken especially if they have reported that they have experienced the IPV. Or in some cases, and sometimes people feel like it is too much to ask those five questions repeatedly. Frequently – so you may use the E-HITS initially and then sort of do a briefer follow up or a check-in.

Unidentified Female:
Thank you both. We do have a comment that came in. I imagine an IPV needs to be more integrated into other care teams. To encourage more conversation about IPV, which is often a private topic. It also sounds like many patients, we will come across may have already had invalidating experiences with previous healthcare providers regarding IPV before even coming to us. 

This is all the more important for a more integrated and concerted efforts to address IPV on an institutional level at VA. Thanks for the wonderful presentation. Thank you to that commenter. That is the final pending question. But I want to give each of you ladies an opportunity to make any concluding comments, if you would like. Just reading off the slide, Melissa, we will start with you. 

Melissa Dichter:
I do not have any specific concluding comments other than to say I think there is a lot more than we were able to present today. We welcome any follow-up by e-mail or phone after today's presentation. 

Unidentified Female:
Thank you. Kate?

Katherine Iverson:
Yes, absolutely. I just want to thank everyone for taking the time to call in today. I think we all agree intimate partner violence is an important topic to be addressed in a research, and clinically. I am looking forward to hearing from many of you.

Unidentified Female:
Wonderful, well thank you both so much for lending your expertise to the field. Thank you to our audience members for joining us today. As I mentioned, if you need a copy of the slides please check the reminder e-mail that you received this morning. I am going to close out this session momentarily. Please wait while the feedback survey populates on your screen. It is just a few questions that we asked you to reply to. We look very closely at your responses. It helps us to improve sessions we have already provided. As well, it gives us ideas for further topics to support. 

As I have already mentioned twice, but we will plug once again. There is a new question added on to the survey. We would appreciate you take a close look at that. We are trying to figure out the implications and follow up work that is being done after these presentations. Thank you once again to everyone. This does conclude today's HSR&D Cyberseminar presentation. Thanks Melissa and thanks Kate.

Unidentified Female:
Thank you.

Unidentified Female:
Thank you. Thanks Molly.

[END OF TAPE] 
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