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ABSTRACT 

The purpose of this study was to conduct a secondary analysis of the data from 

Dr. Mary Jo Gagan's study "Correlates of Nurse Practitioner Diagnosis and 

Intervention Performance for Domestic Violence." Three vignettes from twenty 

A/FNPs were analyzed for a total sample of sixty vignettes. 

Secondary analysis of the data involved 1) determination of interventions 

being used by Adult/Family Nurse Practitioners A/FNPs for domestic violence, 2) 

comparison of the interventions used by A/FNPs to the literature to determine if those 

interventions were theoretically supported, 3) comparison of the interventions used by 

A!FNPs to the literature to determine if those interventions were empirically 

supported. 

Thirteen intervention categories were formulated . Interventions used by the 

A/FNPs were screening/history, safety, physical examination, medical treatment, 

report abuse, education, referrals, counseling, follow-up, exercise, separate spouse, 

interview spouse, and documentation. 

Twelve interventions were theoretically supported and only six interventions had 

empirical support. All interventions except exercise were theoretically supported. The 

interventions that were empirically supported included screening/history, physical 

examination, medical treatment, reporting abuse to authorities, counseling, and follow

up . Safety, interview spouse, separate couple, documentation, education, referrals, 

and encourage exercise were not empirically supported. 
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INTRODUCTION 
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An alarming number of families in the United States are affected by domestic 

violence on a daily basis. According to the American Medical Association (1992), 

family violence is reaching epidemic proportions with one in four American families 

experiencing some form of violence. Violence occurs more frequently between family 

members than between non-related individuals (Mehta & Dandrea, 1988). 

Domestic violence is defined as the physical or emotional harassment between 

family members or unmarried couples (Hoag-Apel, 1994) including physical and 

emotional abuse (Braham, Furniss, & Holtz, 1992). Physical abuse or battering 

includes, but is not limited to, shoving, slapping, punching, biting, hitting, choking, 

stomping, kicking, verbal abuse, verbal threats, throwing objects, and sexual 

assault/abuse (Loring & Smith, 1994; Rotch, Grunfeld, Mackay, & Cowan, 1995). In 

most studies, a person is considered battered if they have suffered one or more 

episodes of battery from a partner (Bohn, 1990). Battery is defined as an unlawful 

beating, wounding or touching another person (New Webster's Dictionary, 1975) 

thus, the term "battered" will be used in reference to those who are victims of physical 

abuse. Emotional abuse occurs when one partner deliberately misuses the 

psychological or emotional factors in a relationship to manipulate and intimidate the 

other partner (Family Violence.Educational Taskforce, 1991 ) . For example, the 

abuser's behavior may lead the partner to believe she is insane or worthless without 

him. The effect is often cumulative, occurring over a long period with damaging 
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consequences for the abused person's sense of self 

Domestic violence includes elder abuse, child abuse, and partner abuse (United 

States Preventative Service Task Force, 1996). Elder abuse encompasses abuse, 

neglect, and maltreatment of the elderly (Ashley & Fulmer, 1988) and occurs in up to 

two million older adults each year (Lynch, 1997). Although there is not an empirically 

supported definition, researchers maintain elder abuse includes physical, psychological, 

or sexual acts that jeopardize the individual's medical care, health status, sense of 

personhood, right to self-determination, personal property or income; as well as the 

failure to perform acts that make the eider's environment safe and clean (Phillips, 

1983). Child abuse includes physical abuse, physical neglect, and emotional 

maltreatment endangering the child's physical or emotional health and development 

(Burns, Barber, Brady, & Dunn, 1996). Partner abuse is any physical act by one 

member that leads to physical or emotional harm in the other member of an adult 

relationship. This definition applies to married couples, dating couples, cohabiting 

couples, even divorced or separated couples who continue to have contact with each 

other (Gagan, 1997). For the purpose of this study, the focus will be on partner abuse. 

Domestic violence is widespread affecting both genders, all races, all 

socioeconomic statuses, all religious groups and people in homosexual as well as 

heterosexual relationships (Braham et al., 1992; Quillian, 1995; Straus & Gelles, 1986; 

Stets & Straus, 1989; Noel & Yam, 1992). Domestic violence victimizes both men 

and women (Stets & Straus, 1989). Although both genders are affected, the most 

frequent victims of domestic violence are women (Sampselle, 1991 ; Pagelow, 1992; 
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Quillian, 1996). Women compose up to 95% of domestic violence victims (Sexual 

Assault Support Services, 1996). An estimated 3 to 4 million women are battered each 

year by their husbands or partners affecting 16 percent of the households in America 

(Straus & Gelles, 1981 ). This percentage is probably low due to the fact that these 

numbers are based on reported incidences. Many injuries from domestic violence are 

left unreported and untreated (Mehta & Dandrea, 1988). Twenty-two to thirty-five 

percent of women who seek medical treatment in hospital emergency rooms are 

battered women (Flitcraft, 1992; Loring & Smith, 1994). Battering by a spouse or 

lover is the single most common reason for women entering hospital emergency 

rooms, exceeding childbirth, automobile accidents, muggings, and all other medical 

emergencies (Mills, 1996). Estimated annual health costs for domestic violence has 

been reported at $44,393,760 (Moss & Taylor, 1991). 

American women are not alone in experiencing domestic violence. A cross

cultural study of family violence found domestic abuse occurs in over eight-four 

percent of the ninety societies examined (Levinson, 1988). 

Youthfulness, low socioeconomic status, and low educational attainment are 

often correlated with marital violence, yet it is common in all demographic groups 

(Murphy, 1994). Middle and upper class women tend to have more resources 

available to them, thus keeping their problems hidden and unreported. Also, many of 

these women have husbands who are respected in the community which may cast 

doubt on the credibility of their claim of domestic abuse. On the other hand, lower 

socio-economic women commonly turn to the police, emergency rooms, and public 



institutions for help, making their experiences of domestic violence more visible 

(Sassetti, 1993 ; Sexual Assault Support Services, 1997). 
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Religion does not discourage or prevent domestic violence. For some women, 

belief in a deity offers comfort and solace, and helps them endure their suffering. 

Some batterers are church leaders with the church service being their partners only 

safe outside contact (Sexual Assault Support Services, 1997). 

Battering is not only present in heterosexual couples but poses a serious 

problem among couples in the lesbian and gay communities as well . In fact, the 

reported incidence of domestic violence is higher in homosexual couples than in 

heterosexual couples (Brand & Kidd, 1986; Lie, Schilit, Bush, Montagne, & Reyes, 

1991 , Renzetti, 1989). Although there is limited research in this population, studies 

reveal that 52 to 59.8 percent oflesbians are victims of abuse by female partners 

(Loring & Smith, 1994). 

A population at high risk for domestic violence are expectant mothers. 

Battering during pregnancy is an important risk not only to the health of women but to 

the health of their unborn children as well (Campbell, Poland, Waller, & Agar,1992) . 

Violence often begins or worsens during pregnancy and battered women are three 

times more likely than non-battered women to be injured during this time (Walker, 

1984; Gelles, 1988; Mehta & Dandrea, 1988). Depending on the source, between 3 to 

17 percent of women report physical abuse by their partners during their pregnancy 

(United States Preventative Service Task Force, 1989; Norton et al. , 1995; Campbell 

et al. , 1992; Mehta & Dandrea, 1988). Again, this estimation is probably low because 
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it reflects the number of reported, not actual, cases. 

The extent of battering includes more than a discrete injury of a battered 

women (Loring & Smith, 1994). Its full scope involves repeated abuse or recidivism. 

It is characteristic that the initial incident of battering is followed by recurrent episodes 

of abuse. Flitcraft (1992) reports 47 percent of husbands who physically abuse their 

wives do so three or more times per year. 

The large amount of injuries that accompany domestic violence inevitably 

places the health care provider in the position to be able to intervene. Primary health 

care professionals, including nurse practitioners, are in the front line to identify women 

who are experiencing violence in their lives ( Quillian, 1996). Since the quality of 

medical care a battered woman receives often determines if she follows through with 

referrals to legal, social services and health care agencies (Mehta & Dandrea, 1989), 

intervention in the primary care setting can prevent further trauma to the victim and 

others involved (Hillard, 1985). By focusing attention on this enormous health 

problem, nurse practitioners can provide a leadership role in using health care 

responses that actually empower women to take control of their own lives (King & 

Ryan, 1989). 

Due to the increasing utilization of nurse practitioners as primary health care 

providers, the nurse practitioner may be the most significant contact for intervention 

for both men and women. Successful utilization of interventions by nurse practitioners 

may protect the health of victims and their families . 
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Purpose 

The purpose of this study was to determine the interventions used by 

Adult/Family Nurse Practitioners (A!FNP) to treat domestic violence. The 

interventions used by AIFNPs were compared to those recommended in the literature. 

The researcher conducted a secondary analysis of the data from Dr. Mary Jo Gagan's 

study, "Correlates of Nurse Practitioner Diagnosis and Intervention Performance for 

Domestic Violence ". 

Research Questions 

1. What interventions did A!FNPs use to treat domestic violence? 

2. Are the interventions used by the AIFNPs for domestic violence theoretically 

supported? 

3. Are the interventions used by AIFNPs empirically supported? 

Significance of the Study 

As the numbers of domestic violence cases continue to rise, there is a 

concomitant need for effective interventions. In particular, interventions utilized by 

nurse practitioners must be evaluated for theoretic and empirical support and 

effectiveness. Interventions are most defensible when based on research rather than 

ritual or experience (Dimmitt et al. , 1995). Because nursing is a researched based 

profession, there may be an assumption the interventions being used by nurse 

practitioners in clinical settings are empirically supported. This study will confirm 
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whether the interventions used by the A/FNPs are research or theoretically based. 

The study is significant to future research, patient care, nurse practitioner 

practice, and the cost effectiveness of health care. The determination of whether 

interventions for domestic violence being used by A/FNPs are theoretically based 

establishes a foundation for future research focusing on the efficacy of those 

interventions not yet empirically supported. Effective interventions may improve 

patient outcomes, NP outcomes, and reduce the cost of health care spent on domestic 

violence. Interventions that are effective have the potential to empower victims, 

possibly decreasing the incidence of injury and enhancing the quality of life for the 

victim. Decreased incidences of domestic violence would ultimately result in a decline 

in health care costs related to treating the emotional and physical injuries that result 

(Rotch et al., 1995). 

Summary 

Domestic violence is a major health concern in the United States. Domestic 

violence includes physical, emotional, and sexual abuse of a spouse or intimate partner. 

Although both men and women are victims of domestic violence, studies reveal 

women are the primary victims of chronic abuse and episodes leading to injury. The 

frequency and severity of domestic violence varies tremendously, occurring in 

homosexual as well as heterosexual relationships in people of all ethnic groups and 

socioeconomic levels (Rosenfeld, 1997). 

Nurse practitioners and other health care workers are placed in the position to 

be able identify and assist the victim with appropriate interventions. Nurse 
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practitioners serving as primary health care providers often have access not only to 

the victims but to the abusers or the whole family. Effective interventions used by 

health care providers have the potential to decrease the incidence of domestic violence 

which in tum decreases the high costs spent.on domestic violence each year. This 

study will determine if the interventions used by AIFNPs are research or theoretically 

based. 
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CHAPTER II 

THEORETICAL ORIENTATION AND REVIEW OF LITERATURE 

In chapter II the theoretical orientation used in framing the literature review is 

discussed . The literature review focuses on interventions, primary, secondary, and 

tertiary, used by health care providers for patients involved in domestic abuse. 

Theoretical Orientation 

Betty Neuman's Systems Model is useful as a framework when dealing with a 

patient diagnosed with domestic violence (Figure 1 ). This model focuses primarily 

upon two components, the nature of an individual's or group's response to stressors 

and the nurse's activities that assist the person to best respond to stressors (Lancaster 

& Whall, 1989). Neuman (1989) defines stressors as tension producing stimuli with 

the potential of causing disequilibrium, situational, or maturational crises, or the 

experience of stress within an individual's life. Domestic abuse or violence would be 

regarded as the stressor. 

Neuman describes person, or client/ client system, as a system of 

interrelationships between physiological, psychological, sociocultural, developmental, 

and spiritual factors . She emphasizes her focus on the whole person which can not be 

broken down to selected parts. An assessment of the data collected on a person 

includes the perception and meaning of the total experience to the client, the client's 

overall coping patterns, and her life-style habits (Lancaster & Whall, 1989). 
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The client, then, is viewed as being engaged in varying amounts of activity with regard 

to stressors and in need of help in certain instances. When stressors occur, the 

individual may need more information or other assistance to overcome stressors. 

Motivation is considered an intervention the nurse may need to foster in the client 

(Lancaster & Whall, 1989). For example, when the battered women denies the abuse, 

the nurse would attempt to motivate the client to address the situation. 

Neuman (1982) posits the person possesses a normal line of defense. The 

normal line of defense refers to the person's normal range of responses which is a 

condition of relative stability that has developed over time. The person also has a 

flexible line of defense which serves as a protection of the normal line. Flexible lines 

of defense are defined as the reaction system that can be used against stressors to 

further strengthen already existing buffers, for example, psychological defenses. In the 

case of domestic violence, when a person's normal line of defense is upset (i.e. she has 

experienced an episode of violence), the individual's flexible line of defense would 

attempt to ease the stressor so that the normal line of defense is not affected. The 

flexible line of defense in this case would be the person's ability to dissociate emotions 

from events. Thus, in this example, the individual may be able to delay the grief 

reaction and make the immediate and necessary plan of escape. Each person has 

internal lines of resistance that tries to stabilize the person after a reaction to a 

stressor. Such reactions occur when the flexible line of defense is unsuccessful in 

protecting or supporting the normal line or usual stability state. The goal of the lines of 

defense and resistance are to protect the basic structure of the person. In the case of 
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the battered woman above, after she has gotten to a safe environment, the full impact 

of the violence and it's implication on her and the family may be experienced. 

Although the woman's system balance is now upset and the flexible line of defense is 

no longer adequate, the woman might now use her internal lines of resistance in order 

to reach a level of stability. An example of this would be to immerse herself with her 

work or the rearing of her children to return life to its normal state of stability. 

Nursing, according to Neuman (1982) integrates all variables (physiological, 

psychological, sociocultural, developmental, and spiritual) in assessing stressors to 

intervene with the individual to reduce certain stressors or to lessen their effects. The 

nurse may choose to intervene by strengthening the person's ability to respond to the 

stressor. The nurse, in turn, serves as an active participant in supporting the person's 

defenses by assisting the person to respond appropriately to the stressor. 

The use of nursing interventions, according to Neuman (1982), assists the 

client in retaining, attaining, or maintaining optimal system wellness. These 

interventions should be used by other health care providers as well as nurses so that a 

common language of understanding might be shared. As seen in Figure 1, 

interventions in this model are discussed in terms of levels of prevention. 

Primary prevention is an appropriate intervention when a reaction to a stressor has not 

yet occurred (Neuman, 1974). There are eight interventions under primary prevention 

(Table 1 ). The goal of primary prevention is to retain optimal functioning by reducing 

the possibility of encountering a stressor and strengthening the flexible line of defense. 
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TABLE 1, Neuman's Interventions for Primary Prevention (Neuman, 1980) 

1. Classifying stressors that threaten stability of the client/client system and 
preventing stressor invasion. 

2. Providing information to retain or strengthen existing client system 

strengths. 

3. Support positive coping and functioning. 

4. Desensitize existing or possible noxious stressors. 

5. Motivate toward wellness. 

6. Coordinate and integrate interdisciplinary theories and epidemiological 

input. 

7. Educate or reeducate. 

8. Use stress as a positive intervention strategy. 
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Secondary prevention is attaining optimal functioning after a reaction has occurred. It 

mobilizes the patient's internal and external resources to stabilize or strengthen the 

lines of resistance. Examples of secondary prevention are early case- findings and 

treatment of symptoms. Neuman (1980) lists nine secondary interventions (Table 2). 

Finally, tertiary prevention are interventions following the active treatment 

where some degree of reconstitution or stability has occurred. The goals of tertiary 

prevention are re-adaptation and reeducation to prevent future occurrences and 

maintenance of stability. Interventions in this level of prevention are listed in Table 3. 

Neuman ( 197 4) discusses three goals in her model : reconstitution or the 

body's return to stability, reducing or minimizing stressors that affect optimal body 

functions, and decreasing reaction to a stressor by strengthening the body's resistance 

to achieve the highest level of health possible. Reconstitution is the goal for secondary 

prevention interventions. An example of this would be using medical intervention to 

address a physical injury. If a patient presents with a broken arm, the goal of medical 

intervention would be to heal the fracture which would result in the body' s return to 

stability. 

Unfortunately, by the time the victim of the violence presents to the health care 

arena, interventions applicable to this person are usually secondary. It is usually a 

crises intervention because the reaction, in this case, the violence, has occurred. 

Although the majority of the interventions initially used by primary health care 

providers are secondary prevention, primary and tertiary preventions 



TABLE 2, Neuman's Interventions for Secondary Prevention (Neuman, 1980) 

1. Following stressor invasion. 

2. Protect the basic structure. 

3. Mobilize and optimize internal/external resources to attain stability and energy 

conservation. 

4. Facilitate purposeful manipulation of stressors and reactions to stressors. 

5. Motivate, educate, and involve the client in health care goals 

6. Facilitate appropriate treatment and intervention measures. 

7. Support positive factors toward wellness 

8. Promote advocacy by coordination and integration 

9. Provide primary preventive intervention as required. 

24 



TABLE 3, Neuman's Interventions for Tertiary Prevention (Neuman, 1980). 

1. During reconstitution, attain and maintain maximum level of wellness or 
stability following treatment. 

2. Educate, reeducate, and/or reorient as needed. 

3. Support client/client system toward appropriate goals. 

4. Coordinate and integrate health service resources. 

5. Provide primary and/or secondary preventative intervention as required. 

25 
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are also used. Health care providers may interrupt the cycle of abuse at any of the 

three levels of prevention (Leavell & Clark, 1965). The following literature review 

will discuss interventions within the three levels of prevention used by health care 

providers in dealing with the victims of domestic violence. 

Review of Literature 

The nurse practitioner literature is very limited in providing interventions or 

protocols for domestic violence. Therefore, the following literature review includes 

interventions suggested in the medical and nursing literature as well as the nurse 

practitioner literature. The databases used for the literature review includes Medline 

and the Cumulative Index ofNursing and Allied Health Literature (CINAHL); those 

primarily used by nurse practitioners (NPs). 

It is the responsibility of any health care provider to recognize domestic 

violence is a primary health care problem that must be assessed, diagnosed, and 

managed as carefully and as thoroughly as any other health problem encountered in the 

practice setting (Quillian, 1995). Health care providers are crucial in this process 

because they are in a unique position to identify at-risk individuals and populations and 

to implement both broad-based and targeted preventative and intervention initiatives 

(Rosenberg et al., 1997). 

The review of literature reveals protocols for domestic violence intervention as 

well as suggestions to guide health care providers in the prevention, identification, and 

intervention of domestic abuse. Professional organizations, including the American 



27 

Nurses Association and the American Medical Association, have published guidelines 

for health care professionals to use in identifying partner violence. 

Although clinical experience suggests their usefulness (Dutton et al. , 1996), the 

efficacy of specific clinical protocols and interventions has yet to be empirically 

investigated (Dutton et al. , 1996; Ambuel et al., 1996). An extensive review of the 

literature failed to uncover studies that support the efficacy of many interventions that 

are recommended. However, the Center for Disease Control (CDC) is currently 

working with the National Research Council in sponsoring a panel which will 

characterize and assess family violence interventions. One of the primary tasks of the 

panel will be to identify policy and program elements to improve or inhibit the 

development of effective responses to family and intimate violence (Satcher, 1995). 

This type of study will contribute theoretical and empirical support for domestic 

violence interventions. 

Primary Prevention 

The purpose of primary prevention is preventative. Primary preventions 

include education, screening, counseling, and community collaboration. Achieving a 

significant decrease in violence will require a focus on primary prevention, not only 

attention to the acute medical injuries of violent behavior (Dutton et al. , 1996). 

According to Neuman (1974), primary prevention is an appropriate 

intervention when a reaction to a stressor has not yet occurred because the goal of 

primary prevention is to retain optimal functioning by deterring the stressor. Health 
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care providers must be aware of and be knowledgeable about risk factors, signs, and 

interventions needed to prevent domestic abuse. Primary prevention targets all 

patients, regardless of their particular history of violence (Dutton et al. , 1996). 

The first step in preventing domestic violence is through research. (Rosenberg, 

1995). Health care providers can be directly involved in prevention by participating in 

research studies. The CDC is currently involved in an extensive, nationwide research 

study to uncover the patterns of family violence, to determine the risk factors , and to 

evaluate intervention outcomes. The CDC's ultimate goal is to gain knowledge and 

utilize the information to develop policies and programs to prevent violence at the 

societal and community levels. Those involved in the CDC study include women' s 

shelters, family service providers, hospitals, state health departments, public schools, 

state departments of corrections, local universities, police, prosecutors, judges, 

counseling centers, and public health agencies (Satcher et al. , 1995). 

Education. 

Education in primary prevention is directed to both the provider and patient. 

Education and training are necessary if health care professionals are to recognize the 

nature and extent of domestic violence, understand the range of associated health 

consequences, and gain an awareness of effective interventions (Dutton et al. , 1996). 

It is imperative health care providers who are in the front lines of the health care 

delivery system have the knowledge and skills to identify where violence may be an 

underlying or contributing cause of physical or psychological symptoms presented by 
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clients (Hambleton et al., 1997). Before graduation, all health professional students 

should have general knowledge of the epidemiology, etiology, and approaches to the 

screening and treatment of at-risk populations (Brandt, 1997). Health care providers 

exposed early in their basic education to both content- and process-oriented 

information about family violence and other forms of interpersonal violence will more 

likely integrate this material into the clinical care of their patients ( Alpert, 199 5). The 

CDC is working with the University of California, Los Angeles, medical school to 

evaluate the impact of the curriculum and training materials in teaching medical 

students about domestic violence (Rosenberg, 1995) 

Health care providers can read articles and attend conferences to gain 

knowledge on domestic violence (Noel & Yam, 1992). Though Hoag-Apel argue 

health care providers who are knowledgeable about domestic violence can effectively 

identify and assist in the prevention of abusive situations, there are no studies to 

confirm this claim. Health care providers who have attained education regarding 

domestic violence can apply what they have learned to their patients. The long-term 

follow-up of patients involved with Womankind, a program which has serviced more 

than 3 000 women in a private hospital in Minnesota, has shown support and 

information given to patients by the health care workers enabled them to make 

changes and take the necessary actions to protect themselves, decreasing or 

eliminating the violence in their lives (Hadley, 1992). 

Many primary prevention interventions in the literature are recommended ( e.g. 

the health care provider being knowledgeable about domestic violence and screening 
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high risk couples for the potential of domestic violence), however, the effectiveness of 

these interventions remains to be documented. Although an assumption is made that 

the use of these interventions aid in the prevention of domestic violence, there are no 

studies to support this assumption. Also, health care providers generally do not pass 

on what they learn to their patients. Educational interventions directed towards 

children, expectant mothers, and the general population have been recommended, but 

few have been tested for efficacy. 

According to Rosenberg et al. ( 1997), one of the biggest challenges is to 

stimulate the medical professional to think about and incorporate prevention early in a 

person's life span. In order to do this, information and interventions about primary 

prevention must be integrated into routine office practice. For example, health care 

providers who provide medical care for children or caretakers of children should 

discuss positive, noncorporal approaches to discipline, ways to engage children in 

discussions about community and media violence, alternatives to physical aggression 

as a means to deal with conflict, suggestions about how adolescents can develop and 

maintain healthy peer relationships, and the effects on children of witnessing violence 

at home. These discussions, if made part of routine ambulatory care, are potentially 

powerful tools for preventing violence. 

Knowledge about the cycle of violence must be applied to the design of 

intervention and prevention programs for children (Rosenberg et al, 1997). For 

example, children who are themselves abused and especially children who witness the 

abuse of their mothers and other violence in the home not only suffer serious 
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behavioral sequelae, but are also more likely to grow up to perpetrate violence or be 

victimized in intimate relationships (Widom, 1989; Herrenkohl et el., 1989). 

Interventions to counteract this influence, then, must begin before the birth of the 

child. Helton and Snodgrass ( 1987) recommend designing programs for families at 

risk for violence. For example, nurse home-visitor programs that direct preventative 

services to high-risk parents have shown these parents are better able to deal with the 

stresses of parenting and are less likely to abuse their children following the program 

(Olds et al., 1986). It is suggested perinatal care givers promote the prevention of 

domestic violence by including the topic of family violence in all parenting and 

childbirth education classes (Noel & Yam, 1992), though studies have not been done 

to support the efficacy of this intervention. 

Finally, the clinic environment can be utilized to communicate education to 

patients. Posters and brochures placed in the waiting room, patient rooms and 

bathrooms targeting high risk groups such as obstetrical patients, highly stressed 

patients, and new parents can be used in promoting awareness and education ( Ambuel 

et al., 1996). The clinical environment can be used to inform the community that 

violence against intimates is common and is no longer a private matter but is a matter 

of great societal concern. Posters depicting domestic violence as a crime and a 

problem for which there is help available creates an environment supporting and 

validating women even before entering the examining room. These simple measures 

allow battered patients, as well as friends and relatives of battered women, to obtain 

important information before a crises occurs (Sassetti, 1993). 
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Screening. 

An essential component of primary prevention is identification (Dutton et al. , 

1996). Prevention of domestic violence includes screening for those who are at risk 

for domestic violence (Ambuel et al. , 1996; Dutton et al. , 1996; Rosenberg et al. , 

1997). For example, screening for domestic violence can occur during prenatal 

classes. Identifying high risk couples include: observing for patterns of constant 

comparisons by the male with other couples in the group, followed by pressure on the 

female partner to "perform better" ; observing for patterns of verbal abuse and 

degrading comments by the male to his female partner, particularly if they occur in 

front of a group; and observing the female's reaction (Helton & Snodgrass, 1987). As 

more is learned about risk factors, identification of behaviors or circumstances which 

lead to domestic violence may lead to referral for treatment (i .e. counseling) to those 

who are at risk for becoming batterers or victims of abuse (Rosenberg et al. , 1997). 

Screening by a member of a multidisciplinary family advocacy team in an inner 

city clinic in Massachusetts of high risk families was found to help break the cycle of 

violence through education and other tools (Jezierski, 1996). A case study by 

Chelmowski and Hamberger ( 1994) suggests screening and case finding with a male 

patient resulted in opportunities to intervene. Again, while clinical experience may 

suggest the usefulness of screening, no research studies or large focused efforts to date 

have studied screening of high risk couples to decrease the rate of domestic violence. 
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Counseling. 

Although there are no empirical studies found in Medline and CIN Ala to 

support using counseling in primary prevention, counseling is believed to be an integral 

component of primary prevention (Rosenberg et al. , 1997). Persons who are at high 

risk for becoming batterers or victims of abuse can be referred to preventative 

counseling. Preventative counseling interventions focuses on behavior modification 

including assertiveness skill-building, effective decision-making and conflict resolution, 

and building self-esteem (Gage, 1991). Not all primary health care providers believe 

they are in a position to provide counseling for abused victims or couples, but it is 

important for the practitioner to be aware of the resources in the community and refer 

those clients who have indicated they are in need of services that are beyond the 

resources of the practitioner (Murphy, 1994). 

Community Collaboration. 

Nurse practitioners should also work in the community with other disciplines 

to prevent domestic violence. This can be accomplished in various ways. Nurse 

practitioners can encourage visits to high risk families by community health nurses 

(Quillian, 1995). Also, NPs can extend the treatment team into the community by 

contacting local shelters to request brochures and inquire about medical staff visits 

with key shelter employees (Ambuel et al. , 1996). In a broader approach, undertaking 

community media campaigns to enhance public knowledge and encourage the 

reporting of domestic violence will bring isolated individuals and families in touch with 
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community-based support services (Aday, 1993). A study in Minnesota conducted by 

the CDC is currently examining the effectiveness of coordinating victim services with 

police, prosecutors, judges, counseling, and public health agencies (Rosenberg, 1995). 

Summary. 

Primary prevention of domestic violence includes interventions focusing on the 

health care provider and the patient and include education, screening, counseling and 

community collaboration. Few studies provide empirical support for the use of 

education and screening. More studies focusing on the efficacy of primary prevention 

strategies in preventing abuse are needed. 

Secondary Prevention 

Interventions under secondary prevention cases are applied after the stressor 

has occurred (Neuman, 1974). In the case of domestic violence, the stressor would be 

the abuse. Therefore, secondary prevention addresses the risk of violence among the 

actively victimized. The goal of applying secondary prevention interventions is to 

assist the patient in attaining optimal functioning following the abuse (Neuman, 197 4) . 

Secondary prevention interventions to be discussed are screening, assessment, 

treatment, legal intervention, and documentation. 

Screening. 

Screening for abuse is an essential component of secondary prevention ( Gage, 

1991 ; Dutton et al. , 1996). Since 10 to 25 percent of women are battered, universal 



35 

screening for domestic violence is an important aspect of the health care of women 

(Braham et al., 1992). Questions of abuse should be incorporated into routine history 

taking including annual or general exams, adolescent general or sports physicals, initial 

new patient visits, family planning visits, prenatal visits, well woman visits, postpartum 

visits, periodic well-child exams (screening the mother), and emergency department 

visits (Ambuel et al., 1996). If providers fail to ask about violence and abuse as part 

of the routine history, it is unlikely this information will be volunteered (Hambleton et 

al., 1997; Quillian, 1996). 

Early detection of domestic violence can interrupt the cycle and aid in the 

prevention of further injuries (Quillian, 1996). Norton et al. (1995) compared 143 

women receiving routine prenatal care including a five-question Abuse Assessment 

Screen to a control group of 191 women who did not receive the Abuse Assessment 

Screen. The Abuse Assessment Screen included questions about past emotional and 

physical abuse. To identify sites of injury, the screen also included a body map. 

Findings were the use of a structured screening tool improves detection rates of 

battering both before and during pregnancy, enabling clinicians to have a greater 

opportunity to intervene. 

Recommendations that address screening for abuse include two approaches: 

separate and protect, and interactional. One approach recommended for screening 

patients is to separate and protect. It is important to have the right atmosphere 

including privacy which offers the patient a sense of security and respect from the 

health care system (Hoag-Apel, 1994). The first priority during intervention is to 
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protect the battered victim as they enter the health care setting (Hoag-Apel, 1994). 

Interviewing the patient alone assures confidentiality and safety while inquiring about 

abuse in front of the abuser has the potential to precipitate another episode of violence 

(Braham et al., 1992; Ambuel et al. , 1996). 

Gage ( 1991) suggests an alternative approach to screening. This 

interactional method includes interviewing the couple together, but warns whenever 

there is an attempt to assess or intervene with both partners together placing blame on 

either person or showing support for one partner over the other must not be allowed. 

An advantage with interviewing couples together is it allows observation of the 

couple's interaction. Observation may reveal discrepancies in the couple' s accounts of 

the abusive situation and attempts to deal with them. This information is important for 

deciding which type of referral is appropriate. 

While interviewing the patient/couple, the practitioner must be empathetic and 

appear non-judgmental (Hoag-Apel, 1994; Gage, 1992; Snyder, 1994; Braham et al. , 

1992; Jezierski, 1992; Ambuel et al., 1996). The health care provider should maintain 

appropriate eye contact and listen with compassion and acceptance without 

communicating doubt (Ambuel et al. , 1996). The use of direct, nonthreatening 

questions are very effective in eliciting information (Braham et al. , 1992, Sugg, 1992). 

Hambleton et al. ( 1997) discusses using sensitivity and compassion when questioning 

the patient about past and present violence. The shame and guilt experienced by many 

victims, as well as very real threats to personal safety, can make disclosure of 

victimization difficult or even dangerous. In addition, there exist powerful cultural 
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norms reinforcing keeping information about abuse hidden or known only amongst the 

family (Sampselle, 1991 ). 

Assessment. 

After the patient has been screened and domestic violence is suspected, 

diagnostic confirmation includes doing three types of assessments: an emotional 

assessment, a physical assessment, and a safety assessment. 

An emotional assessment includes evaluating the patient psychologically. 

Anxiety and depression are strongly suggestive of domestic violence while recent 

suicide attempts or suicidal ideation are red flags suggesting possible abuse, 

particularly among young women (Jezierski, 1992). 

A physical assessment includes a comprehensive physical exam (Jezierski, 

1992). During the physical examination, it is important to identify any signs of both 

old and new trauma, including bruising, scarring, deformities, and so on. While some 

injuries such as gunshots or knife wounds are obvious signs of violence, many injuries 

are often associated with distress but their etiological link to violence is may not be 

clear. Examples of such injuries include: bruises; lacerations; burns; sprains; migraine 

headache; pain in stomach, back, pelvic regions; chronic pain; difficulty breathing; 

frequent use of medication; sexual dysfunction; palpitations; dizziness; parenthesis; 

dyspnea; frequent vague complaints; GI problems; drug or alcohol abuse; sudden 

exacerbation of a chronic illness; depression; and anxiety (Dutton et al. , 1996, Ambuel 

et al. , 1996). Assessment should include palpation and auscultation of the chest, 
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flanks, and abdomen as well as examination of ribs, extremities, skull, and pelvis to 

identify areas of possible fracture (Jezierski, 1992). 

Finally, patient safety must be assessed. During this assessment, it is important 

to make an exhaustive inquiry regarding the .abuser. It is critical to note the abuser's 

location; if the abuser knows the patient is seeing a health care provider and if the 

abuser is currently making threats. The practitioner also should ask if there are 

weapons in the house readily available and if so, does the abuser threaten to use them. 

Other relevant information includes does abuser have a substance abuse problem and 

does the abuser have a criminal record. If the patient has children, inquire about the 

safety status of the children. Finally, find out how the patient views her safety status 

as she is the best evaluator of the safety issues (Bratham, Furniss & Holtz, 1992; 

Snyder, 1994). 

As part of the assessment, photographic evidence should be collected in all 

patients with visible injuries, before the initiation of treatment to physical injuries. 

Braham et al. ( 1992) recommends an explanation to the patient that the photograph 

will be kept as part of her medical records and can only be released with her 

permission. Photography requires obtaining a written consent. 

Health Care Intervention. 

After identifying a patient as a violence victim and determining her level of 

risk, appropriate treatment and further prevention interventions are essential (Dutton 
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et al., 1996). The identification of any injuries mandates treatment appropriate for the 

injury (Jezierski, 1992). 

After identifying and confirming the diagnosis of domestic violence, the health 

care provider must remember that this crises belongs to the patient. The patient must 

be given the option to decide what is best for her. The health care provider should be 

careful not to make decisions for that person (Hoag-Apel, 1994). 

Providing patients with information that increases their options for responding 

to intimate violence may be useful immediately, or at a later time. Increasing a 

patient's knowledge about options for responding to violence is a resource that the 

patient can carry with her, using it whenever she feels it is necessary (Dutton et al. , 

1996). 

Braham et al. ( 1992) use an acronym for the management of any patient 

diagnosed with domestic abuse: 11 A11 for assuring the woman she is not alone, "B" for 

presenting your belief that no one should be physically hurt or abused, "C" for assuring 

confidentiality, 11D 11 for letting the patient know that the documentation is available to 

her for legal purposes, and 11E II educating the battered woman. This management 

strategy has not been studied. 

Educating the battered woman includes letting her know she is not alone. If 

the patient denies abuse, Jezierski (1992) suggests letting the patient know that if she 

is an abuse victim, she has every right not to be abused and that she is not to blame. A 

discussion of shelter and other resources available to her should be done as well as 

giving her the telephone number of a battered women's shelter or advocate labeled 
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with a fictional name. She should be made aware of the cycle of violence and the law 

as it pertains to her state. Written information on the law of domestic violence should 

be made available in the clinical setting. 

Regardless of what the patient decides to do, she should be given anticipatory 

guidance. If the patient decides to leave her partner, she should be made aware that 

there are shelters, counseling, and services (i.e. social services, public health) available 

to her. If the patient decides to return to the abuser, assist or instruct her in obtaining 

the following items: the emergency numbers of the police, emergency room, and 

shelter hotline; a safety plan; a safety kit including money, car keys, any important 

documents (i.e. driver's license; birth certificates of victim and dependents; marriage 

license; insurance information; financial papers including bonds, certificates of deposit, 

etc.), and a list of necessary phone numbers (women's shelters, county/hospital social 

services, support system, and her county social worker) hidden in a safe place; and an 

escape route (Braham et al. , 1992; Jezierski, 1992; Ambuel et al. , 1996). The patient 

should also be advised to plan ahead for the next abusive incidence. She should 

develop a plan of escape including by what mode of transportation, where she will go, 

whom she will take, and where the emergency kit will be kept for easy access. In 

addition, she should try to prearrange a safe haven with someone from her support 

system (Jezierski, 1992). The process of discussing different plans of action with a 

health care professional provides the patient with an opportunity to receive support 

and empathy (Dutton et al. , 1996, Ambuel et al. , 1996). 
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Referrals to services are an important intervention in managing battered 

victims. Appropriate referrals include the social service department of the facility 

which can help victims with the community resources, individual/couple counseling, 

local women's shelters, and legal options and aid (Gage, 1991; Jezierski, 1992; Hoag

Apel, 1994). In the case where there is no social service department, it is up to the 

health care provider to make these referrals. It is important for the practitioner to be 

aware of the community resources and to refer those clients who have indicated the 

need for services that are beyond the control or expertise of the practitioner ( Gage, 

1991). 

Legal Intervention. 

Notification of the police is done according to facility policy based on the 

severity of the injuries ( e.g. stab wounds, etc.). If necessary, the police will restrain or 

remove the perpetrator (Hoag-Apel, 1994). More innovative strategies to legally 

intervene with the perpetrators of domestic violence have surfaced mostly within the 

last five years. Such strategies include police procedures designed to increase the 

effectiveness of civil protection order and numerous options for prosecuting batterers, 

including most notably, mandatory arrest (Mills, 1996). 

However, arrest and prosecution have not proven effective in decreasing the 

rate of violence in the family. Immediately after the incident, mandatory arrest appears 

to reduce future battering by minor offenders but tends to escalate violence by more 
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serious offenders (Berk et al., 1992; Sherman et al, 1992). After six months, even 

minor offenders tend to abuse again (Sherman et al., 1992). 

Documentation. 

Once the treatments are complete, it is extremely important to document 

accurately and concisely for future medical and legal assessments. Taking 

photographs and documenting accurately are essential especially if the victim decides 

to seek legal aid (Hoag-Apel, 1994; Dutton et al., 1996). 

Summary 

Secondary interventions for domestic violence include: screening; performing a 

physical, emotional, and safety assessment; health care intervention; legal intervention; 

and documentation. Although these interventions are recommended in the literature, 

there are few studies that have been done to support their efficacy. 

Tertiary Prevention 

Neuman (1974) describes tertiary prevention as occurring following the active 

treatment where some degree of reconstitution or stability has occurred. The goal of 

the interventions under tertiary prevention is maintenance of optimal functioning . 

Tertiary prevention interventions include follow-up and counseling. 
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Follow-Up and Counseling. 

Follow-up support and counseling should be offered to all abused women. 

Many of these interventions are brief, serving as bridges to existing community 

services or reminding the woman that suppo_rt services are available. According to a 

recent study conducted in a Canadian emergency department, out of 270 patients 

treated for domestic violence, approximately half of the patients who reported 

domestic violence chose to accept the offer of follow-up support and counseling 

(Hatch et al. , 1995). The outcome of the follow-up support and counseling was not 

addressed. A study of 82 participants in a women's shelter was done to evaluate the 

effectiveness of group psychotherapy (Dimmitt et al. , 1995). This study found that 

group psychotherapy was effective in decreasing battered women's anxiety and 

depression, and offered decision-making and problem-solving support. Further study 

would be required to evaluate the effectiveness of group psychotherapy in decreasing 

the incidence of domestic violence. Long-term coping and adaptation was not 

addressed in this study. 

Although it is usually the female partner who is the informant and the focus of 

the intervention, Gage ( 1991) recommends health care providers should include 

discussing abuse with the perpetrator and encourage consultations with therapists for 

men/women who batter. Types of treatment available to the perpetrator vary 

depending on the theoretical perspective. The two most common treatment 

approaches are cognitive-behavioral and feminist therapies which are usually done in a 

men-only setting. Feedback from other batterers in a supportive group atmosphere, 
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behavioral and feminist therapies (Murphy, 1994). 
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Treatment using cognitive behavior therapy emphasizes anger management. 

Clients monitor somatic, cognitive, and situational cues for anger and violence and 

practice strategies to regulate arousal such as deep relaxation and rational 

restructuring of angry thoughts. Feminist therapy provides the batterer education 

about the link and use of violence to defend male privilege in the home. Treatment 

involves encouraging the client to strive for an alternative relationship style based on 

equality and partnership (Murphy, 1994). 

Research on the effectiveness of counseling for domestic violence perpetrators 

is quite limited (Murphy, 1994). Dutton (1986) evaluated a 16-week cognitive

behavioral intervention. The individuals in the comparison group were similar in 

demographic characteristics but were not involved in the cognitive-behavioral 

treatment. Dutton found during a one to three year period, 40% of the control group 

generated new police reports compared to only 4% of the treated group. Palmer et 

al. (1992) utilized a 10 week program which included both feminist and cognitive 

behavioral approaches with 25 batterers. Palmer et al. found similar results; 31 % of 

the control group generated police reports compared to 10 % of the treated group 

over a one to two year period. A third study, however, contradicts these findings. 

Harrell ( 1991 ), evaluating several programs in Maryland with interventions that varied 

in content, found no significant difference in recidivism rates for treated versus 

untreated men. Recidivism is defined as any physical violence toward the spouse 
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detected through the criminal justice records, partner reports, or some combination of 

sources (Murphy, 1994). These findings suggest counseling for domestic perpetrators 

may be effective in reducing recidivism rates. 

Counseling for and including domestic violence perpetrators should be part of 

a coordinated community response that includes criminal justice interventions, 

preventative education, and comprehensive victim services (Murphy, 1994). The CDC 

is currently working with Men Stopping Violence, a group in Georgia, on a project to 

evaluate the impact of mandated alternative treatments for men who batter. This 

project is looking at the differences in outcomes when health and criminal justice 

systems are closely involved (Rosenberg, 1995). 

Couples treatment is also a widely used alternative when counseling batterers 

and their victims. Couples treatment focuses on limiting hostile conflict sequences and 

enhancing communication and problem-solving skills among the couples (Murphy, 

1994; Gage, 1991). 

Summary. 

Tertiary treatment involves follow-up and counseling. Dimmitt et al. (1995) 

concluded counseling for the victim decreases the victim's anxiety and depression, and 

suggests decision-making and problem-solving support be included in the intervention 

(Dimmitt et al., 1995). Dutton (1986) and Palmer et al. (1992) concluded treatment 

for the perpetrator decrease the rate of repeated domestic violence. Although some 
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studies support the use of tertiary prevention interventions, much is left to be done to 

validate the efficacy of these interventions. 

Summary 

Betty Neuman's Systems Model classifies interventions as either 

primary, secondary, or tertiary interventions. Nurses should use all three intervention 

types to combat violence. 

The literature review reveals intervention protocols and suggestions for health 

care providers for patients presenting with domestic violence. Although limited in the 

nurse practitioner literature, a review of the medical and nursing literature discloses 

intervention strategies focusing on all three levels of prevention. Research on the 

effectiveness of treatment interventions, however, is quite limited and further 

evaluation is needed (Murphy, 1994, Dimmitt et al. , 1995). 
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First, the research design, instrumentation, sample, protection of human 

subjects, and data collection protocol employed for the primary study, "Correlates of 

Nurse Practitioner Diagnosis and Intervention Performance for Domestic Violence" 

(Gagan, 1997), are described. Secondly, the research design, sample, protection of 

human subjects, plan for data collection, and plan for data analysis for the secondary 

analysis are discussed. 

Methodology for Primary Study 

Research Design 

A quasi-experimental design was used to determine the diagnosis and 

intervention performance accuracy of Adult and Family Nurse Practitioners (AIFNPs) 

in domestic violence and the characteristics that influence their performance. Four 

research questions were addressed: 1) What is the performance accuracy of AIFNPs 

in formulating accurate diagnoses for potential cases of domestic violence?; 2) What 

is the performance accuracy of AIFNPs in formulating acceptable interventions for 

potential cases of domestic violence?; 3) What is the relationship of AIFNP 

characteristics to diagnose and intervention performance accuracy in potential cases of 

domestic violence?; and 4) What variables act as barriers to AIFNPs domestic 

violence diagnosis and intervention performance? This study used data collected to 
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answer questions 1 and 2 consequently that is the only part of the study discussed in 

future pages. 

Instrumentation 

Two tools were designed and utilized for the primary study. The first 

instrument was the Nurse Practitioner Survey Tool (NPST) and the second instrument 

was the Nurse Practitioner Performance Tool (NPPT). 

The NPST contained demographic characteristics found in the literature review 

which influence nurse performance and clinician responses to domestic violence. 

Examples of characteristics include age, gender, education, and number of years in 

practice. The NPST included the subject's phone number in order to do a follow-up 

telephone survey to gather data on other variables that may influence an NFNP's 

performance scores and perceived barriers to diagnosing and formulating interventions 

for potential cases of domestic violence. 

The NPPT was a counter balanced vignette survey tool with ten vignettes. 

The vignettes included various simulated routine health care problems, five with 

indicators of domestic violence and five without. The five vignettes without indicators 

of domestic violence were used as control vignettes. The NPPT was used to 

determine the accuracy of NFNP' s diagnosis and intervention performance. 

Coding included identifying the accurate diagnosis for each vignette and 

acceptable interventions for each diagnosis from a predetermined answer list and 

assigning proper points for each correct response. The answer list contained a primary 
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The coding for this instrument was reported to have a reliability of 88% using 

the interrater reliability method. Content validity was established following rules 

recommended by Flaskerud which include a review of the literature, a review of the 

vignettes by a panel of experts, pre-testing and refinement. 

The subjects were asked to use two to three minutes after reading a vignette to 

list diagnoses. A time limit was used to simulate the time allotted in a realistic practice 

setting. Subjects were also asked to formulate appropriate interventions for each 

diagnosis. 

Sample 

The sample for the primary study were Adult Nurse Practitioners ( ANPs) and 

Family Nurse Practitioners (FNPs) obtained from the data base of the American 

Academy of Nurse Practitioners. A questionnaire packet was mailed to 500 randomly 

selected AIFNPs. The questionnaire packet contained the NPPT, the NPST, and a 

self-addressed stamped return envelope. Two groups were then identified, 118 

respondents and 382 nonrespondents. The respondents (n=l 18) completed and 

returned both NPPT and NPST. Of the 118 subjects, 103 provided their telephone 

numbers. These subjects were then contacted by telephone. Among those who 

provided telephone numbers, 20% (n=22) provided data about barriers to diagnosis 

and interventions for cases of domestic violence in their practice setting. Two hundred 
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randomly selected nonrespondents were mailed another packet containing the NPST 

to compare demographic characteristics to the first group. The respondents to this 

questionnaire (N=59) were consequently called the "nonrespondents". The subjects 

were primarily women ( 113 - female; 4 - male) with an average age of 44 years and 

18 years of experience. The majority of the nurse practitioners had a bachelors 

degree or higher. All were employed at the time of the study. 

Protection of Human Subjects 

Prior to data collection for the primary study, the dissertation committee, 

College of Nursing, University of Iowa and the University oflowa's Institutional 

Review Board, Committee A granted approval for the study. All subjects were invited 

to voluntarily participate in the study with the option to withdraw or discontinue 

participation at any time without penalty. No potential risks to the participants were 

identified. Participant anonymity was maintained through the use of assigned code 

numbers on all data forms in place of the subjects name and addresses on the master 

list. The master list was maintained in a locked file cabinet in the researcher's home 

then destroyed when data collection was complete. 

Data Collection Protocol 

The Dillman ( 1979) method, a research package and a mail out procedure was 

followed for data collection. The mail out procedure contained the original package, 

a follow up postcard at two weeks to all 500 potential subjects, and a final packet 
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containing only the NPST to 200 randomly selected nonrespondents one month after 

the reminder postcard was sent out. The returned NPPTs were coded to calculate two 

sets of scores: The Total Performance Score, which included the total diagnoses and 

total intervention scores; and the Total Violence Performance Score, which includes 

the total violent diagnoses and total violent intervention scores. 

Methodology for Secondary Analysis 

Research Design 

This study used a cross-sectional descriptive design. This type of research 

design is appropriate for this study since the main objective of descriptive research is 

to accurately portray the characteristics of individuals, situations, or groups and the 

frequency with which certain phenomena occur (Polit & Hungler, 1995). While the 

literature contained recommended interventions, this descriptive study determined if 

those interventions were being used by AIFNPs. 

Instrumentation 

Three vignettes which included indicators for domestic violence were selected 

from the five domestic violence vignettes in the primary study. The three vignettes 

selected were those experts considered the most likely scenarios encountered in nurse 

practitioner practice (see pages 56, 60, 63 in chapter 4). A panel of five experts was 

used to rate the five vignettes for realism. The members of the panel were considered 

experts because they were practicing NPs with experience dealing with patients similar 
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to those in the vignettes. The potential members of the panel were approached in 

person by the researcher, given information regarding the study, and asked to 

participate as a member of the panel responsible for ranking the vignettes. Once the 

potential member agreed, she was given a packet including instructions, the five 

vignettes, and a scoring sheet. The members were instructed to rank the vignettes 

with the numbers 1 to 5 with the number one being the most likely scenario she would 

come into contact with in practice and five being the least likely. Expert scores were 

added together for summary scores ranging from 5 (score of 1 multiplied by 5,the 

number of experts) to 25 (score of 5 multiplied by 5). The three lowest scored 

vignettes were used for the secondary analysis. 

Sample 

The sample for the secondary analysis were derived from 20 randomly selected 

subjects from the 118 respondents in the primary study. A table of random numbers 

was used to facilitate the randomization process. The 118 subjects were assigned 

numbers from I to 118 then· 20 numbers were drawn between 1 and 118 from the 

random number table. The first 20 numbers in the first column of a table of random 

numbers were used. The numbers in the table contained 5 digits so the first 2 digits 

were used. This process was done until 20 subjects were obtained. Twenty subjects 

with 3 vignettes per subject equal a total sample of 60 vignettes. 
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Protection of Human Subjects 

Permission was obtained for this secondary analysis from the Human Subjects 

Committee, College ofNursing University of Arizona (Appendix). 

Data Collection 

Data collected in the primary study was used in this secondary analysis. Data 

was collected from 3 vignette responses by 20 randomly selected subjects for a total of 

60 vignettes. 

Data Analysis Plan 

A content analysis of the 20 responses of the nurse practitioners to the three 

vignettes was completed to analyze the data. A total of 60 vignettes were analyzed. 

Content analysis is an appropriate technique to analyze the data in this study because it 

provides a systematic means of measuring the frequency of occurrence of themes in 

the form of words, phrases, or sentences (Bums & Grove, 1997). 

To answer the first question, what interventions did A/FNPs use to treat 

domestic violence, the researcher read each of the responses of the 20 subjects for the 

three vignettes and recorded all interventions present in response to a diagnosis of 

domestic violence. The content of the responses of the nurse practitioners were 

tabulated to determine the frequency of each intervention used with each of the three 

vignettes. A frequency table was used to record the interventions used by the subjects 

and the frequency of how many times each intervention was used. From these 



interventions, an intervention category was developed based on the theme of the 

intervention. A total of sixty vignettes allowed for categories to be saturated. 
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To answer the second and third research questions, are the interventions used 

by the A/FNPs for domestic violence recommended in the nurse practitioner literature 

and are the interventions used by A/FNPs empirically supported, each intervention 

category was compared to the interventions in the literature review. 

Reliability testing of the coding scheme was done using the interrater and 

intrarator methods. For the interrater testing, Dr's Terry Badger and Mary Jo Gagan 

applied the above procedure to 3 randomly selected vignettes. The results were 

compared to the researcher's results. The interrator agreement was greater than 80%. 

The intrarater method was also used to support reliability. The researcher re-analyzed 

3 randomly selected vignettes and compared them to 3 previously analyzed 

vignettes. An intrarater agreement of greater than 80% was established. 

Summary 

The research methodology for both the primary study and this secondary 

analysis were reviewed. A cross-sectional descriptive study was utilized to explore 

what interventions are being used by A/FNP's in domestic violence cases, to determine 

if these interventions are recommended in the nurse practitioner literature, and if these 

interventions are empirically supported. The protection of human subjects, data 

collection, and plan for data analysis were described. 
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PRESENTATION AND ANALYSIS OF DATA 
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Characteristics of the study sample are described in this chapter. The results of 

the ·secondary analysis are also presented. 

Sample Characteristics 

The study sample consisted of twenty Adult/Family Nurse Practitioners 

(A/FNPs) responses to three vignettes each for a total of sixty sample vignettes. Of 

the twenty nurse practitioners, thirteen were family nurse practitioners and seven were 

adult nurse practitioners. The subjects were all female with ages ranging from 32 to 

60 years, with a mean age of 44 years. The educational levels varied from Associate 

Degree to Ph.D. in nursing. One had an Associate Degree with a Nurse Practitioner 

(NP) certificate, two had a Bachelor's Degree with an NP certificate, fourteen were 

master's prepared with an NP certificate, and three had a Ph.D. in nursing with an NP 

certificate. All were employed at the time of the original study. The average years of 

experience working as an NP was 5. 6 years. 

Results 

Research Question # 1. 

The findings from the vignettes will be presented separately to answer the first 

research question, "What interventions did A/FNPs use to potentially treat domestic 

violence?" . The three vignettes used in this secondary analysis contain different case 
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scenarios of domestic violence with the indicators of domestic violence ranging in 

subtlety. 

Vignette # 1. 

You've recently taken a job at a wellness center. Your first 
appointment is Sharon, a 35 year old white female presenting for a routine 
health exam and completion of a college physical form. She is married, 
unemployed, and has no children. Her health history is negative, but you 

note her family of origin is two states away. During the exam, you notice 
bruising on her right knee and upper and lower back. Sharon quickly 
responds to your inquiry about the bruises by stating she slipped and fell on 
wet pavement a few days ago (Gagan, 1997). 

Seven nurse practitioners did not develop a domestic violence diagnosis for 

vignette # 1. Of the twenty nurse practitioner responses to this vignette, thirteen nurse 

practitioners did diagnose domestic violence for this vignette and listed interventions 

for domestic violence. The responses yielded 44 actual interventions suggested by 

the nurse practitioners which generated 9 intervention categories (Table 4). Seven of 

the nurse practitioners listed some sort of screening intervention. Examples of 

screening are using a family dynamic questionnaire, obtaining history, and asking 

specific questions regarding personal relationship. Interventions addressing safety 

issues were listed by one nurse practitioner. A physical examination or some 

component to a physical examination was listed by seven NPs. Five NPs listed 

medical treatment specific for the physical injury. Medical treatments include the use 

of ice and analgesics; wound care; and NSAIDS for pain. Reporting abuse to either 
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Table 4, Intervention Categories and Interventions Used for Vignette #1 

Intervention # ofNP's Actual Interventions 

Categories Using Intervention Used 

1. screening/history 7 -family dynamic questionnaire 
-inquire regarding support structures, 

social interaction 
-obtain history 
-question patient/complete history 
-question regarding spousal abuse 
-specific questions regarding personal 

relationships 
-screen for further history regarding 

llljUry 

2. safety 1 -safety issues 

3. physical examination 7 -physical examination 
-physical exam with x-ray 
-complete physical examination 
- appropriate labs 
-labs (PT, PTT) 
-labs (PT, CBC) 
-physical exam, labs, mammogram, 

pap 

4. medical treatment 5 -ice , analgesics 
-ice/heat, exercises, NSAIDS 
-wound care 
-monitor for thrombosis formation 
-nsaids for pain 

5. report abuse 3 -notify authorities (2) 
-notify social services 



TABLE 4, continued 

Intervention 
Categories 

6. education 

7. referrals 

8. counsel 

9. follow-up 

58 

# of NP's Actual Interventions 
Using Intervention Used 

6 -educate patient regarding 

7 

3 

3 

community resources 
-education 
-discuss importance of support 

systems 
-tell pt help available 
-health maintenance education 
-provide information 

-refer to counselor 
-give list of resources ( shelter, 

emergencies) 
-referral to mental health services 
-make sure counseling set-up 
-refer to counseling, support group, 

mental health agency 
-refer to college resources to offer 

contacts outside her home 
-offer resources 

-counsel 
-counsel regarding marital 

situation, stress, conflict 
-health counseling 

-follow-up in 1 week 
-return if no improvement 
-follow-up in 2 weeks 
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social services or authorities was suggested by three NPs. Six NPs listed educational 

interventions to the client. Examples of educational interventions are educating the 

patient regarding community resources, discussing the importance of support systems, 

and health maintenance education. Seven NPs recommended referrals to other 

services such as counseling, mental health services, or contacts outside the home. 

Counseling the patient was recommended by three nurse practitioners. Three NPs 

listed follow-up appointments. Time frames for follow-up were one week, two weeks, 

and if no improvement. 

Vignette #2. 

You are a partner with a family practice MD is a medium size 

community. Your clients are middle to middle-upper class. Jackie, a very 

quiet, 35-year old white housewife with no children, has been in to see you 

several times for complaints of headaches, GI upset, difficulty sleeping, and 

joint pain. Her physical exams have been essentially negative at every visit. 

You suspect Jackie suffers from depression, but she is always reluctant to 

complete an analysis for that diagnosis. Today, Jackie is in the clinic 

requesting "something for sleep," again, stating she "doesn't have time to 

take a bunch of tests" (Gagan, 1997) 

Seventeen nurse practitioners did not develop a domestic violence diagnosis 

for this vignette. Only three nurse practitioners listed interventions for a diagnosis of 

domestic violence. Ten interventions were listed and seven intervention categories 

were formulated. All categories except for exercise were similar to the categories for 

vignette #1. For vignette #2, safety, medical treatment, and report abuse were not 

listed but screening, physical examination, education, counseling, referrals, 

encouraging exercise, and follow-up were listed (Table 5). Two NPs listed some type 

of screening. Screening included screen for abuse history and rule out domestic 



60 

mental abuse. The lab component of a physical examination was listed by two NPs. 

Labs recommended were CBC, TSH, UA, and a chemistry panel. Education was 

recommended by two NPs. One NP simply listed "educate" and one NP 

recommended discussing the signs and symptoms of depression. Counseling the 

patient was listed by one NP, though the type of counseling was not specified. 

Referral to social services was suggested by one NP, encouraging exercise was 

recommended by one NP, and follow-up in one week was recommended by one NP. 

Vignette #3. 

Joycelynn, a 56 year old white female, presents to the ER where you 

work stating she has fallen from a horse and is experiencing left shoulder 

pain. She is accompanied by her husband who is very anxious, refusing to 

leave Joycelynn 's side. He often answers for her during the history taking 

preceding the exam. During the exam, he again refuses to leave and 

Joycelynn quietly nods her assent for him to stay. Exam of the shoulder 

reveals no dislocation. Completing the exam, you note several bruises on 

her face, arms, back, and legs. The bruises vary in color from reddish purple 

to yellow (Gagan, 1997). 

All 20 nurse practitioners listed interventions for a domestic violence diagnosis 

for vignette #3. The nurse practitioners listed 76 different interventions resulting in 

twelve categories (Table 6). The categories were the same categories formulated for 

vignettes #1 and 2 except for exercise which was listed only for vignette #2. For 

vignette #3 , the addition of separate couple, interview spouse, and documentation 

were also listed. Screening interventions were listed by ten nurse practitioners. 

Screening included interventions such as direct questioning about abuse and obtain 

history about marital situation and abuse. Safety interventions were listed by four 
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TABLE 5, Intervention Categories and Interventions Used for Vignette #2 

Intervention # ofNP's Actual Interventions 
Categories Using Intervention Used 

1. screening/history 2 -screen for abuse history 
-r/o domestic mental abuse 

2. physical examination 2 -labs (CHEM 20, CBC, TSH) 
-labs (TSH, CHEM, CBC, UA) 

3. education 2 -educate 
-discuss signs and symptoms of 

depression 

4. referrals 1 -referral to social services 

5. counsel 1 -counsel 

6. follow-up 1 -follow-up in 1 week 

7. encourage exercise 1 -encourage exercise 
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TABLE 6, Intervention Categories and Interventions Used for Vignette #3 

Intervention 
Categories 

1. screening/history 

2. safety 

3. physical examination 

# of NP's Actual Interventions 
Using Intervention Used 

10 -direct questioning about abuse 
-question about other bruises 

4 

11 

-questions about abuse 
-obtain history 
-obtain history from past medical doctor 

-question alone 
-obtain history about marital situation 

and abuse 
-discuss coping mechanisms 
-discuss support systems 
-obtain history to r/o abuse ideally to 

both 

-safety issues 
-questions about safety 
-discuss safety plan and measures 
-assess need for shelter 

-physical exam 
-physical exam with x-ray and labs 

(PT/PTT) 
- x-ray, labs (CBC, SMAC 20, TSH, 

UA) 
-x-ray, labs (CBC, PT, sed rate) 
-complete skin evaluation, labs (CBC, 

chem. panel ) 
-physical exam of skin, palpate for 

other injuries, x-ray 
-physical examination with x-ray 
-x-ray (4) 



TABLE 6, continued 

Intervention 
Categories 

4. report abuse 

5. medical treatment 

6. education 
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# of NP's Actual Interventions 

Using Intervention Used 

10 -notify authorities and domestic 
counselor 

-notify authorities (3) 
-notify abuse counselor to interview 

pt 
-report abuse 
-report high suspicion of abuse 
-notify social services 
-report if appropriate 
-notify family advocacy 

14 -otc antiinflammatories 
-NS AIDS 

7 

-arm sling, analgesics 
-moist heat, ROM exercises 

ice, analgesics 
-ice, heat, analgesics 
-ice/heat, NSAIDS 
-motrin, heat/ice, exercises 
-analgesics, ice, rest (3) 
-immobilize shoulder 
-wound care instructions 
-sling, motrin, heat 
-treatment for physical injuries/first 

aid 

-pamphlets 
-discuss domestic violence is a crime 
-advise of services available 
-educate 
-provide resource information (2) 
-give information by phone 



TABLE 6, continued 

Intervention 
Categories 

7. referrals 

8. counseling 

9. follow-up 

10. interview spouse 
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# of NP's Actual Interventions 
Using Intervention Used 

10 -referral to counselor and shelter 
-referrals 

2 

5 

2 

-social service consult (2) 
-referral to domestic violence center 
-referral to social services 
-refer to mental health 
-refer as needed 
-follow-up with past medical doctor 

in 1 to 2 days 
-consider other referrals 

-counsel 
-counsel regarding marital situation 

-follow-up in 48 hours then screen 
for abuse 

-follow-up in 2 weeks (2) 
-if unable to separate, follow-up by 

phone then ask questions. 
-if unable to separate, schedule 

follow-up when husband unable to 
come 

-interview spouse 
-note bruising to husband, then ask 

about abuse 



TABLE 6, continued 

Intervention 
Categories 

11. separate couple 

12. documentation 
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# of NP's Actual Interventions 
Using Intervention Used 

12 -talk with client privately or request 
return visit 

-remove spouse (during x-ray) 
-separate husband (2) 
-try to separate (2) 
-separate to interview 
-separate to counsel 
-request husband leave then 

question alone (2) 
-during x-ray discuss abuse issues 
-separate 

2 -photography with consent 
-document injuries (location, extent) 



66 

NPs. Examples of safety interventions included questions about safety, discuss safety 

plan and measures, and assess need for shelter. A physical examination or a 

component of the physical examination was listed by eleven NPs. Ten NPs 

recommended reporting the abuse to either authorities, social services, domestic 

counselor, or family advocacy. Three NPs were not specific about who to report the 

abuse to. Medical treatment specific for the physical injury was listed by fourteen 

NPs. Education was listed by seven nurse practitioners. Only one NP was specific 

about education, recommending a discussion of domestic violence being a crime. 

Other examples of education included advise of services available, provide resource 

information, and give information by phone. Referrals were suggested by ten NPs to 

services including a counselor and shelter, social services, domestic violence center, 

and mental health. Counseling the client was listed by two NPs. Five NPs listed 

following-up. Follow-up included in 48 hours, 2 weeks, by phone, or when husband 

unable to come. Interview spouse was recommended by two NPs. Twelve nurse 

practitioners suggested separating the couple. For example, remove spouse during x

ray, try to separate, request husband leave then question alone, and separate. Two 

NPs listed documentation. 

Summary. 

The common intervention categories for all three vignettes were screening, 

physical exam, counsel patient, education, referrals, and follow-up . For vignette #1 

and #3, additional interventions included safety, medical treatment, and report abuse. 
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Exercise as an intervention was only listed for vignette #2. For vignette #3, additional 

interventions were interview spouse, separate couple, and documentation. 

Research Question 2. 

To answer research question #2, "are the interventions used by the AIFNPs for 

domestic violence theoretically supported?", the 13 intervention categories 

formulated for question 1 were compared to the literature. Twelve of the 13 

interventions have theoretical support. The twelve intervention categories with 

theoretical support were screening, safety, interview spouse, separate couple, physical 

exam, medical treatment, documentation, report abuse, provide information, counsel 

patient, referrals, and follow-up. Exercise, as a domestic violence intervention, was 

not theoretically supported nor mentioned in Medline or CIN AHL as an intervention. 

Research Question 3. 

To answer research question #3, "are the interventions used by AIFNPs 

empirically supported?", the 13 intervention categories from question 1 were 

compared to the literature. Seven of the 13 intervention categories were not 

empirically supported in the literature. Six interventions ( screening, physical 

examination, medical treatment, reporting abuse to authorities, counseling, and follow

up) had empirical support in the literature. Although these interventions had empirical 

support, there was no evidence the interventions decreased the rate of domestic 

violence. Seven interventions (safety, interview spouse, separate couple, 
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documentation, education, referrals, and encourage exercise) had no empirical support 

in the literature. 

Summary 

Twenty Adult/Family Nurse Practitioner responses to three domestic 

violence vignettes were used in this secondary analysis. Demographic characteristics 

of the 20 subjects were discussed. A content analysis of NP responses from the 

original study, "Correlates of Nurse Practitioner Diagnosis and Intervention 

Performance for Domestic Violence" (Gagan, 1997), produced a total of 13 

intervention categories for domestic violence. The interventions listed by the nurse 

practitioners were compared to the literature. All but one intervention were 

theoretically supported. Five interventions had empirical support, seven did not. 



CHAPTER V 

DISCUSSION OF RESULTS AND SUMMARY 

Findings from this study are discussed in chapter 5. The strengths and 

limitations of this study are discussed. Implications for nursing practice are 

considered, and recommendations for further study are offered. 

Discussion of Findings 
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Surprisingly, of the 20 nurse practitioner (NP) subjects, seven did not 

list a domestic violence diagnosis nor interventions for Vignette # I and I 7 NPs did not 

list diagnosis and interventions for Vignette #2. More than 30% (n=24) of the 60 

responses to the sample vignettes did not receive a domestic violence diagnosis nor list 

interventions. All 20 nurse practitioners did, however, diagnose domestic violence for 

vignette #3 . The presentation of domestic violence in vignettes I and 2 were subtle 

which is common in real world practice. These types of cases perhaps require a 

heightened awareness of domestic violence. In vignette 3, the presence of an 

overbearing husband coupled with an injured spouse would more than likely alert the 

provider to suspect domestic violence. Vignette #3 was less subtle in its presentation. 

There were no primary interventions listed by the NPs. The goal of primary 

prevention is preventing abuse from occurring and the three vignettes contained clients 

who were victims of abuse. Thus, the lack of listing primary prevention interventions 

is appropriate given the study's design. 



70 

The vignettes were written with the abuse having already occurred which had 

an influence on the level of interventions the subjects listed. It was expected the NPs 

would list secondary interventions. The findings of this study supports that 

expectation. Secondary prevention interventions are implemented after an injury has 

taken place (Neuman, 1986) which is consistent with recommendations in the 

literature. Therefore, the use of secondary interventions were appropriate for the three 

vignettes used in this study. The use of secondary prevention interventions by the NPs 

in this study offers additional support to the diagnostic accuracy and intervention 

formulation of nurse practitioners. 

The interventions used in most cases were screening, physical exams, and 

referrals. The use of these interventions is consistent with the literature (Jezierski, 

1992; Hoag-Apel, 1994; Ambuel et al. , 1996). The majority of the literature reviewed 

emphasized not only screening, physical exams, and referrals but also the assessment 

and implementation of a safety plan, and documentation. Yet, it was surprising that 

more nurse practitioners did not list safety ( either assessing for safety or creating a 

safety plan) or documentation. These findings were contrary to the literature (Braham 

et al., 1992; Snyder, 1994). Although the victim may not be ready to leave the abuser 

at the time of the visit, it is important nurse practitioners aid the victim to assure her 

safety. Abuse tends to escalate so successive abuse could be worse (Braham et al. , 

1992). Especially in an urgent care facility or in an emergency room, coming in 

contact with a victim of abuse may be the only time for the nurse practitioner to 
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intervene. From the 60 nurse practitioner responses, only six listed an intervention 

dealing with safety issues suggesting more education is needed about safety. 

The use of tertiary interventions would have also been appropriate for the 

vignettes. Tertiary prevention interventions are interventions with the goal of 

preventing further abusive incidences. Examples of interventions under tertiary 

prevention are follow-up and counseling. Only nine NPs listed follow-up visits and 

nine listed counseling. Of the nine NPs that listed counseling, three suggested a 

referral to counseling while the other six listed counseling in an unspecified format. 

Examples of unspecified counseling interventions were counsel and counsel regarding 

marital situation. This finding suggests NPs should use tertiary interventions but are 

not. 

Most interventions used were theoretically supported in the literature. For 

example, screening, physical examination, safety plan, documentation, referrals 

(Quillian & Dempster, 1995), medical treatment (Jezierski, 1992) and counseling 

(Noel & Yam, 1992) are theoretically supported. Overall, NPs generally used 

interventions that were theoretically supported suggesting NPs are using appropriate 

interventions. 

A particularly interesting finding is the only intervention that was not found in 

the literature was encouraging exercise. Although exercise was not found in the 

literature, it is well documented exercise can increase a person's self esteem and overall 

well-being (McAuley, Mihalko, & Bane, 1997). Exercise as an intervention would be 

appropriate for a nurse practitioner to recommend since many victims of abuse are 
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lacking in self esteem and overall well-being. This may be an intervention for a victim 

of domestic violence to ready herself to start addressing the abusive situation. 

Unfortunately, only six of the 13 intervention categories have empirical 

support. This suggests NPs use interventions consistent with theory but the 

interventions are not research based. The interventions that were empirically 

supported were physical examination, medical treatment, reporting abuse, and follow

up. Although there is empirical support for these interventions, previous research 

studies (Harrel, 1991; Dimmitt et al., 1995; Hatch et al., 1995) do not indicate a 

decrease in the rate of domestic violence following intervention implementation. 

Injuries are secondary to domestic violence, thus, the interventions applied pertain to 

the diagnosis for the injury ( e.g. bruising, depression, fracture) rather than decreasing 

, domestic violence. These interventions treat the injury, but may not directly relate to 

domestic violence. Therefore, studies focusing on physical examination and medical 

treatment do not indicate a decrease in the rate of domestic violence nor would the 

expectation be for a relationship to decreased violence. Follow-up is another example 

of an intervention that has been studied as it relates to support for the victim rather 

than decreased rate of violence (Dimmitt et al. , 1995). Support follow-up offers 

emotional support to the victim of abuse which may indirectly aid the victim in dealing 

with her situation and may indirectly decrease violence. However, it would be difficult 

to investigate this relationship. 
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Strengths and Limitations 

One of the strengths of this study was the method. Content analysis was useful 

in determining what interventions Adult/Family Nurse Practitioners used for domestic 

violence. Content analysis allowed the researcher to describe the interventions used, 

to formulate 13 intervention categories, and to compare these categories to the 

literature. A total of sixty vignettes allowed for the categories to be saturated. 

Another strength of this study is the reliability of the categories. Methods such 

as interrator and intrarater reliability were used to determine the consistency of the 

findings. Since these vignettes were practice based and typical of the scenarios seen in 

practice, the findings can be generalized to NP practice. 

These findings provide validity to the interventions that are being used by nurse 

practitioners for domestic violence. All interventions but exercise being theoretically 

supported was another strength of this study. 

There are also a few limitations to this study. The nurse practitioners were 

asked to read a vignette, formulate diagnoses, then list interventions appropriate for 

those diagnoses. This study used written responses to a simulated domestic violence 

situation which may produce biased results. If the study had been conducted using 

actual observations of real life clinic visits, the results may have differed. Using 

observational studies may have resulted in the use of fewer or more interventions and 

would more accurately reflect real world practice enhancing validity. For example, 

NPs may have picked up on subtle cues of domestic violence not observable with 
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paper and pencil exercises. There was no way to know how and when the NP filled 

out the data. The NP may have been in a hurry when writing her response or she may 

have written her response while exhausted from a long day at work. For example, 

nurse practitioners in practice generally document the visit in a SOAP format or some 

similar format. Because charting, or documenting, is an essential element of the nurse 

practitioner's job, this intervention may have been overlooked when asked to list all 

appropriate interventions. 

Implications for Nursing Practice 

This study has demonstrated the difficulty of detecting domestic violence. 

Interventions can not be implemented if the nurse practitioner fails to detect domestic 

violence. This study also documented the use of theoretical rather than empirically 

supported interventions. Though most interventions were theoretically supported, 

there are only a few studies that provide empirical support for the use of these 

interventions in decreasing the rate of domestic violence. 

If the nurse practitioner is not aware of the subtle signs and symptoms of 

domestic violence, it may go undetected. The presentation of domestic violence in 

clinical practice can be very subtle. As in vignette # 1 and #2, the patient may present 

with symptoms such as bruising, fatigue, headaches, gastrointestinal upset, difficulty 

sleeping, and depression. It would be easy for the patient to offer some reasoning for 

the symptoms other than domestic violence. It is important for nurse practitioners to 

be aware domestic violence is indeed a problem and victims of domestic violence may 
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present with signs other than an unexplained fracture or bruising. Nurse practitioners 

should always be assessing for domestic violence and all clients should be screened. 

Adequate interventions may not be applied if domestic violence remains undetected. 

Recommendations for Further Research 

This study provided useful information, but nurse researchers need to use 

actual versus simulated situations. Actual observational studies with the researcher 

listing interventions used as they are being done would provide an accurate picture of 

what interventions are actually being used with domestic violence. Although this 

would be difficult to conduct, it would give us the real versus idealized world view. 

Another recommendation for research is more studies need to be done to offer 

empirical support for the interventions suggested in the literature for domestic 

violence. Less than half of the intervention categories mentioned in this study had 

studies to support there use. Clarification of effective interventions and significant 

effect on decreasing the rate of domestic violence must be undertaken by researchers 

interested in domestic violence. 

Summary 

The findings of this secondary analysis were primarily the use of secondary and 

some tertiary interventions by AIFNPs for domestic violence. Most of the 

interventions used were theoretically supported while a little more than half were 

empirically supported. Strengths of this study included the method used, the reliability 

of the findings, and most of the interventions used by AIFNPs were theoretically 



76 

supported. Limitations of this study included the nurse practitioners were asked to 

formulate and list interventions appropriate for a diagnosis of domestic violence. The 

interventions were not actually done. Therefore, the use of actual observational 

studies are recommended for future research. Implications for nursing were presented. 

Nurse practitioners need to be more aware of the problem of domestic violence in their 

practices. Assessing the presenting symptoms and implementing interventions, 

particularly safety interventions, should be standard practice. Future research needs to 

be done to support the efficacy of NP interventions in decreasing the rate of domestic 

violence and reducing the costs of domestic violence to individuals, families, and 

society. 
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