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ABSTRACT 

The purpose of this research was to identify violence 

diagnosis and intervention performance accuracy for a group 

Psychiatric/Mental Health Nurse Practitioners and a group of 

Adult/Family Nurse Practitioners. The secondary purpose was 

to determine if there was any significant difference between 

the diagnosis and intervention performance accuracy of these 

two groups. Guided by McCloskey's Educational Model of Job 

Effectiveness (1983), a cross-sectional descriptive study 

was conducted using the Nurse Practitioner Performance Tool 

(Gagan, 1996). The performance accuracy of both the 

Psychiatric/Mental Health Nurse Practitioner group and the 

Adult/Family Nurse Practitioner group was found to be 

notably low at below 25 percent for each group on total 

violence diagnoses scores and below 6 percent for both 

groups on total violence intervention. No significant 

differences were found in the performance accuracy of the 

two nurse practitioner groups. 
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CHAPTER 1: 

INTRODUCTION 

Domestic violence is a serious problem that results in 

many injuries and deaths each year. The economic costs for 

healthcare, lost wages and community services are 

staggering. The emotional costs to the victims are beyond 

our measure. 

The majority of literature has been devoted to the role 

of emergency room staff in dealing with potential domestic 

violence cases (Delahunta,1995; Keller, 1996; Nieves-Khouw, 

1997). Another group of health care professionals who needs 

to be prepared to deal with domestic violence are 

psychiatric mental health professionals. Although a limited 

amount of study has been done on the significance of 

domestic violence in psychiatric and mental health settings, 

the findings are alarming. In one study (Danielson, 

Moffitt, Caspi & Silva, 1998), of 461 individuals, half of 

the individuals involved in domestic violence had a 

psychiatric disorder and one-third of the individuals with a 

psychiatric disorder were also involved in partner violence. 

Problems related to domestic violence can include a number 

of psychiatric problems including depression, substance 

abuse, anxiety disorders and post-traumatic stress disorder 

(Campbell & Humphreys, 1993). Due to the significance of 



domestic violence in psychiatric care and practice, it is 

important that psychiatric/mental health professionals be 

aware of and competent in dealing with clients who may be 

victims of domestic violence. 

Problem Statement 

Researchers have consistently shown that a significant 

number of persons are affected by domestic violence 
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(Campbell, 1995; Campbell, Harris & Lee, 1995; Campbell & 

Humphreys, 1993). In the United States approximately one 

woman is battered every 15 seconds, and it has been 

estimated that at some time in their lives one-fourth of all 

women will be abused at the hands of a current partner or 

former intimate partner (Campbell). The costs associated 

with battering are tremendous. Domestic violence has 

financial costs related to morbidity and mortality for 

women, concerns for children exposed to domestic violence, 

medical expenses, police and social services, legal 

expenses, property destruction, and relocation costs 

(Delahunta, 1995). 

When examining the psychiatric/mental health setting, 

the studies are more limited but the statistics remain 

alarming. One study found that fifty percent of patients 

being referred for psychiatric evaluation were victims of 

domestic violence, yet only four out of sixty, or 15% of 
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these patients had been identified by the referring 

practitioner as abuse victims (Keller, 1996). All too often 

the connection between psychiatric symptoms and domestic 

violence is not recognized. Victims of domestic violence 

may present with any number of psychiatric symptoms 

including depression, anxiety, paranoia, fear, confusion, 

acute feelings of powerlessness, hopelessness, chronic 

fatigue, tension, exaggerated startle reactions, substance 

abuse, sleeping or eating disorders, despair, and even 

suicidal ideation (Keller). 

Due to the significant numbers and types of psychiatric 

symptoms and diagnoses that can be present in victims of 

domestic violence, psychiatric/mental health care 

practitioners may come into frequent contact with clients 

who are victims of domestic violence (Danielson, Moffitt, 

Caspi & Silva,1998; Keller, 1996). It is important that 

providers be skilled in formulating an accurate diagnosis 

and interventions for individuals who have potentially been 

involved in domestic violence. The ability of the 

Psychiatric/Mental Health Nurse Practitioner (P/MHNP) to 

form an accurate diagnosis and interventions for potential 

domestic violence clients is of specific interest in this 

study. 



13 

A P/MHNP has an opportunity to make a significant 

difference in the mitigation of domestic violence situations 

through intervention when working with victims or 

perpetrators. However, in order to make this difference the 

P/MHNP must be capable of identifying clients in potential 

situations of domestic violence and be able to intervene. 

In cases of domestic violence, failure of the P/MHNP to 

identify the problem and to intervene increases the risk 

that the client will eventually experience more severe 

physical and emotional harm or even death (Acierno, Resnick, 

& Kilpatrick, 1997). 

The literature review identified very little empirical 

information addressing the performance of psychiatric/mental 

health care providers working with domestic violence 

victims. There was also a paucity of information related to 

the performance of non-psychiatric nurse practitioners in 

accurately working with domestic violence cases. One study 

was found that focused on performance accuracy of A/FNPs, 

(Gagan, 1996). There were no studies found addressing the 

performance of the P/MHNP in formulating accurate diagnosis 

and interventions for potential domestic violence cases. 

Purpose of Research 

The purposes of this research are to 1) identify 

violence diagnosis and intervention performance accuracy for 



a group of P/MHNPs and a group of A/FNPs, 2) determine if 

there is any significant difference between the diagnosis 

and intervention performance accuracy of this group of 

P/MHNPs and A/FNPs. 

Research Questions 
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1. What is the performance accuracy for a group of 

Psychiatric/Mental Health Nurse Practitioners (P/MHNPs) 

and a group of Adult and Family Nurse Practitioners 

(A/FNPs) in formulating accurate diagnoses for 

potential cases of domestic violence? 

2. What is the performance accuracy for a group of P/MHNPs 

and a group of A/FNPs in formulating acceptable 

interventions for potential cases of domestic violence? 

3. Is there a significant difference between the 

performance accuracy of this group of P/MHNPs and this 

group of Adult and Family Nurse Practitioners (A/FNPs) 

in formulating accurate diagnoses for potential cases 

of domestic violence? 

4. Is there a significant different difference between the 

performance accuracy of this group of P/MHNPs and this 

group of A/FNPs in formulating acceptable interventions 

for potential cases of domestic violence? 
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5. Is there a significant difference in age, gender, race 

and years of education and practice between this group 

of P/MHNPs and this group of A/FNPs? 

Definition of Terms 

Domestic Violence: For this study domestic violence is 

defined as any physical action or threat by one individual 

member that results in physical, mental or emotional harm to 

another individual member in an adult intimate relationship. 

The adult relationships may be married couples, dating 

couples, cohabiting couples, and divorced or separated 

couples that still have contact (Gagan, 1996). In this 

study domestic violence is represented in two vignettes 

selected from the Nurse Practitioner Performance Tool 

(Gagan). 

Nurse Practitioner: For this study Nurse Practitioners 

are Psychiatric/Mental Health Nurse Practitioners, Adult 

Nurse Practitioners or Family Nurse Practitioners certified 

to practice by the Arizona Board of Nursing during the year 

2000. 

Performance: For this study performance is the 

P/MHNP's or A/FNP's ability to formulate accurate diagnoses 

and acceptable interventions for potential domestic violence 

cases. In this study performance is measured by a subset of 

the Nurse Practitioner Performance Tool (NPPT) (Gagan, 



1996). Accurate diagnoses were determined in the NPPT by 

use of violence indicators included in two of the four 

vignettes. These indicators were determined by review of 
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the literature that revealed typical presenting injuries or 

complaints of victims of domestic violence. A diagnosis of 

potential/suspected/possible/rule out abuse in the two 

vignettes containing violence indicators was considered an 

accurate diagnosis. Acceptable interventions for the 

vignettes including violence indicators were derived from 

the same literature that provided the indicators (Gagan). 

Significance of Research 

Domestic violence incidents are serious health problems 

that occur in alarming numbers. In order to effect change 

on the numbers of incidents occurring and the resultant 

health problems that these incidents cause, performance 

accuracy of health care providers in diagnosing domestic 

violence cases and formulating acceptable interventions is 

critical. Due to the high potential for persons affected by 

domestic violence presenting to a psychiatric/mental health 

provider (Danielson, Moffitt, Caspi, & Silva, 1998), it is 

important that these providers have a high level of 

performance accuracy in this area. However, a limited 

amount of studies document the performance accuracy of 

Psychiatric care providers, and none indicate the 



performance accuracy of Psychiatric/Mental Health Nurse 

Practitioners in diagnosis and formulation of acceptable 

interventions for domestic violence. 
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The results of this study will demonstrate the 

performance accuracy of a group of P/MHNPs in diagnosing and 

formulating acceptable interventions for potential cases of 

domestic violence. This knowledge is important in 

determining whether the needs of clients experiencing 

domestic violence are being adequately met in the 

psychiatric/mental health setting. Furthermore, findings 

will indicate whether there is a significant difference in 

the performance accuracy of a group of P/MHNPs and a group 

of A/FNPs in the state of Arizona. A significant 

difference, if found, could indicate a strength or weakness 

in the preparedness of P/MHNPs or A/FNPs to respond to the 

specific indicators of domestic violence and the heath care 

needs of persons experiencing it. The results of this study 

can provide a base on which future educational needs for 

preparing P/MHNPs, or their professional associates, A/FNPs, 

can be explored. 



CHAPTER 2: 

CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

The Conceptual framework guiding this study is 

presented in this chapter. Also presented in this chapter 

is the review of literature relative to the topic of 

diagnosis and care for clients in the psychiatric/mental 

health setting who may be experiencing domestic violence. 

Conceptual Orientation 
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The focus of this study is on the performance accuracy 

of Psychiatric/Mental Health Nurse Practitioners in 

diagnosis of domestic violence and formation of acceptable 

interventions for potential domestic violence cases. The 

conceptual framework for this study is adapted from the 

educational model of job effectiveness used by Joanne Comi 

Mccloskey in her study on Nursing Education and Job 

Effectiveness (Figure 1, Mccloskey, 1983). Mccloskey 

proposes that more formal and continuing education in 

nursing is better than less for job performance. This model 

also takes into account individual characteristics and job 

setting as influencing job performance. However the effects 

of education are seen to be of primary importance in this 

model and in this study. 

In the study by Mccloskey the dependent variable of job 

effectiveness was ascertained by asking head nurses to rate 
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their staff nurses on job effectiveness in comparison to 

each other and an ideal. This measure of job effectiveness 

was then used to ascertain if there was a significant 

difference when compared to the amount of formal and 

continuing education for the nurses rated. 

Ed . ~ ucation • Job Skills~ 
(competence) 

! 
Individual 

Characteristics 

Figure 1 

• Job Effectiveness 

Educational Model of Job Effectiveness 

In this study job effectiveness, or performance 

accuracy is the dependent variable. Performance accuracy is 

ascertained in this study by use of a subset of the Nurse 

Practitioner Performance Tool (NPPT, Gagan, 1996), described 

later in this document. 
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The independent variables of setting and job skills are 

controlled for by use of the NPPT. This written tool 

presents consistent scenarios for the nurse practitioners to 

evaluate and respond to with differential diagnosis and 

interventions. Thus the setting and expected job skills 

required by each nurse practitioner should be similar in 

this study. 

The independent variable of education is viewed 

differently in this study than in the study by Mccloskey. 

In this study, education is referring to preparation as a 

P/MHNP or an A/FNP in the state of Arizona. Although 

certified nurse practitioners in the state of Arizona must 

all meet a minimum level of educational requirement there 

are differences in educational content for P/MHNPs and 

A/FNPs. This educational content difference may account for 

variation in performance found between the two groups. 

The independent variable of individual characteristics 

was also considered. Age, gender, race, and years of 

education and practice were looked at to see if these 

variables could account for any significant differences 

found between the study participants' responses. 
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Review of Literature 

Literature on domestic violence and health care focused 

on the prevalence of domestic violence, theories explaining 

domestic violence, effects of domestic violence, domestic 

violence in the emergency room, a smaller number of studies 

on domestic violence and the psychiatric setting, barriers 

to addressing domestic violence, and screening for domestic 

violence. Literature addressing education and domestic 

violence looked primarily at the need for more education and 

on what is currently being done. One study was found that 

included information on effects of education on health care 

provider's performance accuracy (Gagan, 1996). 

Prevalence of Domestic Violence 

The prevalence of domestic violence in our communities 

has been the focus of many studies. Domestic violence is 

found in homes across all socioeconomic levels, in all 

racial groups, and among persons of all sexual orientations. 

Victims of domestic violence include men, women, children 

and elders. The situation of women victims of partner 

abuse, as a type of domestic violence, is a situation of 

concern with wide spread effects and a complex causality. 

According to Acierno, Resnick and Kilpatrick (1997) 20% to 

30% of marriages in the United States have at some time been 

characterized by overt interpersonal aggression. Within 
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domestically violent homes, women are often victims. There 

are approximately six million women battered in the United 

States yearly, (Cordutsky, 1993). A woman is battered every 

15 seconds in the United States, (Campbell, 1995). In 

Florida alone, a woman is killed every 36 hours by a husband 

or intimate partner, (Campbell). According to Campbell, 

Harris and Lee (1995) Americans like to think of the home as 

a safe and supportive place, but for many people, the home 

is no longer a "safe haven". 

Causes of Domestic Violence 

Violence is a complex and multifaceted problem that in 

many ways is tolerated and even supported in American 

society. We justify violence in war and in physical 

punishment, (Campbell & Humphreys, 1993). The reasons 

behind what causes domestic violence to exist in some 

households are not entirely known or agreed upon. There are 

however several theories that are accepted as being possible 

or contributing causes. Possible causes include 

sociocultural, psychological and biological factors. 

Sociocultural factors that may be involved in the 

occurrence of domestic violence have been identified 

throughout our society. According to Jones (1994) one 

factor that has been identified is that of a male dominated 

culture. Men have been in charge of the government, the 
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work place and the home. Even today when more households 

are headed by women, and when more women are represented in 

the work place, there are incongruencies in how women are 

treated in comparison to men. Women may receive lower pay 

for the same work, female dominated professions are 

generally lower paid and even when buying a house or car men 

are assumed by sales persons to be the responsible and 

important customers over women (Jones). 

In a traditionally patriarchal society the husband has 

been the head of the household with the wife answering to 

him and the children answering first to the father then to 

the mother. This imbalance in the relationship between men 

and women is still accepted and expected by many men and 

even by many women (Delahuanta, 1995). 

The gender-politics model of spouse abuse states that 

gender relations and not family dynamics, are primarily 

responsible for domestic violence (Stark & Flitcraft, 1991). 

This model postulates that traditional male "machismo" 

attitudes can be seen in dating relationships, marriage, and 

parenting rolls. Some men may choose violent behavior when 

they feel that their control over women is threatened, 

(Campbell, Harris & Lee, 1995). Many men still use violence 

as a way to obtain and maintain power and control over their 

wives or partners while having little fear of any 
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consequences, (Delahuanta, 1995). Coupled with this 

expectation may be the belief that it is the right of the 

man to use whatever means needed to maintain control within 

his home and family relationships (Delahuanta). 

In addition to the historical imbalance of status there 

is also the way women and violence are treated in the media. 

Television, movies, written materials, music lyrics, and 

video games flood our homes and our streets with violent 

themes and the objectification of women. Frequently women 

are the targets of violence in popular media and are even 

portrayed as desiring to be violently treated or dominated 

by men. It is difficult to turn on the television or read a 

billboard without seeing a woman sexually objectified to 

sell a product or to gain viewer interest. Western culture 

objectifies women in many ways including pornography, 

videos, ads, adult entertainment, TV shows, beauty contests, 

and others, enabling abusers to believe that women are 

available and intended for their use, (Jones, 1994). 

People, even children, are desensitized to the effects of 

violence in general, and against women specifically, and 

become more accepting of it as a normal and even desirable 

part of life (Campbell & Humphreys, 1993; Davidhizar & 

Newman-Giger, 1996). 
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Even if violence is not viewed as expectable in the 

home, there is a reluctance to interfere with what happens 

within the privacy of the home (Keller, 1996). Individuals 

are uncomfortable questioning or intervening in private 

household situations, police are reluctant to respond or 

take action in domestic disputes, even involving blatant 

violent acts, and lawmakers are reluctant to provide 

legislation for safe and equivalent treatment where it is 

seen as government interference with the family. When the 

House of Representatives first passed the Domestic Violence 

bill in 1980, that provided for emergency services, New 

Hampshire Senator Gordon Humphrey stated his opinion that 

"The Federal Government should not fund missionaries who 

would war on the traditional family", (Jones, 1994). 

The community in which a family lives has been 

identified as a possible risk for domestic violence 

(Campbell & Humphreys, 1993; Emery & Laumann-Billings, 

1998). Just as witnessing violence in the home can 

desensitize children growing up with violence (Campbell & 

Humphreys; Davidhizar & Newman-Giger, 1996), living in a 

violence ridden area can desensitize the individual living 

there and increase the likelihood that they will use violent 

behavior (Emery & Laumann-Billings). Additionally, 

communities where there is poverty, lack of adequate family 
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services, social isolation, lack of social cohesion, high 

unemployment, and inadequate housing have a higher risk of 

their members being involved in domestic violence, (Emery & 

Laumann-Billings). 

Psychologically there have been attempts to explain 

domestic violence from the point of the batterer's and the 

victim's profile. Studies in both cases have sited a 

history of exposure to domestic violence in childhood 

(Poirier, 1997). According to Aldarondo and Sugarman (1996) 

an increased likelihood of domestic violence is associated 

with witnessing violence in the family of origin. Men who 

are violent in their intimate relationships often had 

violent role models as children at home. Additionally, girls 

who witness their mothers being abused, or are victims of 

abuse in childhood, may grow up to have relationships of 

their own in which they are abused by their partners or 

spouses (Keller, 1996). The assumption is that the exposure 

to domestic violence as a child leads these individuals to 

believe that the violence is normal and an acceptable part 

of a relationship. Male perpetrators of domestic violence 

have been studied and found to have low self esteem, impulse 

disorders, antisocial personality disorders, high incidence 

of substance abuse problems, external locus of control, 

negative affectivity, heightened response to stress, be 
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excessively possessive, jealous, dependent, paranoid, and to 

blame others for their behavior, (Emery & Laumann-Billings, 

1998; Keller). Women victims of domestic violence have been 

studied and found to be codependent, suffer from self esteem 

problems, and even be said, by some, to be masochistic 

(Moore,Zaccaro & Parsons, 1998; Weingourt, 1996). Although 

these diagnoses and traits have been noted in perpetrators 

and victims, they do not always lead to domestic violence 

situations. 

More studies have been done on what causes women to be 

victims of domestic violence than what causes men to be 

perpetrators. One theory related to the imbalance of 

studying victims in search of a cause for domestic violence 

is that humans want to be reassured of safety (Keller, 

1996). In studies, courtrooms, and mental health settings, 

people are readily willing to accept a flaw in the victim's 

psychological profile as an explanation for being abused. 

If something is wrong with the victim, and that flaw is 

responsible for her/his being abused, then we can feel safe 

from the same fate (Jones, 1994). Blaming the victim can be 

more subtle as when it is stated that she is "codependent" 

or that she "could have left"; or, it can be more blatant as 

when victims are labeled as "masochistic" or are blamed for 

"provoking" their abuser into the violent acts (Jones). 
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A more objective, but as yet less studied or understood 

cause for domestic violence, is the biological factor. As 

with many other behavioral traits and deviations from the 

accepted norm, the brain is not as yet fully understood and 

how brain function may relate to domestic violence. In a 

few isolated cases it has been seen that injury to certain 

areas of the brain can result in drastic behavioral changes 

including violent behavior (Amen, 1998). Some more limited 

studies have begun to investigate what genetic factors, 

brain function, and neurotransmitter function may have to do 

with violence. In Dr. Amen's studies of hundreds of 

individuals who exhibit violent behavior versus individuals 

who don't, he has found that the violent person's brain 

shows a decreased activity in the prefrontal cortex when the 

person tries to concentrate, abnormal activity in the left 

temporal lobe, and increased activity in the cingulate 

gyrus. Genetic causes including the XYY factor, 

dysfunctions of the limbic areas of the brain, epilepsy

related disorders, head injuries, biochemical imbalances, 

and endocrinal imbalances have all been implicated as 

possible biological causes of violent behavior (Sigler, 

1995). Dysfunction in certain areas in the brain and 

neurotransmitter problems have been linked to impulse 

control problems, attention deficit disorders, and a need 



29 

for adrenaline and excitement in order to feel comfortable. 

There is some evidence that there may be a genetic link with 

these problems as well. 

Effects of Domestic Violence 

Studies have been done documenting the serious and 

widespread effects of domestic violence (Emery & Laumann-

Billings, 1998; Keller, 1996). Injuries to the victim may 

be as minor as scrapes and bruises or as serious as broken 

bones and internal injuries. Injuries may cause permanent 

disability or disfigurement or even loss of life. 

Psychological effects of domestic violence may include 

depression and anxiety as well as feelings of helplessness, 

hopelessness, and despair. Long-term effects of chronic 

violence and living in constant anticipation of violence can 

include fear, confusion, feelings of powerlessness, chronic 

fatigue and tension, exaggerated startle reactions, and 

sleeping and eating disturbances (Keller, 1996). 

When rape and sexual abuse are a part of domestic 

violence the effects can be even more compounded. Abused 

wives not only are frequently subjected to marital rape, but 

this sexual abuse can have a detrimental effect on their 

mental health as well (Campbell, Harris & Lee, 1995). 

Children who are witness to abuse to their mothers are 

victims as well. Children may display signs of depression 
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and anxiety even if they are not directly abused themselves. 

Experiencing domestic abuse in childhood can result in 

diminished self-esteem, dissatisfaction with life and 

dysfunction in assuming adult roles, (Davidhizar & Newman-

Giger, 1996). These children have an increased risk for 

health problems, learning difficulties, emotional problems 

and increased aggressiveness that may continue into 

adulthood, (Campbell, Harris & Lee, 1995). Children may be 

further affected by domestic violence by having their homes 

disrupted and being placed in foster care or by loss of one 

or both parents as a result of the violence in their home. 

In addition to the immediate effects of domestic 

violence, long term ramifications for every member of the 

family have also been identified. Even years after escaping 

from an abusive relationship the effects can still be felt 

by the victim. Domestic violence survivors suffer the same 

symptoms that survivors of other types of violence 

experience (Emery & Laumann-Billings, 1998). These symptoms 

can include depression, anxiety, nightmare, and vivid 

flashbacks of the abusive experience. These women are now 

recognized as suffering from post-traumatic stress disorder. 

After they escape from a violent relationship, victims of 

domestic violence may continue to experience years of 

problems including anxiety, shame, despair, flashbacks and 
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even suicidal ideation. These lasting effects are the 

symptoms of post-traumatic stress disorder (Jones, 1994). 

Children who grow up with exposure to domestic violence also 

suffer long-term effects. Abuse may disrupt the normal 

tasks of child development such as the ability to form 

attachments, affect regulation and peer relationships (Emery 

& Laumann-Billings). The early and often frequent exposure 

to violence may lead children to grow up believing that it 

is a normal and expected part of relationships. Boys may 

grow up to repeat the violence they witnessed in their own 

relationships. Girls may become victims of domestic 

violence in their own dating relationships and marriages. 

The effects can also be seen in lower self-esteem and 

codependency problems for individuals who grew up in violent 

homes. 

Studies have indicated that even persons who have never 

been directly involved in domestic violence are touched by 

its effects. The costs in medical expenses, disability, 

lost work time, and lost income as well as law enforcement, 

court expenses, and incarceration economically impact 

society as a whole. The psychological effect on health care 

providers, law enforcement providers, and social service 

agencies is less measurable than direct economic expenses 

yet is very much a strain on community resources. 
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Domestic Violence in the Emergency Setting 

The importance of domestic violence awareness in the 

emergency setting for health care providers is well known 

and well documented (Keller, 1996; Langford, 1996; Poirier, 

1997). Researchers have shown that due to the frequency and 

often severity of injuries from domestic assaults, victims 

of domestic violence are regular visitors to the emergency 

room and urgent care setting (Langford; Shea, Mahoney & 

Lacey, 1997). It has been indicated that screening for 

domestic violence should be a regular part of patient care 

(JACHO, 1997). 

In addition to acute care settings, domestic violence 

victims have been noted to have a high number of visits to 

regular health care office settings (Wagner & Mongan, 1998). 

Even in the non-acute setting domestic violence should be a 

regular part of the screening process for all patients 

(Langford, 1996; Poirier, 1997). 

Domestic Violence in the Psychiatric/Mental Health Setting 

In the Psychiatric/Mental health care setting there is 

less awareness of the need to screen for domestic violence 

and less research in the literature. The studies that have 

been done show that the effects of domestic violence have an 

impact on mental health, and that the numbers of clients in 
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these settings with domestic violence concerns is very high 

(Danielson, Moffitt, Caspi, & Silva, 1998; Sarrijarvi, 

Niemi, Lehto, Ahola, & Salokangas, 1997). A smaller number 

of studies have been done on domestic violence and the 

mental health care setting than on emergency settings, but 

the results of these studies have been alarming. One study 

found that fifty percent of patients being referred for 

psychiatric evaluation were victims in a domestic violence 

situation and only four out of sixty, or 15%, of these abuse 

victims were known to the referring practitioner as having 

been abused, (Keller, 1996). 

Further more, women suffering from serious mental 

illnesses such as schizophrenia and bipolar disorder may be 

of higher risk for domestic violence as they are a 

vulnerable population that may be less able to defend 

themselves, be less credible if they ask for help, and to be 

easily victimized. According to Acierno, Resnick, and 

Kilpatrick (1997) conceptual risk models show that mental 

illness increases an individuals vulnerability to assault, 

either by decreasing the ability to perceive danger in 

certain situations, or by increasing the likelihood of being 

targeted by individuals who choose victims who are less 

likely to defend themselves or who are less competent to 
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defend themselves if they try to do so, and are less likely 

to choose to prosecute offenders. 

Assessment is very important for the psychiatric mental 

health client with potential domestic violence concerns. 

Comprehensive assessment should include many areas: 

assessing the violence, danger, prior attempts at avoidance, 

escape or protection from abuse, PTSD symptoms, other 

psychological symptoms, attitudes, and global personality 

functioning (Burgess, 1998). 

Once a client has been fully assessed, intervention for 

safety and security, empowerment, and crisis intervention 

are needed (Burgess, 1998). For crisis intervention Burgess 

recommends using Roberts seven-stage crisis intervention 

model (Roberts, 1995). Roberts stages include assessing 

lethality, establishing rapport, identifying major problems, 

dealing with feelings, exploring alternatives, developing an 

action plan and follow-up (Burgess). 

Barriers to Addressing Domestic Violence 

One of the identified problems when providers screen 

for and work with domestic violence victims, is the 

discomfort that so many people have with this issue (Keller, 

1996; Poirier, 1997; Shea, Mahoney & Lacey, 1997). Domestic 

violence, and the image that it conjures up, is not pretty. 

Traditionally we have viewed the home as a safe haven from 
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the outside world. To acknowledge that women are in nine 

times greater danger in the home than they are on the street 

could leave many individuals feeling uncomfortable and 

unsafe (Cambridge Documentary Films, Inc., 1998). 

Screening for Domestic Violence 

An area of focus in the literature is on screening for 

domestic violence. When screening for domestic violence, 

providers can often get a better picture of the client's 

situation if they ask direct and specific questions 

(Acierno, Resnick & Kilpatrick, 1997; Delahunta, 1995; 

Keller, 1996). Asking if a person is in a domestic violence 

situation or if their injuries were caused by domestic 

violence may meet with a negative response because the 

client does not define their situation this way. Asking 

more specifically how anger is dealt with in their home, if 

they are being hurt at home by anyone, or if they are being 

made to participate in unwanted sex or sex behaviors, may 

get a more accurate response. Additionally being aware of 

certain clues in client behavior may be helpful in 

Possible identifying possible cases of domestic violence. 

clues may include being overly concerned with 

confidentiality, blaming self for injuries by stating 

clumsiness or stupidity, fear of leaving with a partner or 

spouse, a partner or spouse who stays overly close at all 



times, a partner who answers for the patient, and 

explanations that do not fit with the presenting injuries 

(Nieves-Khouw, 1997). 
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Being non judgmental when addressing domestic violence 

concerns is seen as equally important to asking direct 

questions and observing for clues. All to often health care 

providers label an abused woman in a derogatory manner, 

inappropriately medicate them or simply give them 

inappropriate care in comparison to how they would treat 

another patient (Campbell, Harris & Lee, 1995). Victims may 

be re-victimized by providers who imply the victim is to 

blame for their own abuse by asking questions such as 'what 

did you do to make him angry?' or 'why don't you just 

leave?' A blaming and projecting response is likely to 

actively contribute to the stress and trauma of the abused 

woman, as she is being held responsible for her partner's 

violent behavior while being helpless to prevent the abuse 

against her (Keller, 1996). Another way that providers do a 

disservice to victims of domestic violence is by not 

recognizing the complexity of the problem and feeling angry 

with, or giving up on, victims who do not respond to the 

provider's offers or suggestions as to what they should do. 

If the practitioner suspects or knows an individual is being 

abused it is important try to talk to her, offer help in 
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whatever way possible whenever the individual feels ready to 

ask for help, while recognizing that the victim's life is 

more complicated than is obvious, and that they may not 

respond in the manner the practitioner would like (Jones, 

19 94) . 

Domestic Violence and Education 

Finally it was noted that studies have been done that 

show medical schools and nursing programs offer limited or 

In a no education at all in the area of domestic violence. 

study by Nieves-Khouw (1997) thirty-three percent of 

clinicians participating in the study stated they received 

no education in child abuse, spouse abuse, or elder abuse. 

This seems in stark contrast to the acknowledgment that 

domestic violence is an issue of epidemic proportion, 

necessitating that health care providers be prepared to 

address it with clients. 

Summary 

A review of current literature on domestic violence 

shows that it is recognized as a very real and serious 

health concern. There are a variety of theories explaining 

domestic violence and its occurrence. Effects of domestic 

violence were also discussed and shown to be far ranging 

from immediate physical effects on the victim to long term 



effects on the children of victims and economic effects on 

society as a whole. 
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A number of studies can be found on domestic violence 

in the emergency room setting while only a limited amount of 

study has been done on domestic violence and the 

psychiatric/mental health setting. The literature presented 

also discussed barriers to addressing domestic violence and 

screening practices. Educational preparation for health 

care providers was also explored in the literature. While 

there is an abundance of studies currently available on 

certain issues related to domestic violence there are some 

obvious gaps. The limited number of studies on domestic 

violence in the psychiatric/mental health setting in general 

and on performance accuracy of nurse practitioners in the 

setting specifically, is apparent. 

warrants further study. 

This is an area that 
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CHAPTER 3: 

RESEARCH DESIGN AND METHODS 

Introduction 

The purposes of this study were to 1) identify violence 

diagnosis and intervention performance accuracy of a group 

of Psychiatric/Mental Health Nurse Practitioners and a group 

of Adult/Family Nurse Practitioners and, 2) determine if 

there is a significant difference in the performance 

accuracy between these two groups. Subjects included all 

P/MHNPs registered in the state of Arizona and 74 A/FNPs 

registered in the state of Arizona in the year 2000. A 

mailed survey in the state of Arizona was conducted. This 

chapter describes the research design, methodology and data 

analysis. 

Research Design 

A cross-sectional descriptive approach was used to 

determine the diagnosis and intervention performance 

accuracy of P/MHNPs in domestic violence. This design is 

appropriate since there is little available knowledge on 

P/MHNPs in this area. Descriptive studies are useful in 

developing knowledge in areas with little previous knowledge 

available (Polit & Bungler, 1983; Powers & Knapp, 1995). 



Research Method 

The Instruments 
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As previously described, the model (Mccloskey, 1983) 

includes five interacting variables (setting, education, job 

skills or competence, individual characteristics, job 

effectiveness). A demographics information sheet was be 

used to collect data on, personal characteristics including 

age, gender, race, years of education and years of practice. 

The Nurse Practitioner Performance tool was used to 

collect data on performance (job effectiveness); this 

instrument also controlled for the other independent 

variables of setting and job skills. General education is 

the independent variable that is controlled for by state 

minimum requirements for certification. The different 

educational content for P/MHNPs and A/FNPs is the variable 

being studied to account for any significant difference 

between the two groups in performance accuracy. 

The dependent variable job effectiveness, or 

performance accuracy, is operationalized as two sets of 

indicators on the NPPT. These two sets of indicators 

include the total diagnosis and total intervention 

formulation accuracy for the subset of four vignettes and 

the total diagnosis and total intervention formulation 

accuracy for the two vignettes containing domestic violence. 



The tool used was a subset of the NPPT (see Appendix 

E). The NPPT contains ten vignettes defined as short 

stories about hypothetical characters in specified 

circumstances. The subset used for the study consisted of 

four of the ten original vignettes. The subjects were 
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invited to respond to these situations. The vignettes were 

used to determine if the Nurse Practitioners could recognize 

indicators of domestic violence. Two vignettes included 

subtle indicators of domestic violence and two control 

vignettes without domestic violence indicators were 

included. Sequencing of the four vignettes in the subset 

used for this study was not changed from their order in the 

full NPPT. As the subset consisted of only four vignettes, 

patterning was not seen as an issue of concern and 

randomization of the vignettes order was not done. 

The four vignettes used were those chosen by a panel of 

three P/MHNP experts as the ones they felt were both 

realistic and that P/MHNPs would be comfortable treating in 

their nurse practitioner practice (see Appendix G). The 

three panel members were considered experts because they are 

currently practicing and experienced P/MHNPs. The three 

experts were approached by the researcher, given information 

on the study, and asked to rate the ten original vignettes 

from one to ten according to the level of realism and 
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comfort they would have in treating the hypothetical client 

presented in each. Scores from each of the experts were 

then added together for a summary score for each vignette. 

The two vignettes with violence indicators and the two 

vignettes without violence indicators that had the highest 

summary scores were then used for the subset. 

Validity and reliability of the original NPPT were 

determined by a rigorous process with A/FNPs when first 

designed and utilized (Gagan, 1996 and 1997). Validity of 

the NPPT subset was established through review of the 

literature and submission to a panel of three experts as 

stated above. Reliability for the subset has not been 

established. 

Study Sample 

The Arizona State Board of Nursing maintains 

information on Nurse Practitioners in the state of Arizona. 

For this study all P/MHNPs currently active in Arizona, 74, 

and a random sample of 74 A/FNPs currently active in the 

state of Arizona was selected. A computer disk listing all 

active P/MHNPs and all active A/FNPS for Arizona as of 

11/16/2000 was provided by the Arizona State Board of 

Nursing to the researcher. Thirty-seven each were then 

selected randomly by computer from the lists of Adult and 

Family Nurse Practitioners for a total list of 74 A/FNPS for 
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use in this study. This random selection was accomplished 

by having a computer reorder the complete list of adult and 

family nurse practitioners and then taking the first 37 from 

each randomized list. All 74 active P/MHNPs were used. 

Data Collection 

The research package arrangement and mail out procedure 

were done according to the Total Design Method (Dillman, 

1978). An attempt was made to have the questionnaires be 

attractive and easy to follow. Packets included the NPPT 

and personal checklists. A reminder postcard was sent two 

weeks later to increase response rates. 

Questionnaires were sent out using the study sample 

described above. Subjects were asked to read each vignette 

carefully and then take two to three minuets to form a list 

of diagnoses. They were then asked to formulate a list of 

interventions for each diagnosis. 

Scoring 

Scoring the total diagnosis score (TDX) on the NPPT was 

done by giving one point for each primary and secondary 

diagnosis listed. Scoring the total intervention score 

(TINT) was similarly done by giving one point for each 

intervention listed from the list of acceptable 

interventions. The violence diagnosis score (TVDX) and 

total violence intervention score (TVIN) were accomplished 
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by giving one point for each violence diagnoses and one 

point for each acceptable violence intervention respectively 

(for a list of all primary and secondary diagnoses and 

acceptable interventions see Appendix F). 

Protection of Human Subjects 

Prior to beginning data collection, approval was 

obtained from the University of Arizona Human Subjects 

review committee (appendix A). All data were treated 

confidentially and subject's anonymity was maintained. 

Data Analysis 

Table 1 contains the summary for data analysis. The 

research questions, dependent variables for each, the 

indicators of these variables and the type of statistics 

used are included. 

Summary 

This study of diagnosis and intervention performance 

accuracy of P/MHNPs with domestic violence used a cross 

sectional descriptive approach. A study sample of P/MHNPs 

and A/FNPs was taken from the Arizona State Board of Nursing 

database and asked to respond to a subset of four vignettes 

from the NPPT. Responses were then analyzed by descriptive 

statistics in order to answer the research questions. 

Reliability and validity of the data were established. 

Limitations to the study are due to small sample size from a 
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single database from one geographic area and a small subset 

questionnaire of three vignettes. These limits provide for 

uncertainty of generalizability and reliability of 

conclusions. 



Table 1, Data Analysis 

Research Question 

1 Performance 
accuracy of 
P/MHNPs and 
A/FNPs, domestic 
violence 
diagnosis 
2 Performance 
accuracy of 
P/MHNPs and 
A/FNPs, domestic 
violence 
interventions 
3 Significant 
difference, 
domestic violence 
diagnosis, 
P/MHNPs and 
A/FNPs 
4 Significant 
difference, 
domestic violence 
interventions, 
P/MHNPs and 
A/FNPs 
5. Significant 
difference, 
demographics, 
P/MHNP and A/FNP 

Dependent 
Variable 

Performance 
accuracy 

Performance 
accuracy 

Performance 
accuracy 

Performance 
accuracy 

NA 

Indicators 

Total diagnosis 
score (TDX) 
Violence 
diagnosis score 
(TVDX) 

Total 
intervention 
score (TINT) 
Violence 
intervention 
score (TVIN) 
TDX 
TVDX 

TINT 
TVIN 

Age, gender, 
race, years of 
practice 
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Statistics 

Descriptive 

Descriptive 

Test of 
significance 
t-test 

Test of 
significance 
t-test 

Test of 
significance 
t-test and 
Chi-square 
test 
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CHAPTER 4: 

RESULTS OF DATA ANALYSIS 

The purposes of this research project were to identify 

the: 1) violence diagnosis and intervention performance 

accuracy of P/MHNPs and A/FNPs, 2) any significant 

difference in the violence diagnosis and intervention 

performance accuracy between the two groups. 

Results of the data analysis including a description of 

the sample characteristics and findings in relation to the 

research questions are presented in this chapter. 

Descriptive statistics were performed on the data using the 

Statistical Package for Social Service (SPSS) version 9.0. 

The level of significance was set at 0.05. 

Sample Characteristics 

The research sample consisted of nine P/MHNPs and six 

A/FNPs certified to practice in the state of Arizona by the 

Arizona State Board of Nursing in the year 2000. The 

response rate for P/MHNPs at 12 percent was slightly higher 

than the response rate for A/FNPs at 8 percent. The total 

response rate for this study including P/MHNPs and A/FNPs 

was only 10 percent, which is lower than the expected 

response for a mailed survey of this type. 
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Table 2 Sample Characteristics 
Characteristic P/MHNP A/FNP 

Age 
N = 9 5 
Range 44 - 59 41-65 Years 
Mean 51.11 Years 48.60 Years 
Standard Deviation 4.48 9.94 
Missing Responses 0 1 

Gender 
N = 9 5 
Male 1 0 
Female 8 5 
Missing Responses 0 1 

Race 
N = 8 5 
African-American 1 0 
Caucasian 7 5 
Missing Responses 1 1 

Years of Practice Differentiated 
RN 

N = 6 1 
Range 20-40 Years 15 Years 
Mean 27.17 Years 15 Years 
Standard Deviation 8.77 0 
Missing Responses 3 5 

NP 
N = 6 1 
Range 2-12 Years 2 Years 
Mean 6.00 Years 2 Years 
Standard Deviation 3.29 0 
Missing Responses 3 5 

Years of Practice Undifferentiated 
N = 3 4 
Range 10-31 Years 9-15 Years 
Mean 23.33 Years 11.00 Years 
Standard Deviation 11.59 2.71 
Missing Responses 6 2 
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The demographics question for years of formal education 

did not produce consistent interpretation and response. 

Therefore this demographic is not included in the results. 

Demographics data for this study sample are summarized in 

table 2 above. 

Findings Related to the Research Questions 

Research Questions 1 and 2 

Research questions 1, and 2 address the performance 

accuracy in formulating accurate diagnosis and interventions 

for potential domestic violence cases for both the P/MHNP 

group and the A/FNP group. Table 3 shows examples of 

subject's actual responses for diagnoses and interventions 

for each vignette. Table 4 shows the total diagnosis score 

(TDX), the total intervention score (TINT), the total 

violence diagnosis score (TVDX), and the total violence 

intervention score (TVIN) for both the P/MHNP group and the 

A/FNP group. Total possible is the score possible if all 

primary and secondary diagnoses and interventions were 

listed (see Appendix F). The P/MHNPs identified an average 

of 4.89 or 25.73% of the total diagnosis and 0.44 or 22.00% 

of the total violence diagnosis. For intervention the 

P/MHNPs identified an average of 6.00 or 11.11% of the total 

intervention and 1.11 or 5.05% of the total violence 

intervention. 
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Table 3 - Examples of Subjects Actual responses. 
Vignette # Examples of Responses 
1 Diagnosis Superficial laceration 

Risk for infection 
1 Steri-strip and bandage 
Interventions 

Patient education re. Keeping area clean to 
prevent infection 
Cleanse and bandage wound 

2 Diagnosis R/0 gout 
R/0 infection 
Type II diabetes 

2 Uric acid level 
Interventions 

Follow medication and diet 
Indocin 

3 Diagnosis R/0 major depression, single, sever, 296.23 
R/0 dysthymia 
R/0 relational conflict/domestic violence 
Marital discord 

3 Becks Depression Scale 
Interventions 

Psychosocial history 
Offer referral to counselor 

4 Diagnosis R/0 major depression, 296.22 
R/0 trichotillomania 
Partner relational problems 
Alopecia, localized 
My suspicion here would be domestic 
violence-"stressful relationship" 

4 Becks Depression Scale 
Interventions 

Diagnostic interview 
Apply cortisone cream to areas TID 
Confrontation, offer counseling for domestic 
abuse 

The A/FNPs identified an average of 5.67 or 29.84% of 

the total diagnoses and 0.33 or 16.50% of the total violence 

diagnoses. For intervention the A/FNPs identified an 



51 

average of 8.33 or 15.43% of the total intervention and 0.83 

or 3.77% of the total violence intervention. 

Table 4 - Performance Accuracy for the 4 Dependent Variables 
for the P/MHNP group and A/FNP group. 

Variable 

P/MHNP 

TDX 

TINT 

TVDX 

TVIN 

A/FNP Group 

TDX 

TINT 

TVDX 

TVIN 

Legend: 
TDX 
TINT 
TVDX 
TVIN 

Mean Std. Minimum 

Deviation 

4.89 1. 83 2.00 

6.00 1. 73 4.00 

0.44 0.73 0.00 

1.11 1. 90 0.00 

5.67 1. 75 3.00 

8.33 1. 97 6.00 

0.33 0.52 0.00 

0.83 0.41 0.00 

Total Diagnosis Score 
Total Intervention Score 

Maximum 

8.00 

9.00 

2.00 

6.00 

8.00 

10.00 

1. 00 

1. 00 

Total Violence Diagnosis Score 
Total Violence Intervention Score 

Research Questions 3 and 4 

Total 

Possible 

19 

54 

2 

22 

19 

54 

2 

22 

Research questions 3 and 4 address any significant 

difference between the performance accuracy of the P/MHNP 

group and the A/FNP group in formulating accurate diagnosis 

and intervention for potential domestic violence cases. 

When at-test was run there was no significant difference 

found between the P/MHNP group and the A/FNP group for total 

diagnosis accuracy, total violence diagnosis accuracy, and 
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total violence intervention performance accuracy. The only 

significant difference found was on total intervention 

performance accuracy for which the A/FNP group listed a 

higher number of interventions (Table 5). 

Table 5 - t-tests for Independent Measures for a Group of 
P/MHNP and a group of A/FNP. 

t-tests for Equality of Means 

t df Significance Mean 

(2 tailed) Difference 

TDX -.819 13 .428 -.7778 

TINT -2.425 13 .031* -2.3333 

TVDX .322 13 .752 .1111 

TVIN .349 13 .733 .2778 

*p<.05 is statistically significant 

Research Question 5 

Research question 5 addresses any significant 

difference in the demographics of the P/MHNP group and the 

A/FNP group. When at-test was run for the demographics of 

age, years of RN practice, years of NP practice and years of 

total practice no significant differences were found. For 

the demographic of years of RN practice and years of NP 

practice it should be noted that only one respondent was 

included in the A/FNP group. For years of total practice 

equal variances were not assumed. A Chi-square test was run 

for the demographics of race and gender. No significant 
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difference between the two groups was found. For race there 

was only one African-American respondent in the P/MHNP group 

and for gender there was only one male respondent in P/MHNP 

group (Table 6). 

Table 6: t-tests and Chi-square tests for Demographics of a 
Group of P/MHNPs and a Group of A/FNPs. 

T-tests for Equality of Means 
t df Significant Means 

(2-tailed) Difference 
Age 0.661 12 0.521 2.5111 

Years RN 1.284 5 0.255 12.1667 
Practice 
Years NP 1.127 5 0.311 4.0000 
Practice 

Years Total 1.806 2.165 0.203 12.3333 
Practice 

(equal 
variances not 

assumed) 
Chi-square tests 

Value df Significance 

(2 sided) 

Race 0.677 1 0.411 

Gender 0.598 1 0.439 

*p<.05 is statistically significant. 

Summary 

The results of the data analysis were presented in this 

chapter. The study sample was drawn from the Arizona State 

Board of Nursing Database. The sample consisted of nine 

P/MHNPs and six A/FNPs licensed in the state of Arizona in 
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the year 2000. Performance accuracy for both the P/MHNP 

group and the A/FNP group was found to be very low for both 

diagnosis of and intervention for potential domestic 

violence cases. There was no significant difference found 

between the performance accuracy of the P/MHNP group and the 

A/FNP group in formulating an accurate diagnosis for 

potential cases of domestic violence or formulating 

acceptable intervention for potential cases of domestic 

violence. Additionally there was no significant difference 

found in demographics between the P/MHNP group and the A/FNP 

group. 



CHAPTER 5: 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

Introduction 

55 

The purposes of this research were to identify: 1) the 

violence diagnosis and performance accuracy of a group of 

P/MHNPs, and a group of A/FNPs; 2) any significant 

differences between the diagnosis and performance accuracy 

of a group of P/MHNPs and a group of A/FNPs. A sample of 

148 P/MHNPs and A/FNPs were randomly selected from the 

Arizona State Board of Nursing registry. Fifteen of these 

completed and returned a mailed survey. In this chapter the 

findings and strengths and limitations of this study will be 

discussed as well as implications for nursing practice and 

future research. 

Discussion of the Findings 

Research Question 1 

Research question 1 asks what is the performance 

accuracy for a group of P/MHNPs and a group of A/FNPs in 

formulating accurate diagnosis for potential cases of 

domestic violence? Of the nine respondents in the P/MHNP 

group two respondents listed a potential diagnosis of 

domestic violence on one out of the two vignettes with 

domestic violence indicators and one respondent listed a 

potential diagnosis of domestic violence on both of the two 
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vignettes with domestic violence indicators. As a group the 

P/MHNP group had performance accuracy in diagnosing domestic 

violence of 22.00%. Of the six respondents of the A/FNP 

group four listed a potential diagnosis of domestic violence 

on one of the two vignettes with domestic violence 

indicators and none of the respondents in the A/FNP group 

listed as a potential diagnosis of domestic violence for 

both of the vignettes with domestic violence indicators. As 

a group the A/FNP group had a performance accuracy of 16.50% 

for total violence diagnoses. This is consistent with other 

studies that show an accuracy in diagnosing domestic 

violence of between 15% and 20% (Gagan, 1996, Keller, 1996). 

The results of this study shows that both the P/MHNP 

group and the A/FNP group have a performance accuracy of 

below 25% for a total violence diagnosis. This would 

indicate that both groups are missing the diagnosis of 

domestic violence for a significant number of clients. 

Research Question 2 

Research question 2 asks what is the performance 

accuracy for a group of P/MHNPs and a group of A/FNPs in 

formulating acceptable interventions for potential cases of 

domestic violence? As a group the nine P/MHNPs have a 

performance accuracy of 5.05% in formulating acceptable 

interventions for potential cases of domestic violence. The 



57 

six A/FNPs as a group had a performance accuracy of 3.77% in 

formulating acceptable intervention for potential cases of 

domestic violence. This is lower than the results found in 

the study done by Gagan (1996). 

The results of this study show that both the P/MHNP and 

the A/FNP groups have a performance accuracy of below 6% for 

total violence interventions. This would indicate that both 

groups are providing acceptable intervention for only a 

small percentage of potential domestic violence cases while 

a significantly larger percentage are not being provided 

with necessary intervention. As this is even lower than 

some earlier research found (Gagan, 1996), it may indicate 

that intervening appropriately for clients experiencing 

domestic violence is not improving and may even be 

declining. 

Research Question 3 

Research question 3 asks is there a significant 

difference between the performance accuracy of this group of 

P/MHNPs and this group of A/FNPs in formulating accurate 

diagnosis for potential cases of domestic violence? When a 

t-test was performed on the total violence diagnosis scores 

for the P/MHNP group and the A/FNP group there was no 

significant difference found. 
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Research Question 4 

Research question 4 asks is there a significant 

difference between the performance accuracy of this group of 

P/MHNPs and this group of A/FNPs in formulating acceptable 

interventions for potential cases of domestic violence? 

When at-test was performed on the total violence 

intervention scores for the P/MHNP group and the A/FNP group 

there was no significant difference found. This may 

indicate that any difference in education and focus of the 

two groups does not affect the ability to identify and 

intervene for clients experiencing domestic violence. 

Research Question 5 

Research question 5 asks is there a significant 

difference in age, gender, race and years of education and 

practice between this group of P/MHNPs and this group of 

A/FNPs? When t-tests and Chi-square tests were run the only 

significant difference found between the two groups was for 

years of formal education. Had there been a significant 

difference found in performance accuracy of the two groups 

it may have been attributable to the difference in years of 

formal education. As there was no significant difference in 

performance accuracy, the significant difference in years of 

formal education may indicate that currently formal 

education does not adequately prepare nurse practitioners to 



accurately diagnose and formulate treatment plans for 

potential domestic violence cases. 

Recommendations 

Implications for Nursing Practice 
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This study demonstrates a need for nurse practitioners 

to improve their performance accuracy in diagnosing and 

formulating acceptable interventions for potential domestic 

violence cases. Nurse practitioners in medical and 

psychiatric mental health settings need to be skilled in 

recognizing and assessing for indications of domestic 

violence even when subtle. Specifically, in the psychiatric 

mental health setting clients may present with symptoms 

consistent with a diagnosis of depression, anxiety, or other 

common psychiatric diagnoses. It is important that the 

practitioner fully assess the client's situation in order to 

determine if there may be an underlying cause of domestic 

violence. If the practitioner treats for depression, 

anxiety, or other psychiatric diagnoses and does not 

recognize and intervene for the diagnosis of domestic 

violence then the client's full needs will not have been 

met. As this study shows less than 25% of clients with 

domestic violence indicators were identified, many clients 

are not having their needs met. 



In order to better meet the needs of clients involved 

in domestic violence situations nurse practitioners in all 

areas including psychiatric and mental settings need to be 

better trained to assess, diagnose, and formulate accurate 

interventions for domestic violence cases. This study 

indicates a low level of performance accuracy, thus, there 

is a demonstrated need for improved education in initial 

nurse practitioner curriculum and in continuing education. 

Implications for Nursing Research 
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Findings from this study indicate that future research 

is needed to more accurately understand performance accuracy 

of nurse practitioners in working with potential domestic 

violence cases. Studies including larger sample sizes and 

samples drawn from a broader geographic area and from more 

varied potential respondent sources should be conducted. 

Additional research should be conducted more specific 

to psychiatric and mental health settings. Utilizing a 

similar tool with vignettes that present clients in a 

psychiatric or mental health setting rather than a medical 

setting may increase response from P/MHNPs and provide more 

accurate results on P/MHNP performance accuracy. 

An unexpected implication from this study is related to 

the number of P/MHNPs who did not feel comfortable 

responding due to feelings that the vignettes were too 
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medically oriented for their response to be useful. This 

may indicate the need to further research nurse practitioner 

education, specifically looking at the preparation for 

P/MHNPs to identify, address or make referral for even 

uncomplicated medical issues. 

In addition to further research assessing performance 

accuracy, research studies exploring the factors that 

prevent and the factors that enable nurse practitioners to 

accurately diagnose and formulate acceptable interventions 

for potential cases of domestic violence are needed. 

Identifying these factors and incorporating information 

based on these factors into nurse practitioner curriculum 

and continuing education, the level of performance accuracy 

should be improved. 

Research done with observation of actual nurse 

practitioner/client interaction including those in a 

psychiatric mental health setting would provide valuable 

additional information. Observational studies of this type 

may provide a more accurate picture of how nurse 

practitioners are performing when diagnosing and formulating 

interventions for potential domestic violence cases. 



Conclusions 

Strengths 

This study addresses an area of nursing practice that 

has been largely ignored. Nursing literature contains few 

research studies addressing nurse practitioner performance 

accuracy in dealing with potential domestic violence cases. 

Equally lacking in the literature are studies related to 

domestic violence in the area of psychiatric mental health 

care. 

Limitations 
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One of the limitations of this study is the size of the 

sample. Although 148 surveys were sent out only 15 

responses were received. For the two groups in the study 

the study sample included only nine P/MHNPs and six A/FNPs. 

However, the findings of this study may not generalize to 

the overall population. This sample was partially limited 

by the fact that there are still relatively few P/MHNPs in 

practice. There were a total of only 74 P/MHNPs certified 

in Arizona for potential respondent to this study making a 

large sample size unlikely. 

A second limitation of this study is that all of the 

study subjects were selected from one source in one 

geographic area. The results of this study may not reflect 



the performance of nurse practitioners over a broader 

geographic area or when selected from multiple sources. 
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The third limitation of this study is that written 

vignettes were utilized and may not accurately reflect real 

life practice conditions. A written survey of this type 

does not control for the conditions under which the 

respondent was working at the time of filling out the 

survey. Observation of real-life practice may reflect 

differing results. 

An additional limitation to this study relates to the 

subset tool utilized. This study used a subset including 

four vignettes with only two containing domestic violence 

indicators. This was done to provide a tool that would be 

of manageable length to encourage response, while still 

providing control vignettes. The limited number of 

vignettes, however, limits the reliability of the tool and 

therefore the conclusions based on findings. 

A final limitation of this study relates to a number of 

responses from P/MHNPs requesting not to be included in this 

study. Fourteen P/MHNPs replied stating that they did not 

feel qualified to participate in the study due to their 

practice being limited specifically to psychiatric patients 

and care. This may be due to the original NPPT being 

designed for use specifically with A/FNPs and not for use 



64 

with P/MHNPs. An attempt to address this limitation was 

made by having three experienced P/MHNPs rate the vignettes 

for situations realistic and comfortable to P/MHNP practice. 

The vignettes identified as the most realistic and 

comfortable to P/MHNP practice were used for the subset tool 

used in this study. Further adjusting or developing new 

vignettes that more specifically represent patients in a 

psychiatric or mental health settings may result in 

different results when exploring the performance accuracy of 

P/MHNPs. 

Summary 

In this chapter a discussion of the findings, strengths 

and limitations of the study and implications for nursing 

practice and research were presented. One of the major 

purposes of this study was to determine the performance 

accuracy of a group of P/MHNPs and a group of A/FNPs in 

formulating accurate diagnosis and acceptable intervention 

for potential cases of domestic violence. Another purpose 

was to determine if there was any significant difference in 

the performance accuracy of the two groups. 

Little research has been published relating to 

performance accuracy of nurse practitioners working with 

potential cases of domestic violence. There is equally 

little research published relating to domestic violence in 
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the psychiatric/mental health setting. The results of this 

study indicate that a group of P/MHNPs and a group of A/FNPs 

had a low performance accuracy in diagnosing and formulating 

acceptable interventions for potential domestic violence 

cases. Results from this study also showed that there was 

no significant difference between the performance accuracy 

of these two groups. 

Findings from this study are significant in showing the 

need for nurse practitioners to receive more initial 

education and continuing education on how to identify 

potential cases of domestic violence and how to formulate 

acceptable intervention plans for these clients. This study 

also indicates a need for additional research in the areas 

of nurse practitioner accuracy with domestic violence 

diagnosis and intervention, domestic violence in the 

psychiatric/mental health care setting, and barriers to 

practice in psychiatric/mental heath nurse practitioner care 

with potential domestic violence cases. 
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THE UNIVERSITY OF 

Human Subjects Protection Prognm ARIZONA., 
TUCSON ARIZONA 

1350 N. Vine Avenue 
P.O. Box 245137 
Tucson, AZ 8572+5137 
(520) 626-6721 

26 October 2001 

Beth E. Newhouse, Master's Student 
Advisor: Mary Jo Gagan, Ph.D. 
College of Nursing 
POBOX210203 -- · - ~: -- 7 

RE: DIAGNOSIS AND INTERVENTION PERFORMANCE ACCURACY OF NURSE 
PRACTITIONERS 

Dear Ms. Newhouse: 

We received your proposal and revised documents for the above cited project. Regulations published 
by the U.S. Department of Health and Hwnan Services [ 45 CFR Part 46.101 (b) (2)] exempt this type 
of research from review by our Institutional Review Board. Note: A copy of your recruitment 
letter and follow-up postcard with approval stamp affixed is provided for duplication and use 
in enrolling subjects. 

Thank you·for informing us of your work. If you have any questions concerning the above, please 
contact this office. 

Rebecca Dahl, R.N., Ph.D. 
Director 
Human Subjects Protection Program 

RD/js 
cc: DepartmentaVCollege Review Committee 

http://vpr2.admin.arizona.edu/human_subjects 
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SUBJECT DISCLAIMER 
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Dear, 

My name is Beth Newhouse, I am a BSN Registered Nurse and a 
Psychiatric Mental Health Nurse Practitioner Student at the 
University of Arizona, College of Nursing. As a masters 
student, I am studying nurse practitioner's diagnosis and 
intervention formulation skills. 

Your name has been randomly selected from the database 
maintained by the Arizona Board of Nursing. The Arizona 
Board of Nursing provides this service to individuals for a 
nominal fee. 

You are being offered an opportunity to complete the 
enclosed questionnaire and return it to me in the self 
addressed stamped envelope. The amount of time required to 
complete the questionnaire is approximately 30 minutes. 
Participation is voluntary. 

Please read all the enclosed materials carefully and follow 
the directions as closely as you can. By completing the 
questionnaire and returning it to me in the pre-stamped 
envelope you are giving consent to be a research subject. 

You have been assigned a subject number. This number is 
used to track respondents so that they will not be sent a 
reminder post card. These numbers will be removed as soon 
as the reminder post cards have been sent out to non
responders. The removal of the number will insure 
anonymity. New numbers will then be assigned for data 
analysis purposes only. 

You can obtain further information from the principal 
investigator Beth E. Newhouse, BSN, RN, MS student at 
(520)721-1886. If you have questions concerning your rights 
as a research subject, you may call the Human Subjects 
Committee office at (520)626-6721. 

I am truly grateful for your assistance and look forward to 
sharing the results of my study with you in the near future. 
Again, thank you for your time. 

Sincerely, 

Beth E. Newhouse, BSN, RN, MS student 
520-240 - 8371 
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APPENDIX C: 

REMINDER LETTER 
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Dear, 

This is a follow up postcard to remind you to complete the 
questionnaire you received approximately two weeks ago. As 
I stated in the original letter, your participation is 
voluntary but important to the success of this project. 

The information provided is strictly confidential and will 
provide preliminary data on current skills of practicing 
nurse practitioners in Arizona. This information can be 
very helpful in the education of nurse practitioner students 
and in addressing continuing educational needs of practicing 
NPs. The data can also be useful in educating non-nurse 
practitioners about what nurse practitioners are and what we 
do. Please take a few moments to complete and return the 
questionnaire in the self addressed stamped envelope. 

The amount of time required to complete the questionnaire is 
approximately 30 minutes. 

You can obtain further information from the principal 
investigator Beth E. Newhouse, BSN, RN, MS student at 
(520)721-1886. If you have questions concerning your rights 
as a research subject, you may call the Human Subjects 
Committee office at (520)626-6721. 

I am truly grateful for your assistance and look forward to 
sharing the results of my study with you in the near future. 
Again, thank you for your time. 

Sincerely, 

Beth E. Newhouse, BSN, RN, MS student 
520-240-8371 
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Subject Code# 

Date 

Nurse Practitioner Survey 

Your unique contribution is very important to this project. 

Consequently follow-up is necessary to ensure a wide range 

of input. The subject number in the upper right hand corner 

of each form is used to track questionnaires. I will be 

recontacting non-respondents to remind and re-offer the 

opportunity to participate. 

and understanding. 

Thank you for your cooperation 

Part 1. Nurse Practitioner Performance Tool 

Please answer all questions in the order in which they 

appear. Do not go back and add or change answers. Work as 

quickly and accurately as possible to simulate real work 

situations. 

Please read the following vignettes carefully. After each 

vignette, list the diagnoses you identify for that vignette. 

Use the diagnosis system that you use in your clinical 

setting. Then, list the interventions you would carry out 

for each diagnosis and link the intervention to the 

diagnosis that is being addressed. Please be as accurate in 
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both lists as possible. Number the diagnosis and 

interventions in such a way as to indicate which 

interventions are attached to which diagnoses (see example). 

Results of this study will be available from the researcher 

upon completion of data analysis. To receive the results, 

please send a self-addressed envelope to: 

Beth Newhouse, BSN, RN, MS student 

College of Nursing 

The University of Arizona 

Tucson, Arizona 85721 
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INSTRUMENT 
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EXAMPLE 

Vignette 

John, a 17 year old white male, presents with a three-day 
history of cough, rhinnitis, and scratchy throat. He states 
he felt feverish earlier this week but not today. His 
girlfriend works at a day care center and is experiencing 
similar symptoms. The physical exam is unremarkable except 
for a slightly inflamed pharynx and clear nasal discharge 
produced into a tissue. 

1. Diagnosis 
(Use only two or three minutes to complete. The 
time limit is to simulate the reality of decision 
making on the job.) Please limit to one diagnosis 
per line. 

# Diagnosis 

1 Upper Respiratory Infection - probably viral 

2 Potential streptococcal pharyngitis 

3 Rule out mononucleosis 

2. Interventions: 
List the intervention(s) for each diagnosis above. 
Please list one intervention per line. Remember to 
link the intervention to one or more diagnosis. 

Diagnosis# Intervention 

1 OTC cold remedy 

1,2 & 3 Increase fluid intake 

1 & 2 OTC analgesic for fever/throat 

2 Group A beta hemolytic streptococcal 

screen 



1, 2 & 3 

1, 2 & 3 

3 

Instruction on hygiene practices to 

decrease viral /bacterial 

transmission 

Flu based upon strep screen or failure 

to resolve symptoms in 4-7 days 

Mononucleosis spot screen 

77 



78 

Vignette #1 

James, a 21-year-old Asian college student presents to the 
student health service where you work. James presents today 
with a clean, superficial laceration approximately 2 cm in 
length on the fatty portion of the medial surface of his 
left thumb. He has full, smooth, active range of motion in 
the thumb. He states he received the cut while cooking at 
home earlier in the day and just wants to check if he needs 
stitches. You note his tetanus is current. 

1 Diagnoses 
[Use only two or three minutes to complete. The 
time limit is to simulate reality of decision making 
on the job.] Please limit to one diagnosis per 
line. 

# Diagnosis 

2 Interventions: 
List the intervention(s) for each diagnosis above. 
Please list one intervention per line, remembering to 
link the intervention to one or more diagnosis. 

Diagnosis# Intervention 
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Vignette #2 

Jack is a 63-year-old white male. He is a recovering 
alcoholic with stable, non-insulin dependent diabetes. You 
have been following him for three years in the clinic where 
you work. Jack presents today complaining of an acutely 
swollen great toe. The pain is centered in the medial joint 
of the toe. There is no evidence of an ingrown nail or 
drainage. His glucose and BUN are slightly elevated above 
his usual readings. He is experiencing a low-grade fever 
and leukocytosis. 

1. Diagnoses 
[Use only two or three minutes to complete. The 
time limit is to simulate the reality of decision 
making on the job.] Please limit to one diagnosis 
per line. 

# Diagnosis 

2. Interventions: 
List the intervention(s) for each diagnosis above. 
Please list one intervention per line, remembering 
to link the intervention to one or more diagnosis. 

Diagnosis# Intervention 
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Vignette #3 

You are a partner with a family practice MD in 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." 

1. Diagnoses 
[Use only two or three minutes to complete. The 
time limit is to simulate the reality of decision 
making on the job.] Please limit to one diagnosis 
per line. 

# Diagnosis 

2. Interventions: 
List the intervention(s) for each diagnosis above. 
Please list one intervention per line, remembering 
to link the intervention to one or more diagnosis. 

Diagnosis# Intervention 
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Vignette #4 

You are presently employed in an HMO's family practice 
department. Fred, a 42-year-old African-American male, 
presents for an insurance physical. His history is 
unremarkable except for occasional headaches. Fred also 
admits to a great amount of turmoil is his life at present, 
including a "stressful relationship" with a woman he has 
been with for several years. During the physical exam, you 
notice several areas of the scalp where hair is missing. 
Some of these areas appear inflamed and slightly edematous. 
Your neurological exam is negative. There are no similar 
patches anywhere else on his body. No one else Fred knows 
has similar lesions. 

1. Diagnoses 
[Use only two or three minutes to complete. The 
time limit is to simulate the reality of decision 
making on the job.] Please limit to one diagnosis 
per line. 

# Diagnosis 



2. Interventions: 
List the intervention(s) for each diagnosis above. 
Please list one intervention per line, remembering 
to link the intervention to one or more diagnosis. 

Diagnosis# Intervention 
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Subject Code# 

Date 

Demographics Information 

Age: 

Gender: Male Female 

Race: 

Years of formal education: 

Years of practice: 
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APPENDIX F: 

ANSWER LIST DIAGNOSES AND INTERVENTION 



*Primary Diagnoses 

Vignette 1 
Diagnoses 
*1. 
*2. 
3 
4 
5 

Infection potential for 
Laceration or Skin integrity impaired 
Pain 
Knowledge deficit-safety with knives 
Health maintenance opportunity. 

Interventions 
1 2 Wound care-clean insure no foreign bodies 
1 2 Cover with loose dressing (steri strip ok) 
2 3 Analgesia 

Education 
1 2 
1 2 
4 
1 2 
5 

Vignette 2 
Diagnoses 
*1 
2 
3 
4 

Wound care 
signs of infection 
Safe use of knives 
Schedule follow-up 7 to 10 days 
Age and population appropriate education 

Probable/Potential Gout 
Possible/Potential alcohol relapse 
Possible/Potential infection/cellulites 
NIDDM 

Interventions 
1 Uric acid level 
1 Examine all joints for swelling 
1 3 Consider joint aspiration or referral for joint 

aspiration 
1 Evaluate for ETOH drinking 
1 Consider consult MD for suspected gout in person 

with NIDDM 
1 

3 
1 
2 

1 3 4 
1 4 
4 
1 

Consider beginning one of the following 
indomethacin or Cholchicine 
Consider antibiotics 
Palliative care of foot (elevate, cold soaks) 
Remind of AA or offer other substance abuse 
referral or treatment 
Medicine use 
Signs and symptoms of worsening condition 
Routine care NIDDM reviewed 
Increase fluids 
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1 4 
1 2 3 4 
1 2 

Vignette 3 
Diagnoses 
*l 
2 
3 
4 

Diet counseling 
Schedule follow up 1 wk 
Recheck by phone in 24-48 hours 

Possible abuse 
Possible depression 
Possible substance abuse 
Multiple somatic complaints 

Interventions 
1 2 3 4 Encourage to stay for complete history (include 

any depression scale) and physical exam 
1 Directly question about domestic abuse 
1 Conduct a danger assessment 
1 Careful documentation of any findings related to 

abuse 
1 

1 

1 
1 

Provide necessary abuse prevention referral in 
community 
Help to identify safety plan in case of future 
abuse 
Teach conflict resolution strategies 
Teach stress reduce management 
History include: 
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1 
3 
2 

Family relations/husband other members and support 
Substance use 

2 3 4 
2 3 

4 

1 2 3 
1 2 4 
2 
1 2 3 4 

Vignette 4 
Diagnoses 
*l 
2 
3 
4 
5 
6 

History of depression. Appropriate tools 
Diet and exercise 
Consider referral to psychologist or other 
community resources as indicated 
Review charts for notes to rule out chronic health 
problems 
Hold prescription pending full evaluation 
Education on signs and symptoms of depression 
Rule out suicide 
RC 2 weeks for recheck 

Possible abuse 
HA probably stress or etiology 
Alopecia Etiology 
R/0 dermatitis 
Routine health maintenance 
Stressful situation 
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Interventions 
1 Ask about abuse or more thoroughly evaluate 

1 
1 3 4 
1 2 3 4 5 
5 

1 3 

1 
1 2 3 5 6 
1 2 3 6 

2 
1 
1 2 3 4 5 

history of hair loss 
Conduct danger assessment 
Scalp exam 
Neuro exam 
Routine health exam with tests and immunizations 
as indicated 
Clearly document history provided by client and 
description of injuries 
Discuss safety plan 
Discuss life stress reduction techniques 
Teach conflict resoultiOon/relationship counseling 
(stress individual over couple initially) or refer 
Treat HA as indicated - otc analgesic 
Provide community abuse prevention referrals 
6 Schedule follow-up appointment 



87 

APPENDIX G: 

PSYCHIATRIC/MENTAL HEALTH NURSE PRACTITIONER CONSULTANT LIST 



Anita Goss PhD, MS, BSN 
3 years practice as P/MHNP 
21 years practice as Certified Nurse Specialist in Acute 
Care Psychiatry 

Marla Perry PhD, MS, BSN 
3.5 years practice as P/MHNP 
13 years practice as psychiatric RN 
6 years practice in neuro-psychology and psychology 

Kathryn Rosalik MS, BSN 
3.5 years practice as P/MHNP 
30 years practice as psychiatric RN 
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