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Abstract

Introduction: Intimate partner violence (IPV) is a pattern of purposeful coercive behaviors that
may include inflicted physical injury, psychological abuse, sexual assault, progressive social
isolation. This violence can be considered a leading public health problem with serious health
consequences for Women exposed to IPV. Due to, the nurse is often an early point of contact, no
information of nurses* preparedness (knowledge, attitude and skill, and barriers) regarding to IPV
care in Ethiopia, high prevalence and impact on women health, these make it problem.

Objectives: To assess nurses™ knowledge, practice and attitude, and identify barriers to care
women exposed to intimate partner violence in East Gojjam, Amhara region, Ethiopia.

Method: Quantitative study design was conducted to assess nurses™ preparedness (knowledge,
practice and attitude) to care women exposed to IPV and qualitative design for barriers to care
Women exposed to IPV. East Gojjam has 18 woredas. Required sample size was 448 nurses.
From 18 woredas, nine woredas were randomly selected through proportionate sampling method
then the study sample was selected randomly. The collected data was cleaned, coded and entered
in EpiData version 3.1 then transferred to SPSS version 16.0 for analysis. Descriptive statistics
like frequency and percentage was used to summarize the socio-demographic characteristics®,
knowledge, attitude and skill. To know whether there is association or not between factors and
nurses’ care of, multivariate regression was used. Then odds ratio was used to find which variable
was the most significant to affect of care women exposed to IPV. The strength of statistical
association measured by adjusted odds ratios with 95% confidence intervals and 0.5% marginal
error. Three groups of nurses from emergency, OPD and Obygynacology wards nurses purposely
were selected. Total nurses who were participating in focus group discussions were 24. nurses"
conversation auto taped, transcribed, translated and analyzed through open code soft ware 6.3

version. Finally, integrated according to emerging themes and then narriated.
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Result: Just over 94% of all respondents had not received training. More than the half of nurses
was not knowledgeable. Around 60% of nurses had negative attitude to [PV cases. In addition,
almost 60% of nurses were not skillful. A logistic regression analysis indicated that there was a
significant association between being male to care to Women exposed to IPV. Males were 7.899
times more likely to give care to Women exposed to IPV. Nurses who had experience on the care
of women exposed to IPV were more give care than who never had experience. Barriers
described by nurses were; related to social, institutional, nurses and victim/ women exposed to
intimate partner violence/ that affect nurse care to women exposed to IPV were addressed.
Conclusion:. Training was significantly affecting the care of women exposed to IPV. Many of
nurses had no skill/experience to care women exposed to IPV and majority of nurses could not
ask sign of women exposed to IPV like eating disorders, hypertension, headaches and irritable
bowel syndrome. Majority of nurses were not knowledgeable and not skillfull thus affect nursing
care of women exposed to IPV. Generally, the majority of the nurses did not provide nursing care
to women exposed to IPV.

Recommendation: East Gojjam zone health offices to open the opportunity of getting nursing
care training regarding to women exposed to IPV. At higher institutions like university r training
before and afte graduation, expanding education opportunity, expanding education opportunity
and incorporating in nursing curriculum is recommended. Strengthening of health services in
promoting early nurses™ training and experience sharing and special emphasis to information on
signs and what next action shall be done is recommended.

Key words: Preparedness to care, readiness to care, barriers to care and IPV care
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1. Introduction

1.1 Background statement

Intimate partner violence (IPV) is a pattern of purposeful coercive behaviors that may include
inflicted physical injury, psychological abuse, sexual assault, progressive social isolation,
stalking, deprivation, intimidation and threats. Someone who is, was or wishes to be involved in
an intimate or dating relationship with an adult or adolescent victim and are aimed at establishing
control of one partner over the other perpetrates these behaviors. It is a purposeful designed to
achieve domination and control in the relationship by their current or former intimate partner(1-
3).
Mostly they exposed because of alcohol drinkers(4), low education and socioeconomic status,
and being younger can increase women's risk of experiencing intimate partner violence(5-7).
Lack of assets makes women vulnerable to violence and affects her decision making power in the
family because of tradition and women‘s low social and economic status limits their ownership of
assets, even though, Ethiopian laws give equal property rights to women. Also the perception of
women who believe that a husband is justified in hitting his wife may believe themselves to be of
low or inferior status, could act as a barrier to accessing health care for themselves and their
children, affect their attitude towards contraceptive use, and damage their general well-being(8-
9).

This violence can be considered a leading public health problem with serious health
consequences for Women exposed to IPV and more likely develop headaches, back pain, sexually
transmitted diseases, vaginal bleeding, vaginal infections, pelvic pain, painful intercourse, urinary

tract infections, appetite loss, abdominal pain, digestive problems, gynecological, chronic stress-




related, central nervous system, and total health problems(10-12). And even rising of violence
can have risk of death (13). There was a study that showed IPV had a negative effect on women*'s
mental health, increasing the incidence of depressive, depressive symptoms and posttraumatic
stress disorder (PTSD), and state anxiety symptomatology, as well as thoughts and attempts of
suicide(14). Women exposed to physical spousal violence, sexual abuse and Psychological abuse
in the past year are more likely to experience symptoms of depression, anxiety, psychogenic non-
epileptic seizures, and psychotic disorders. Even the Violence of physical, sexual or
Psychological has effect on each other(15).

Since violence of women can occur at any ages, races and cultures, socioeconomic and
demographic barriers that are unacceptable and against the law (2, 16), the World Health
Organization (WHO) cites eradicating violence against women as an urgent public health priority
to achieving Millennium Development Goal, the promotion of gender equality and empowerment
of women. Violence is a major obstacle to Millennium Development Goal(16).

Health professions can address IPV by asking all women about violence during privately and
prevention-related visits (e.g. hospital admissions and prenatal visits), trauma-related visits, and
follow-up visits but they may use multiple IPV screening tools like RADAR (Routinely screen,
Ask. Document, Assess, Refer/Resources) (17) and HITS (hurt, insult, threaten, scream), Partner

Violence Screen(18).




1.2 Statement of the problem

Intimate partner violence (IPV) against women is considered as a leading public health problem
(19) affecting approximately 50% of women during the course of their lifetimes(20). Women
with a history of IPV had significantly higher healthcare utilization, costs, efforts to prevent its
occurrence and consequences even continuing long after IPV seceded (21-22).

IPV exists ever day in all parts of the world regardless of age, religion, societies, ethnicities, and
geographic borders(23-24). Annual prevalence of IPV in Canada was found to range from 0.4%
to 23%, with severe violence occurring from 2% to 10% annually(25). WHO surveys reported
that percentage of women exposed to IPV who reported either physical or sexual violence 15% in
Japanese and over 60% in Bangladesh and Peru(2). Interviews were conducted in Cape Town
municipalities of South Africa, an average of 42.3% reported physical violence against a partner
of the last 10 years(26). In Ethiopia, a study which was conducted in East Welega showed that
the prevalence of IPV against women in their lifetime 76.5% and past 12 months 72.5%(27). But
a study in the rural part of Ethiopia reported that the lifetime prevalence of any form of intimate
partner violence was 72.0%(28). This shows that nurses should be alarm and ready to give care
for Women exposed to IPV and also to investigate or screen them by solving the barriers which
will have great impact on health of women(29).

[PV can be beneficial for maternal health and pregnancy outcomes (30-31) because of 1PV
occurs in all over the worlds* countries(2). Physical violence, mild emotional violence to severe
emotional violence and high spousal control of women by their partners(32), high relationship
between /PV and HIV as a risk factor(33).WHO multi-country study reflect, women who had
ever experienced physical violence by a partner reported from more serious injuries to minor
injuries like bruises, abrasions, cuts, punctures, and bites. Among the main injuries were

abrasions or bruises (in 39% of women who had been injured), sprains and dislocations (22%),




injuries to eyes and ears (10%), fractures (18%), and broken teeth (6%). One third of injured
women were hurt badly enough to need health care. Therefore, IPV should be managed by health
professionals through giving care and identify barriers to care for women exposed to their partner
is crucial to reduce the impact(34-35). Sufficient preparedness of nurses in the health institutions
necessarily require in both knowledge and experience for identifying and caring women exposed
to [PV properly(36).

In general, nurses must become competent in identifying victims of IPV and offer them
appropriate interventions. Because of the nurse is often an early point of contact for women who
have experienced violence(16, 37), no information regarding preparedness of nurses, barriers to
give care for Women exposed to IPV in Ethiopia, prevalence of IPV and profound impact on
women health (36). In womens lifetime, three out of four experienced at least one incident of
IPV in western Ethiopia that need urgent attention at professionals to alleviate the situation (27).
If Organizations like health professions are ready to prevent IPV then there will be reduction of
trauma; increased family and community cohesion; a greater overall sense of safety; reduced

costs to individuals, families, government and businesses (38).




1.3 Significant of the study

Much has been learned in recent years about the epidemiology of violence against women, but
information about intervention approaches in the health care setting for preventing intimate
partner violence is seriously lacking in the Ethiopian context. Assessing nurses* knowledge, skill
and attitude, and identifying barriers to care victim of IPV will have a clue for further
intervention such as preparing educational messages, training and incorporating in nursing
curriculum based on existing beliefs.

The results from this study, crucial to design effective intervention strategies and identify
barriers, in the care of violated. In addition, policy maker can use for further to address improper
screening Women exposed to IPV who seek care. It is important for schools, community-based
organizations (CBOs), and health clinics, among others, to address this problem through
prevention education curricula or specific intervention programming. Therefore, the aim of the
research was to assess barriers that affect nurses to care victim of I[PV who seek treatment or
health service and their preparedness regarding to knowledge, skill and attitude to care or mange

community in the health institutions.




3. Literature Reviews

3.1 Nurses’ preparedness (Knowledge, practice and attitude) to care women exposed
to IPV

Feeling prepared was connected to obtaining knowledge by themselves and also to identifying
women exposed to IPV(39). Nurses should have knowledge about IPV to care women in the way
clients* right rather than as the result of IPV. A study showed that the majority of the nurses
were found to be quiet unprepared in knowledge to provide nursing care for women exposed to
[PV(36). In addition, study in Turkish showed only half of nurses always asked women about
violence mostly when a woman was severely physically injured unless they never asked(40).
Nurses felt difficulties to know how to ask; even if they identified violence, they mostly offered
the women a doctor®s appointment rather than giving nursing care for violated women. Similar
ideas in other study revealed that, nurses were uncertain about how to ask, concerned about
breaching the woman®s integrity, or unsure about which intervention should be implemented
once IPV is confirmed(41). Study showed that from 28 nurses (15%) had had previous
discussions about how to intervene when meeting with women exposed to IPV, 10 (5%) had used
existing guidelines and 47 (25%) had had information packages at their disposal to hand out to
women exposed to IPV. Even after that they used symptom based treatment without identifying
abuse, because of this, more and unnecessary suffering faced on women will occur(36).
Study which was conducted on nurses reported that the study participants believed the following:
firstly females who experienced IPV frequently came from the lower socio-economic classes
(52%) and had lower education levels (52.4%), secondly males who beat their wives were usually
aggressive in all their social relationships (75.6%), and lastly pregnancy would prevent women

from being subjected to violence (45.9%) (39). In other study, nurse responded that the




predominant views on the nature of the perpetrator among the participants were that ,alcohol and
drugs are common reasons that men abuse™ and ,the perpetrator simply loses control which
enabled them violet their women(36).

A study, which conducted, reported care of women exposed to IPV increased as the level of
experience (practice) increased. Inadequate preparation, for experience, emerged as a key factor
to routine inquiry and management to women exposed to IPV (42). Similarly, providing
experienced nurses with increased insight into the phenomenon of violence against women can
reduce fear and increase commitment and willingness to intervene(43) . This idea supported by a
study done on Midwives, which felt that IPV was an important issue to address after having
experiences. Also this study reported that routine enquiry for IPV cannot be implemented
effectively without ensuring that in-depth training, resources, staff support and policies to ensure
that screening to be conducted and to give care for Women exposed to IPV safely and
confidentially(41). The percentage of the participants who had at least one professional
experience with Women exposed to IPV, as their patient was 66.1% from the total participants.
When asked about current screening practices, 63.9% of the study group declared that they
included questions about IPV when they worked with an injured patient, but when the frequency
of screening examined the result was; only one-fourth of the study group stated that they screened
each injury case from asking questions about IPV. In addition, there was 41.9% of the
respondents had at least one of their relatives as an Women exposed to IPV(39).

To have more ethical, competent and compassionate clinical care in the health institutions; nurses
attitude, belief and values should be changed through training which also improved healthcare
providers® respecting for patient rights and knowledge and confidence in direct patient(44). It is
possible to say, training program is necessary on this issue. Finding reveled that with training and

experience had significantly higher initiator and higher preparedness to care than those with




training and no experience and those with no training but with experience(42). However, study
showed, when participants were asked whether they had received any kind of training 48% stated
that they had obtained information on their own initiative which account majority of participants
because of actively searched the information in the mass media and literature due to personal
commitment and interest in the area. 20% had had vocational training and 8% had received
training on their employers®™ initiative(36). In other study showed that from the study group,
89.8% had no training regarding how to approach the Women exposed to IPV professionally.
Among the group who had training, 70.9% believed that the training was not adequate to
satisfactorily help for the victims. When the training program had given to nurses, it should also
include a module on gender roles and also attention must be given to the legal aspects and clinical
manifestations of IPV in order to improve the knowledge, practice and attitudes towards 1PV
care(39) .

Study also reported, there is a need for amending and enforcing the existing laws as well as
formulating the new laws concerning IPV to diminish myths, misconceptions and traditional
norms and beliefs that affect women health(45). In supporting this study, Quesi experiment
reveled that measuring changes after IPV intervention training to nursing students in the form of
a ten-week elective nursing course on IPV, had an increase in mean scores related to attitude,
skills, and knowledge(46). Among those with no formal IPV, education in the present survey,
professional differences were noted in preparedness to address IPV, with nurses feeling less
prepared than physicians. These professional differences in preparedness disappear when training
is present(42). Nurses were more likely to ask about violence if they had obtained information

about violence(36).




3.2 Barriers to give care for women exposed to IPV

Different barriers influenced nurses™ care given to women exposed to IPV. Self-efficacy,
including feelings of powerlessness and loss of control, safety concerns and fear of offending,
affective barriers (e.g., lack of comfort, interest, and sympathy), poor interviewing or
communication skills and providers* personal experience with abuse affects IPV care(42). Study
showed that from total 158 of nurses®, 86% considered themselves to be insufficiently prepared
to provide nursing care to women exposed to IPV(36).

Among those with no formal IPV, education in the present survey, professional differences were
noted in preparedness to address IPV, with nurses feeling less prepared than physicians. These
professional differences in preparedness disappear when training is present(42). Study showed
even during selection activity of women exposed to IPV was significantly associated with
different barriers. Demographic factors, for example, being female healthcare professionals were
more likely to screen for I[PV than male colleagues and also occupational factors being a Doctor
appeared better placed than nurses and midwives to inquire and care of women exposed to
IPV(47). In other study revealed that healthcare providers who perceived high efficacy in
handling IPV issues, low fears of offending clients, professional preparedness, and availability of
support networks from the institution were more likely to inquire and care women exposed to
[PV properly(48). Study confirmed that there was a specially assigned person at their workplace
responsible for quality improvement of nursing care but nurses were not aware of any
collaboration with the authorities in dealing with IPV and if they aware they named those as
volunteer organizations and psychiatric and social services to be their collaborators(36). But
study indicated that health institutions did not have an appropriate hospital protocol or forms for
documentation and which was reported a lack of privacy and time to develop trusting

relationships as a barrier to screening and care women exposed to IPV(49)




Since, barriers to identify IPV are great challenges that affect health of women, study showed
that, nurses reported that women were not raising the issue of violence during history taking. The
woman is accompanied by partner or children or lacks privacy, appointment times are too short
for a discussion of topic or cultural norms and customs interfere with the discussion of
violence(50). And also in other study, the majority of the participants declared that dealing with
victims of IPV requires interfering with the privacy of the family and patients who are ashamed
to talk about 1t(39). In addition to this also health of women affected when health professions did
not refer Women exposed to IPV because of thinking that women do not follow up on the
referral. Even, the health profession may uncertain to refer women exposed to IPV unless patient
indicates desire for referral(50). Other study showed that Patient-related factors like patient
nondisclosure, fear of offending the patient were also frequently mentioned(51)

When participants were asked about the barriers in dealing with Women exposed to IPV in other
study showed that, classified under four categories: 1) social, 2) institutional, 3) related to health
staff, and 4) related to the victims. From social barriers that have effect on IPV care were; lack of
legal arrangements, lack of social support institutions and low socioeconomic status of women
had strong significant association with care of women exposed but the last with the list relation
was Religion. However, from institutional barriers lack of proper place to interview the victim
had strong relation with care of IPV. From that of related to health staff barriers, lack of training
and lack of knowledge on legal aspect of the issue which had impact on care of women exposed
to IPV. Related to the victim barriers; Hide and endure abuse despairingly, turning back to the

same environment and Afraid of the repeat of abuse(39).
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33 Conceptual Frame Work

Through reading different literatures, which have the same objectives to this study, the

investigator developed the following conceptual framework.

Figure 1: conceptual framework of nurses’ preparedness and barriers to care women

exposed to IPV East Gojjam governmental health institutions, 2014.
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4. Objective
3.1 General objective
To assess nurses™ knowledge, practice and attitude, and identify barriers to care
women exposed to intimate partner violence in East Gojjam, Amhara region,
Ethiopia.
3.2 Specific objectives to
Determine nurses* knowledge to care women exposed to IPV.
Assess nurses® attitude to care women exposed to IPV.
Assess nurses® skill to care women exposed to IPV.
Identify barriers related to nursing care of women exposed to IPV.
Identify association between nurses™ care of women exposed to IPV with socio-

demographic factors and nurses' preparedness (knowledge, attitude and skill).
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4. Methods and Materials

4.1 Study design
Cross sectional quantitative design was conducted to assess nurses knowledge, practice and
attitude, and qualitative design to identify barriers to nurses™ care of women exposed to IPV in

selected Governmental health institutions, East Gojjam,.

4.2 Study area
East Gojjam is a zone, which is found in Amhara Region of Ethiopia. East Gojjam is bordered on
the south by the Oromia Region, on the west by West Gojjam, on the north by south Gondar, and
on the east by south Wollo; the bend of the Abay River defines the zone's northern, eastern and
southern boundaries. Towns and cities in East Gojjam include Bichena, Debre Marqos, Debre
Werq, and Mota. East Gojjam became the new home for 20,000 heads of households and 80,000
total family members. Based on the 2007 Census conducted by the Central Statistical Agency of
Ethiopia, this Zone has a total population of 2,153,937, and increase of 26.68% over the 1994
census, of whom 1,066,716 are men and 1,087,221 women; with an area of 14,004.47 square
kilometers, East Gojjam has a population density of 153.80. Amharic is spoken as a first
language by 99.81%; the remaining 0.19% spoke all other primary languages reported. 97.42% of

the population said, they practiced Ethiopian Orthodox Christianity, and 2.49% were Muslim.

East Gojjam has 18 woredas. Within the zone, there are 100 health centers 1 referral hospital and

ldistrict hospitals with 917 nurses.
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4.3  Source population
The source population was all nurses who were working in East Gojjam governmental health

institutions.

4.4 Study population
All nurses who were working at randomly selected woredas in East Gojjam governmental health

mstitutions.

4.5  Eligibility criteria
4.5.1 Inclusion criteria
» Nurses worked in East Gojjam, Amhara region governmental health institutions and available
at the time of data collection.
» Who had 6 months or more than 6 months experience in East Gojjam governmental health
institutions.
4.5.2 Exclusion criteria

» Nurses who decided to exercise their right not to participate in the study.

4.6 Sample Size and Sampling Procedure

4.6.1 Sample Size Determination

Sample size was calculated using single population proportion sample size calculation formula
with a source population of size less than 10,000. Assuming that the maximum prevalence of
nurses not prepared to care Women exposed to IPV is to be 50%, Z value of 1.96 and marginal
error of 5% sample size calculated as follows;

no=(ZA/2)%? *P (1-P)

DZ
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no= (1.96)2x0.5 (1-0.5) =384

(0.05)2
Where:
no=the required sample size
7= standard score corresponding to 95% CI
P=assumed proportion of nurses preparedness to care Women exposed to [PV
D= the margin of error 5%
N= total numbers of nurses or study source
Because of the study population less than 10,000, adjustment or correction formula was applied
to this study.

N=no*N = 384*917 =271nurses

no+ (N-1) 384+ (917-1)
Design effect was 1.5 then, it was 271*1.5=407
None response rate = 10%
None respondent rate 10% of 407 nurses = 41 nurses
Required sample size was 407+41=448 nurses = the last sample required
For qualitative part, Focus Group Discussion conducted until information saturated.

4.6.2 Sampling Procedure

In East Gojjam, there are 18 woredas (Motta, Hulet Ejjue Enesie, Enarge Enawga, Goncha Siso
Enesie, Enebsie Sarmider, Enemay, Shebel, Dejen, Debay Tilatgin, Awabel, Basoliben, Aneded,
Bibugn, Machakel, Debrelias, Gozamen, Debremarkos and Sinan).

Woredas were selected by using simple random sampling. From 18 woredas, nine woredas

(Motta, Anded, Dejen, Awabel, Gozamen, Enemay, Debremarkos, Enebsie and Goncha) selected.
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In these nine woredas, there are 58 health centers, and one district and one referral hospital with
514 nurses. By using proportionate sampling method, the required nurses randomly were
selected.

For qualitative part, purposive sampling was used. Focus Group Discussion conducted from none

selected woredas up to information saturation happened.

Simple random sampling =)

!

e ampling mdthod

h
o sNames

Figure2. Schematic presentation of sampling procedure
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4.7 Study period
The actual study carried out from April 8- 2014 — April 29-2014 using pretested administered

questionnaire.

4.8 Data Collection Procedure

4.8.1 Instrument

A structured self-administered questionnaire was used to collect data from nurses. It was
constructed from already studied research adopting and modifying (36) and PREMIS (Physician
Readiness to Manage Intimate Partner Violence Survey) tool(52). It consisted of five sections.
Section I comprised the questions about demographic factors. Section II consisted of questions
about the knowledge of IPV and section III consisted of questions about attitude. Section IV used
to assess practice to care women exposed to IPV in the governmental health institutions. The
questionnaire was distributed to the health care institutions of randomly selected woredas.

The qualitative data that was obtained from nurses™ conversation and then it was auto taped,
transcribed, translated and coded with open code. Semi structure guideline was prepared to
conduct Focus Group Discussion for the last section of questionnaire barriers to care Women
exposed to IPV.

4.8.2 Personnel

Nine diploma graduate nurses who were not working in the selected study health care institutions
(one nurse for each Woreda health institution) were recruited as data collectors, two degree.
Graduate nurses were recruited as supervisors. All data collectors and supervisors had taken
oriented for a day on data collection process based on the guide that was developed by principal

investigator for data collectors and clarifying how to collect the questionnaire. They were to be
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allowed to fill the questionnaire and later discussion was made in all contents of the format and
areas of difficulties also revised.
Beside this, they had duty for describing the purpose of the study, giving orientation, telling
nurses the importance of honest and sincere reply, on responding to questions. At the time of the
actual data collection, the data collectors arrived early in the morning and gave questionnaire
with time of arrival. Nurses were respondent to questionnaire for this study. The principal
investigator and the coordinator strictly followed the overall activities for each activity on daily
base to ensure the completeness of questionnaire, to give further clarification and support for data
collectors.

4.8.3 Data quality assurance
Questionnaire prepared in English version and then translated to Amharic finally returned back to
English. It had pre-test on 10% of the calculated sample size in health facility, which was not
selected in the study. Additional adjustment made based on the results of the pre-test. Data
collection carried out by trained nurses who are from other work area of the health facilities. 10%
of the collected data checked by the supervisor daily for completeness and finally the principal
investigator monitored the overall quality of data collection.

For qualitative part data transcript and analysis was done at the same day.

4.9  Data Processing and Analysis
The collected data was cleaned, coded and entered in EpiData version 3.1 then transferred to
SPSS version 16.0 for analysis. Descriptive statistics like frequency and percentage was used to
summarize the socio-demographic characteristics®, knowledge, attitude and skill of the study
nurses. To know whether there is association or not between factors and care of IPV, bivariet and

multivariate regression used. Then odds ratio was used to find which variable was the most
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significant to affect care of IPV. By using multiple regressions, the principal investigator
assessed which independent variables had association with care of women exposed to IPV in
governmental health care institutions. For all analyses, SPSS version 16.0 was used. The strength
of statistical association measured by adjusted odds ratios and 95% confidence intervals to show
association.

Three groups of nurses from Emergency, OPD and Obygynacology wards nurses purposely were
selected. Total nurses who were participating in focus group discussions were 24. The qualitative
data that obtained from nurses™ conversation auto taped, transcribed, translated and analyzed.
Finally, the narrative qualitative information and the observation organized and integrated
according to emerging themes that answered the research questions.

4.10 Ethical considerations

Ethical clearance obtained from AAU, department of nursing and midwifery research committee
and college of health science institutional review board. Each study participant, by their data
collector adequately informed about the purpose, anticipated benefit and risk of the study.
Informed consent obtained from study participants for protecting anonymity and ensuring

confidentiality.

4.11 Variables
4.11.1 Independent
» Nurses” preparedness (knowledge, practice and attitude)

» Socio-demographic factors of nurses (sex, training, numbers of women exposed to I[PV
disclosed, current area of practice)

» Barriers (social related, institutional related, related to health staff, related to the victim)

4.11.2 Dependent

» Nurses™ Care to women exposed to [PV
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4.12 Operational definitions:
The following operational definitions were used for this study:
Knowledgeable: - Nurses who answered correctly to knowledge questions above the median
were considered as knowledgeable.
Not knowledgeable: - nurses who answered correctly to knowledge questions below the
median were considered as not knowledgeable.
Negative attitude: - Nurses who agreed to attitude questions below the median were
considered as negative attitude.
Positive attitude: - Nurses who agreed to attitude questions above the median were considered as
positive attitude.
Barriers: - Anything, which influenced negatively nurses™ care to women exposed to IPV that
would be listed by nurses from focused grouped discussion, was considered as barriers.
Skillful: -Nurses who worked to practice questions above the median were considered as skillful.
Not skillful: - Nurses who worked to practice questions below the median were considered as
not skillful.
Nurses* care to women exposed to IPV: - nurses who did care like identifying victim, taking
intervention actions after identifying (like counseling, referring, providing resources...) for women

exposed to IPV in the last 6 months at governmental health care institution, East Gojjam, 2014.

4.13 Dissemination and Utilization of results

Result of the study will be disseminated to Addis Ababa University School of Nursing as
fulfillment of master*s degree in nursing. Through communicated to East Gojjam health Bureau
and all government health services in Amhara region, it will be disseminated there. Hard and soft
copies will be available in the library of Addis Ababa University for graduate students as well as

for other concerned readers.
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5. Results

L. Sociodemographic variables of nurses

As shown in Table one, 46.1% nurses were male and 53.9% were female nurses. The majority of

respondents were between 30 to 39 years of age. Most of them worked in OPD, Emergency and

obstetrics/gynecology/. The majority of respondents were orthodox religion follower (79.7%).

Table one. Nurses’ socio-demographic characteristics about women exposed to IPV in East

Gojjam governmental health care institution, 2014.

Variable Frequency Percentage
Sex Male 188 46.1
Female 220 53.9
Age "20-29 years" 114 27.9
"30-39 years" 193 473
"40-49 years" 74 18.1
"50-59 years" 27 6.6
Religion Orthodox 325 79.7
Catholic 12 2.9
Protestant 35 8.6
Muslim 36 8.8
Practices Area Opd 129 31.6
Obygynacology 83 20.3
Emergency 133 32.6
Surgical 31 7.6
Medical 32 7.8
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How many Never 85 20.8
Women "none this year" 97 23.8
exposed to I[PV~ "less than twenty" 193 473
you did "twenty or over" 33 8.1
How many less than 20 41 10.0
patients you saw 20 to 39 56 13.7
per week 40 to 59 46 11.3
60 or more 265 65.0
Training Yes 24 5.9
No 384 94.1
nurses work 1-5 223 54.7
with you 6-10 138 33.8
/including you/  >11 47 11.5
Physicians work 0 329 80.6
with you. 1-5 76 18.6
>5 3 0.7

65% of nurses reported that they saw 60 or over patients per week. However, 20.8% of nurses
indicated that they never had experience regarding to care of women exposed to IPV. Over 94%
of them did not have any formal training regarding women exposed to IPV. Almost 55% nurses
worked together (from 1 up to 5 nurses) in the same place/room and 81% them worked

independently i.e without physician (see table one above).
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IL. Knowledge

In this study, 33(8.1%) of nurses responded that being female sex as strongest single risk factors
to have IPV. However, 248(60.8%) of nurses respond that, to become a victim of intimate partner
violence the strongest single risk factor is their partner abuses of alcohol/drugs, which accounted
largest response (see table four below).

242(59.3%) nurses replied that, women exposed to IPV got harm from ttheir intimate partner
because of violence as means of controlling them. In this study, nurses replied that warning signs
of woman exposed to IPV were, anxiety and frequent injuries accounted the largest response
254(62.3%) and 233(57.1%) respectively. Nurses also replied that women with IPV had their
own reason not break up their relationship due to fear of revenge and financial dependence
217(53.2%) and 320(78.4) respectively. However, women exposed to IPV did not depart their
relationship due to love for their partner had lowest responses, which were 27(6.6%) nurses (see
table four below).

During nurses saw women exposed to IPV at health care institution, there are ways to ask them.
The most appropriate ways to ask about women exposed to IPV ,Have you ever been afraid of
your partner? as the most appropriate ways to ask 273(66.9%) nurses replied. From the
indicators of women exposed to IPV 258 (63.2%) nurses replied that injuries in different stages

of recovery may indicate abuse (see table four below).
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Table Two. Assessment of nurses™ knowledge towards women exposed to IPV in East Gojjam

health care institution, 2014.

Variables No %
Which one is “Age” 38 93
strongest "partner abuse of alcohol" 248 60.8
single risk to "family history" 89 21.8
have [PV "being female sex" 33 8.1
Why partner "trouble control anger" 67 16.4
harm their "violence as means of control" 242 59.3
intimate "drink or use drug" 99 24.3
partner They pick fights with anyone 00 00
What are Chronic unexplained pain 58 14.2
warning Anxiety 233 571
signs of Substance abuse 118 28.9
women Frequent injuries 254 62.3
exposed to Depression
105 25.7

IPV
Women Fear of revenge 217 53.2
exposed to Financial dependence 320 78.4
IPV reason Religious beliefs 92 22.5
not leave Children‘s needs 52 12.7
r/ship Love for one's partner 27 6.6

Isolation 45 11.0
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Most “Are you a victim of intimate partner violence?” 67 16.4
appropriate “Has your partner ever hurt or threatened you?” 94 23.0
ways to ask “Have you ever been afraid of your partner?” 273 66.9
women “Has your partner ever hit or hurt you?”
exposed to 42 10.3
PV
How to identify women There are common, non-injury True
exposed to IPV presentations of women exposed to 258 63.2
IPV
There are behavioral patterns in True
couples that may indicate women 203 49.8
exposed to IPV
Specific areas of the body are most ~ True
often targeted in women exposed to 222 54.4
IPV cases
There are common injury pattern True
associated with women exposed to 209 51.2
IPV
Injuries in different stages of True
recovery may indicate women 237 58.1

exposed to [PV
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III.  Attitude

Self-efficacy; 57.8% of nurses agreed that it is their responsibility to ask women exposed to IPV.
Most nurses agreed that it is not possible to identify abuse by the way women behave (79.2%) or
without asking directly (83.3%). However, more than half (65.7%) reported that comfortable
about discussing I[PV and 36.8% nurses thought that they could gather information to identify
abuse if the patient presented with a condition like depression or migraine.

However, 48.0% nurses were able to gather the necessary information to identify IPV as the
underlying cause of patient injuries (e.g., bruises, fractures, etc.). Even though, victims of abuse
have the right to make their own decisions about whether hospital staff should intervene (51.0
%), they did not get any therapeutic interventions (60.3%) (see table three).

Workplace issues; Approximately one-quarter of the nurses thought that their practices work

place did not encourage a response to IPV (27.7%). From total participants only 39.7% nurses
replied that their practice setting allowed them adequate time to respond to victims of IPV. And
also, 42.6% believed that they were able to make appropriate referrals to community services,
and only 32.1% thought that they had contacted services within the community to establish
referrals (see table three).

Awareness about IPV; 35.5% nurses thought victims of abuse often have valid reasons for

remaining in the abusive relationship. However, almost 59% nurses believed that Women
exposed to IPV can leave the relationship if they want. More than half of nurses thought that
those who abuse alcohol or other drugs are likely to have a history of IPV. Moreover, 57.4% of
nurses did not agree that women who choose to step out of traditional roles are a major cause of
[PV. Only 33.8% nurses were aware of legal requirements regarding to report suspected cases of

women exposed to IPV to legal institutions (See table three above).
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Table Three. Assessment of nurses™ attitude towards care of women exposed to IPV in East

Gojjam, governmental health care institution, 2014.

Variable Nurses (n = 408)
%
Workplace | My practice setting allows me adequate time to respond to | Disagree | 60.3
issues victims of IPV. agree 39.7
| have contacted services within the community to establish | Disagree | 67.9
referrals for IPV victims. agree 32.1
My workplace encourages me to respond to IPV Disagree | 72.3
agree 27.7
| can make appropriate referrals to services within the | Disagree | 57.4
community for IPV victims agree 42.6
Self- nurses care providers have a responsibility to ask all patients | Disagree | 42.2
efficacy about IPV agree 57.8

| am capable of identifying IPV without asking my patient about

it

Disagree | 83.3

agree 16.7

I can match therapeutic interventions to an IPV patient’s

readiness to change.

Disagree | 60.3

agree 39.7

| can recognize victims of IPV by the way they behave.

Disagree | 79.2

agree 20.8

| am able to gather the necessary information to identify IPV as

Disagree | 52.0
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the underlying cause of patient injuries (e.g., bruises, fractures, | agree
48.0
etc.)
| am able to gather the necessary information to identify IPV as | Disagree | 63.2
the underlying cause of patient illnesses (e.g., depression, | agree
36.8
migraines).
| feel comfortable discussing IPV with my patients Disagree | 34.3
agree 65.7
Awareness | Victims of abuse could leave the relationship if they wanted. Disagree | 41.2
about IPV agree 58.8
Victims of abuse often have valid reasons for remaining in the | Disagree | 64.5
abusive relationship. agree 35.5
| am aware of legal requirements in this state regarding | Disagree | 66.2
reporting of suspected cases of IPV women. agree 33.8
Patients who abuse alcohol or other drugs are likely to have a | Disagree | 46.6
history of IPV. agree 53.4
Victims of abuse have the right to make their own decisions | Disagree | 49.0
about whether hospital staff should intervene. agree 51.0
Women who choose to step out of traditional roles are a major | Disagree | 57.4
cause of IPV. agree 42.6
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IV.  Nurses skills to care women exposed to IPV

From the total nurses 59.3% did not give care for women exposed to IPV. From those nurses who
did care to women exposed to IPV, only 23(5.6%) of nurses asked all new female patient about
IPV. Nurses who had identified woman exposed to IPV in the last 6 months, 57 (14.0%) of
nurses provided information, 116 (28.4%) nurses were counseling to woman exposed to IPV,
while 61(15%) had made a referral to other agencies. And 57(34.3%) of nurses provided
education or resource materials for women exposed to IPV.

Only 14(3.4%) of nurses conducted safety assessment and helped them to develop a personal
safety plan for women exposed to IPV. This study showed that 62(27.1% nurses practiced in a
state where it is legally mandate to report women exposed to IPV cases. (see table four below).
Table Four. Assessment of nurses’ skill towards care of women exposed to IPV in East

Gojjam health care institution, 2014.

'Variable No %%
How many woman exposed to None 242 593
[PV did you give nursing care  1-5 112 27.5
6-10 43 10.5
11-20 8 2.0
21 or more 3 0.7
From the following lists, which I ask all new female patients 23 5.6
you asked to screen women I ask all patients with abuse indicators on 84 66.1
exposed to [IPV? history or physical examinations
I ask certain female patients” categories only 59 14.5
*What actions have you taken Provided information (phone numbers, 57 14.0
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when you identified women pamphlet, other information)
exposed to [PV Counseled patient about options she may have
Conducted a safety assessment for the victim

Helped patient develop a personal safety plan

Refer patient
Do you practice legally mandate to report women Yes
exposed to IPV cases No
Did you Provide education or resource materials for Yes
women exposed to [PV No

116

14

14

61

62

121

57

109

28.4

3.4

3.4

15

27.1

72.9

343

65.7

Note * questions who had multiple answer

From out of total nurses, 59.3% of them did not give care to women exposed to I[PV but the left
40.7% of nurses did care at least once to women exposed to IPV in the last six months.

When questioned in more detail about asking patients presenting with specific signs associated
with IPV, nurses replied that as they asked women exposed to [PV when they saw specific signs
related to IPV. From these signs, injuries accounted 88.0% and depressions 75.3%. However,
from total nurses who did care the percentages of nurses that asked about women exposed to IPV

presenting with other signs associated with I[PV were low. For example, only 15.7% of nurses

asked if patients presented with hypertension (see table five below).
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Table Five. Assessment of nurses’ skill towards asking sign of victims and actions taken to

care women exposed to IPV in East Gojjam health care institution, 2014.

Variables Never & seldom % | Sometimes & always %

How often in the past 6 months, have you asked about the possibility

of I[PV (women) when seeing the following sign?

a) Injuries 12.0 88.0
b) Chronic pelvic pain 7 3 27.7
c) Irritable bowel syndrome 4.3 15.7
d) Headaches 30.7 19.3
e) Depression 24.7 75.3
Hypertension 18.7
f) Hyp 81.3
g) Eating disorders 773 27.7

For every Women exposed to IPV(women) you have

identified in the past 6 months, how often have you

a) Documented patient's statements I[PV in chart 28.3 71.7
b) Used a body-map to document patient injuries 24.1 75.9
c) Photographed victim"s injuries to include in chart 825 17.5
d) Notified appropriate authorities when mandate 777 22.3
e) Conducted a safety assessment for victim 38.0 12.0
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f) Helped an Women exposed to IPV develop a safety plan ¢35 4 16.3
g) Contacted an [PV service provider 88.0 12.0

h) Provided referral and/or resource information 74 1 25.9

Note * questions who had multiple answer

When nurses were asked questions about specific actions after identifying of women exposed to
IPV, the action most commonly they did were, using a body-map to document patient injuries
(75.9%) and documentation of the abuse history on patient chart (71.7%). However, they never
or seldom did actions like, use photograph to take picture of victims* injury, provided referral or
resource materials, notify appropriate authorities when mandate, conduct a safety assessment for
victim and contact I[PV service provider (see table five above).
V. Knowledge, attitude and skill score

In this study, median for each question was used for knowledge, attitude and skill classification.
The median of nurses™ knowledge, attitude and skill about women exposed to IPV were 31.00,
23.00 and 27.00 respectively. Below the median was considered as poor knowledge, not skillful
and negative attitude. Above the median was considered as knowledgeable, skillful and positive
attitude in their categories variables.

The participants who were knowledgeable (above the median) were 42.6% nurses. More than the
half of them was not knowledgeable. Around 60% of nurses had negative attitude to IPV cases

and almost 60% of nurses were not skillful (see table six below).
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Table Six. Score of nurses™ preparedness (knowledge, attitude and skill) about women exposed

to IPV by using median who were working at East Gojjam zone health care institutions, 2014.

Variable Frequency Percent
not knowledgeable 234 57.4
Knowledge score Knowledgeable 174 42.6
" Attitude score negative attitude to [PV care 228 55.9
positive attitude to IPV care 180 44.1
Skill score not skillful 242 59.3
Skillful 166 40.7

VI.  Identifying association between nurses’ care of women exposed to IPV with socio-
demographic factors, knowledge attitude and practice.

In binary and multiple regressions analysis socio-demographic characteristics such as sex,

training and nurses® experience were significant to nurses” care of women exposed to IPV. A

logistic regression analysis indicated that there was a significant association between being male

nurse to care to women exposed to IPV with COR 2.540(1.693, 3.810) and AOR 2.891(1.658,

5.041). Nurses who had experience on women exposed to IPV care more likely to care women

exposed to IPV than nurses never had any experiences (see table seven below)
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Table seven. Identifying association through biviriate and multivariate analysis between nurses”

care of women exposed to I[PV with socio-demographic factors of nurses who were working at

East Gojjam governmental health institutions, 2014.

Variable Care to women p-values COR(95% p-values | AOR (95%
exposed to [PV Ch CD
No YES
Sex Male . % 0.002 2.540(1.693, | 0.04 2.891(1.658,
3.810) 5.041)
Female 153 | 67 0.00 1.00 0.00 1.00
Training | Yes . 12 0.007 4.784(1.857, | 0.014 7.899(2.140,
12.326) 29.899)
No 236 | 148 0.001 1.00 0.00 1.00
How Never 78 7 0.000 1.00 0.000 1.00
many "none
0.867 (0. 1.342 (0.573,
Women | this 90 7 0.799 0.498
291, 2.579) 3.141)
exposed | year"
to IPV "less 22.993
. 13.214 (6.48S5,
youdid | than 20" | 63 130 0.000 (10.028, 0.000
26.928)
care 52.720)
"20 or 22.286
10.808 (4.08,
over" 11 22 0.000 (7.727, 0.000
28.63)
64.272)

Nurses™ skill and attitude were significant with biviriate but knowledge of nurses was not

significant. Through multiple regressions, skill and knowledge became significant. Nurses who

were not skillful and not knowledgeable less likely gave care for women exposed to IPV

(multiple regressions) with p-value of 0.00 and 0.008 correspondingly. However, attitude of

nurses did not affect the care of women exposed to IPV (see table eight).
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Table Eight Identifying association through biviriate and multivariate analysis between nurses"

care of women exposed to [PV with nurses” preparedness (Knowledge, Attitude and Skill) factors

of nurses who were working at East Gojjam governmental health institutions, 2014.

Variable Nurses’ care to p- COR(95% Cl) | p- AOR (95% Cl)
women exposed to | value value
IPV
No Yes
Skill Not skillful 220 22 .000 .008(0.004, .000 .006(.003,
.016) .014)
Skillful 12 154 1.00 1.00
Knowle | Not 140 94 0.161 | 0.753(0.507, | 0.008 | .349(.161,
dge knowledgeable 1.119) .757)
Knowledgeable | 92 82 1.00 1.00
Attitud | Negative 139 89 0.060 | 0.684(0461, |0.614 | 1.208(.579,
e attitude 1.016) 2.519)
Positive 93 87 0.655 | 1.00 1.00
attitude
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VII. Qualitative part about barriers to care Women exposed to IPV

Barriers to asking about women exposed to IPV Analysis of the data from the open-ended
questions identified four categories of barriers. Overall, the barriers described most often by
nurses were; from social barriers nurses listed as barriers to care women exposed to IPV were
culture of community, low education level, lack of organized security forces and low
socioeconomic status of women. In the institution lack of proper place to interview and manage,
lack of privacy, lack of quality resources and did not employing who had skill full and trained
personals. Health professional lack of training listed as barriers and they gave highly emphasis to
it. Related to women exposed to IPV did not get full health services due to turning back to the
same environment because of traditional mediation (shimglina), fear of the repeat of violation or
revenge and show body part, lack of awareness on legal rights and they will have discrimination
from the community once their issue disclosed. Because of such problem, they did not tell or not
attained full services.
Social related barriers
From social barriers nurses listed as barriers to care women exposed to IPV were culture of
community, low education level, lack of organized security forces and low socioeconomic status
of women
Participants mentioned culture and economy of the women exposed to IPV influence their care,
which is given by nurses at the health institution. Below their response;

“Husbands are dominant over their wives due to cultural influences including the

economic issues, which are handled by husbands. She will not buy the drugs prescribed

by the health professionals but rather the husband does it”. (P2 male, Shebel health

center)
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“They couldn't clearly tell what they want or what happened to them. Even if they start
telling, they do not give the full information because the culture in the community has an
influence on them.” (P6 male, Shebel health center)
“Such case mostly occurred on women who are dependant in economically on their
husband. They may lack money for getting health service. The other is culture, even the
family knows the case, through mediation / shimglina / through traditional they will stay
there, and they do not get service.” (P6 male, Shebel health center)
Nurses were identified education as barrier to give care for women exposed to IPV. The following
were their responding;
“When you ask them what their problem is, at the beginning, they consider you as you are
making fun of them. It is expected from you to teach them a lot.” (P2 male, Shebel health
center)
“Education is crucial. Education coverage in the rural population is law therefore; they
have no awareness about the service where is it given. Even the educated women want to
secrete the case being silent.” (P5 male, Shebel health center)
“After coming at health center, they regret back b/c of traditional mediation that will be
achieved by elder's / shimnigilna /.” (P1 female, Shebel health center)
Participants also showed that there is a problem at legal organization and security forces. Women
exposed to IPV will feel hopeless to go court and tell the issue to nurses. Below what they
replied;
One of the discussant of the sheble health center said that, “They do not believe about
court because of they think, ,we have no evidence that will help us'' They have low
awareness to their legal right. They do not think, getting care regarding to violence.” (P2

male, Shebel health center)
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“Even the partner accused, with in the short time he will out from prison and again he
will revenge her. I am telling to you because I saw such case.” (P4 male, Shebel health
center)
Related to institutional
Participants described lack of space/room and privacy as barriers to give care for them. This
included the presence of other family members as well as other patients and work environments
that were not conducive to confidential one-to-one interviews. Even they did care with other
client in the same room that break women's privacy. Considering other clients, presence and
lack of space and privacy suggest that, these are substantial barriers for nurses to give care for
women exposed to IPV when they came to health institutions. In addition, lack of responsible
institution who should employee skill full and trained nurse regarding to care of these women
when they come to health institution. Following disclosure:
“She will get treatment at the same room, the same and equally or not give priority to
them like other clients then they lack privacy. There are no prepared rooms for this
case.” (P5 male, Shebel health center)
“They will take health service at same place and by same health professional like that of
other case/patients/ she also afraid and frustrated because of other patient may see her
injured body part due to same place all patients got services.” (P18 male, debrework
health center)
“I have no training and cannot do care deeply for women exposed to IPV. Therefore, the
institutions should employee trained personal to alleviate this issue.” (P17 female,

debrework health center)
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Lack of quality resources
Nurses described the lack of quality resources as a barrier as evident by the following responses:
“There are no specified advanced instruments for diagnosis of IPV.” (P15 female,
debrework health center)
“For example, there are place, which takes more than 10 hours with walk to come and
get health service at health center. After you see them, you may refer to D/markos
hospital because of lack of advanced instrument. Because of the distance and resources,
we are afraid of making referral to them.” (P14 male, debrework health center)
Related to nurses as barriers to give nursing care were also listed by nurses, which act as
barriers. Participants identified lack of training, quality resource, workload and fear of
diagnosing.
A significantly nurses described a lack of training as a barrier as evident by the following written
responses, some nurses were very open about their lack of training often linking the need for
additional training to care women exposed to IPV, wanting to know how and when to initiate the
topic and what to do. Following disclosure:
“Such case needs special care through trained counselor. Still there are no trained
personal for women exposed to IPV.” (P17 female, debrework health center)
Participants also listed the other barriers in the perspective of nurses that act as barriers on the
care of women exposed to IPV. These were workload and fear of diagnosis. Following were
nurses’ responses:
“We have fear on the diagnosis because of possibility of wrong diagnose which may have

impact on us.” (P18 male, debrework health center)
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“There may be workload on nurses; we see severe case first then other will take treatment
based on their condition and they may return to home without care because of workload.”
(P9 male, Basoliben health center)
Related to women exposed to IPV
Nurses described lack of awareness to their right to get health services as a barrier as evident by
the following written response.
One of basoliben woreda health center nurses said that, “Especially rural females afraid
to show their body. The other point, they do not know their legal right. They have no
awareness about their own right to get health service. They also frustrate about revenge
because of this they do not want to tell the cases for us. They are under control by their
partner.” (P8 female, Basoliben health center)
Traditional beliefs and discrimination that make women to be silent as barriers not take nurses™
care. Here it is the response of nurse
“The community rejects her from social activity. The community has impact on her by
saying, she is out of her husband /intimate/ without permission of her husband. They fear
what will be happened to their at home. If she tells to health nurses here later, her
husband will do something on her.” (P4 male, Shebel health center)
Women exposed to IPV become hopeless because of she never gets witness she preferred to be at
home even after coming at health institutions she will be calm and does not want to talk about
issues that happened on her. One of Shebel health center nurse replied that,
“Nevertheless, she never gets witness. The witnesses are available for male b/c male can
invite witness man like alcohol or other. Then they will reply to court by saying ,we do
not know anything " such case make her hopeless to take nursing care.” (P2 male, Shebel

health center).
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6. Discussion

Nurses’ preparedness (Knowledge, attitude and skill) to care women exposed to IPV.
Nurses” care for women exposed to IPV influenced with demographic factors. Male nurse was
more likely to care women exposed tolPV than female nurse. The findings could not be echoing
previous work indicating that women patients were more likely to discuss IPV issues with female
professionals(53). In addition, study was indicating that female nurses were more prone for
screening and giving care to women exposed to IPV (54). The discrepancy is that due to more
males nurses had taken training than that of females nurses and in this study, training is
significant variable that can increase the nurses™ care to wards [PV victims. Training was highly
significant to care women exposed to IPV. Thus, nurses who had training 7.899 times more likely
to give care than not had training (multivariate regression). In this study, 94.1% of the
participants did not have taken any training. Which is similar finding with other study in Sweden
that accounted 92% did not have any training with in 3 years(36).
In this study, nurses who never did care for women exposed to IPV less likely to give care to
them. Other study also supportes that when nurses had experience on women exposed to IPV
their care also increased. Inadequate experience is as a key factor to routine inquiry and
management of women exposed to [PV (42).
Nurse who were knowledgeable more likely to give care than not knowledgeable nurses. In this
study over halves of nurses were not knowledgeable. A study showed that the majority of the
nurses were unprepared in knowledge to provide nursing care for women exposed to IPV(36).
A study showed that 16.7% nurses from 89 had gave care to women exposed to IPV (55).
However, in this study, 40.7% of the nurses had gave care at least once IPV case. It is due to [PV

prevalence in Ethiopia(26) different from UK (56) and large participants in these studies.

41




Nurse"s specific actions most commonly did after identification of women exposed to IPV were,
documentation of the abuse on the patients” chart (71.7%) and used a body-map to document
patients™ injuries 75.9%. However, nurses had less used other action photograph, provided
referral or resource materials, notified appropriate authorities when mandate, conducted a safety
assessment and contacted IPV service provider. There is also similar finding in study in UK,
nurses less commonly did other actions like photograph, provided referral or resource materials,
notified appropriate authorities when mandate, conducted a safety assessment and contacted I[PV

service provider (55).

From social barriers nurses listed as barriers to care women exposed to IPV was, culture of
community which also mentioned in other studies (57). The other barriers were, low education
level, lack of organized security forces, low socioeconomic status of women, lack of social
support institutions and lack of legal arrangement affect the care given to women exposed to [PV
which is also supported by other study (58).

In the institution, lack of proper place to interview and manage the women exposed to IPV was
listed dawn by nurses as barriers not give care to them. For example, a study of barriers to
screening for IPV in nurses from 10 US sites reported that 91.7% of maternity nurses (N = 385)
ranked lack of privacy as the number one barrier (59) . In other study identified other institutional
barriers, such as lack of time, space, and privacy in healthcare settings, did not employing who
had skill full and trained personals as impediments to providing appropriate care for abused
women (60) .

Nurses™ lack of training listed as barriers and they gave highly emphasis to it. A qualitative
research on IPV competencies and training needs of nurses in health institution has focused.

Nurses identified the training and experiences as a key barrier to providing suitable care for
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women living with IPV (61). The other was heavy workload, and the limited time available to
identify women exposed to IPV or create a safe space for the patients to disclose abuse, nurses
raised as barriers, which were also mentioned in other study (62).

From a systematic review of qualitative studies that survivors of [PV want to be asked by health
profession but not pressured to disclosure, but patient disclosure is a prerequisite for health
professions engagement with IPV (63). Related to women exposed to IPV did not get full nursing
care due to turning back to the same environment because of traditional mediation, which make
women exposed to [PV to be silent during disclose of the violence at health care institutions then
after they will have repeated violation. These also supported by other study (64). They had lack
of knowledge on legal rights and also they faced discrimination from the community once their
issue disclosed. Similar finding in other study, they did not tell or not attained full services
because of such problems, lack of knowledge on legal rights and faced discrimination (65). The
women exposed to IPV had lack privacy and the women exposed to IPV did not raise the issue of

battering during history-taking (66).
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7. Conclusion
In summary, the results implied shortcomings regarding to nurses™ care for women exposed to
IPV among the nurses included in the study. More than the halves of nurses were not
knowledgeable, negative attitude and even not skillful to IPV. The knowledge and skill of
nurses’ affect the nursing care, which were given to women exposed to IPV. Specifically, lacks
of nurses™ training and exprience were indentified from this study. Training was significantly
affecting the care of women exposed to IPV.
Many had no skill of the issues around IPV cases identifying and what was to do for them. They
did not identify sign of IPV. Over the half of nurses who did care (166 nurses) to women exposed
to IPV, majority of nurses did not ask women who had sign of IPV, like eating disorders,
hypertension, headaches and irritable bowel syndrome, which are the sign of IPV that identified
in other study (67).
Barriers described by nurses were; related to social, institutional, nurses and victim barriers.
From social barriers nurses listed as barriers to care IPV were culture of community, low
education level, lack of organized security forces and low socioeconomic status of women.
Participants also listed the other barriers in the perspective of institutional barriers to care women
exposed to IPV were list down by participants, lack of space and privacy, and lack of quality
resources. Participants also listed the other barriers in the perspective of nurses that act as barriers
on the care of women exposed to IPV. These were lack of training, workload and fear of
diagnosing. Nurses described a fear of revenge and showing body, lack of awareness to their right
to get health services, traditional beliefs, and discrimination and did not get witness were barriers

from perspective of victims.
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8. Recommendations

Strengthening of health services in promoting early nurses™ training and experience
sharing and special emphasis to information on signs and what next action shall be done
is recommended.

Empowerment of nurses by expanding education opportunity about IPV at higher
institutions like university is recommended.

Eventhough, further broad study is required to investigate whether all nurses who are
working in Ethiopia governmental health care institutions have the same problems faced
or not during the care of women exposed to IPV, it is recommended to higher institutions
(nursing colleges) to incorporate in the curriculum with all issues of IPV cases.

It is recommended East Gojjam zone health offices to open the opportunity of getting
training to nurses regarding to women exposed to IPV.

It is also recommended that free service training during and after graduation at health care

institution is necessary.
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9. Strengths and limitations

Strengths of this cross-sectional study include the use of a validated questionnaire to ascertain the
views and practices of nurses in relation to IPV and a 91% response rate, which is high for above
the convention for a ,good” response to research (75%) (68). Which is mixed type of study
incorporated both qualitative and quantitative study. Other strength is that it identified the
barriers than other study (67).

The limitation it was not compared other profession like physician and midwifery because
differences in the health profession affect the care. Other limitation of this study was the length
of the PREMIS tool. The developers of PREMIS specify that it can be completed in about 15
minutes (69). In the present study, several nurses informed the researchers that it took about 25
minutes to complete because of this they found it difficult to fill. This may have affected their

responses, particularly when answering the last questions, due to responder feel fatigue (70).
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10. Implications for research and practice
Health care institutions can use this study to start nursing training regarding to Women
exposed to IPV in order to increase the practices and referral pathways.
At higher education, nursing schools (college and university), can use it and then
incorporate on existing curriculum. Therefore, it is crucial for nursing curriculum
devolvement to alleviant such society problem.
Important for chiefs who are responsible for making decision, like health centers and
hospital head, in the recruitment of trained and experienced nurses at health institutions
for IPV services.
Further studies on nurses® care for women exposed to IPV at regional and country level is

required.

47




References

1. CONRAD N. Preventing Domestic Violence: Clinical Guidelines on Routine Screening.
2006.
2. Garcia-Moreno C, Jansen H, Ellsberg M, Heise L, Watts C. WHO multi-country study on

women's health and domestic violence against women: World Health Organization Geneva; 2005.

3. Rennison CM. Intimate partner violence and age of victim, 1993-99: US Department of
Justice, Office of Justice Programs, Bureau of Justice Statistics; 2001.

4. Caetano KGCaR. Intimate Partner Violence and Alcohol Problems in Interethnic and Intra-
ethnic Couples. 2012 June; ;27(9)::1780-801.

5. Abramsky T, et al. . "What factors are associated with recent intimate partner violence?
findings from the WHO multi-country study on women's health and domestic violence.". BMC Public
Health. (2011) : ;11.:1109.

6. Dalal K, Lindqvist K. A national study of the prevalence and correlates of domestic violence
among women in India. Asia-Pacific Journal of Public Health. 2012;24(2):265-77.
7. Deborah M. Capaldi NBK, Joann Wu Shortt, and Hyoun K. Kim. A Systematic Review of

Risk Factors for Intimate Partner Violence. 2012 April ;;3(2)::231-80.

8. Ababa CSAA. Ethiopia Demographic and Health Survey Ethiopia March 2012.

9. Xu X, Zhu F, O'Campo P, Koenig MA, Mock V, Campbell J. Prevalence of and risk factors
for intimate partner violence in China. American Journal of Public Health. 2005;95(1):78-85.

10. Ellsberg M, Jansen HA, Heise L, Watts CH, Garcia-Moreno C. Intimate partner violence and
women's physical and mental health in the WHO multi-country study on women's health and
domestic violence: an observational study. The Lancet. 2008;371(9619):1165-72.

11. Campbell J, Jones AS, Dienemann J, Kub J, Schollenberger J, O'campo P, et al. Intimate
partner violence and physical health consequences. Archives of Internal Medicine.
2002;162(10):1157.

12. Sylvia Becker-Dreps DM, Rodolfo Pefia, Loreto Cortes, Christopher F. Martin, Eliette
Valladares,, ASSOCIATON BETWEEN INTIMATE PARTNER VIOLENCE AND IRRITABLE
BOWEL SYNDROME: A POPULATION-BASED STUDY. 2010 July ; ;16(7)::832-45.

13. Frederick P. Rivara M, MPH, Melissa L. Anderson, MS, Paul Fishman, PhD, Amy E.
Bonomi, PhD, MPH,, Robert J. Reid M, PhD, David Carrell, PhD, Robert S. Thompson, MD.
Healthcare Utilization and Costs for Women with a

History of Intimate Partner Violence. American Journal of Preventive Medicine. 2007 2:(32;):89-96.

48




14. Pico-Alfonso MA, Garcia-Linares MI, Celda-Navarro N, Blasco-Ros C, Echeburtia E,
Martinez M. The impact of physical, psychological, and sexual intimate male partner violence on
women's mental health: depressive symptoms, posttraumatic stress disorder, state anxiety, and
suicide. Journal of Women's Health. 2006;15(5):599-611.

15. Meekers D, Pallin SC, Hutchinson P. Intimate partner violence and mental health in Bolivia.
BMC women's health. 2013;13(1):28.

16. Garcia-Moreno C, Heise L, Jansen HA, Ellsberg M, Watts C. The Millennium Development
Goals commit the 191 member states of the United Nations to sustainable, human development and
recognize that equal rights and opportunities for women and men are critical for social and economic.
2005.

17. Clements PT, Holt KE, Hasson CM, Fay-Hillier T. Enhancing assessment of interpersonal
violence (IPV) pregnancy-related homicide risk within nursing curricula. Journal of Forensic
Nursing. 2011;7(4):195-202.

18. Sherin KM, Sinacore JM, Li X-Q, Zitter RE, Shakil A. HITS: a short domestic violence
screening tool for use in a family practice setting. FAMILY MEDICINE-KANSAS CITY-.
1998;30:508-12.

19. Mayumi Okuda MD, Mark Olfson, M.D., M.P.H., Dr. Deborah Hasin, Ph.D., Dr. Bridget F.
Grant, Ph.D., Keng-Han Lin, M.S., and Carlos Blanco, M.D., Ph.D. Mental Health of Victims of
Intimate Partner Violence: Results from the National Epidemiologic Survey on Alcohol and Related
Conditions. NIH Public Access. 2011 August ; ;62(8): :959-62.

20. Stinson CK, Robinson R. Intimate partner violence: continuing education for registered
nurses. Journal of Continuing Education in Nursing. 2006;37(2):58.

21. Max W, Rice DP, Finkelstein E, Bardwell RA, Leadbetter S. The economic toll of intimate
partner violence against women in the United States. Violence and victims. 2004;19(3):259-72.

22. Waters H, Hyder AA, Rajkotia Y, Basu S, Rehwinkel JA, Butchart A. The economic
dimensions of interpersonal violence/editorial committee: Hugh Waters...[et al.]. 2004.

23. Dalal K. Causes and consequences of violence against child labour and women in developing
countries: Institutionen for folkhilsovetenskap/Department of Public Health Sciences; 2008.

24. Hirth JM, Berenson AB. Racial/ethnic differences in depressive symptoms among young
women: the role of intimate partner violence, trauma, and posttraumatic stress disorder. Journal of
Women's Health. 2012;21(9):966-74.

25. Clark JP, Du Mont J. Intimate partner violence and health: a critique of Canadian prevalence

studies. Canadian journal of public health Revue canadienne de sante publique. 2003;94(1):52.

49




26. Abrahams N, Jewkes R, Laubscher R, Hoffman M. Intimate partner violence: prevalence and
risk factors for men in Cape Town, South Africa. Violence and victims. 2006;21(2):247-64.

27. Abeya SG, Afework MF, Yalew AW. Intimate partner violence against women in western
Ethiopia: prevalence, patterns, and associated factors. BMC Public Health. 2011;11(1):913.

28. Deyessa N, Berhane Y, Alem A, Ellsberg M, Emmelin M, Hogberg U, et al. Intimate partner
violence and depression among women in rural Ethiopia: a cross-sectional study. Clinical Practice
and Epidemiology in Mental Health. 2009;5(1):8.

29. Coker AL, Smith PH, Bethea L, King MR, McKeown RE. Physical health consequences of
physical and psychological intimate partner violence. Archives of Family Medicine. 2000;9(5):451-7.
30. Okenwa L LS, Jansson B. Exposure to Intimate Partner Violence amongst women of
reproductive age in Lagos, Nigeria: Prevalence and Predictors. . Family Violence:. 2009;24;:517-30.
31. Stockl H, Filippi V, Watts C, Mbwambo JK. Induced abortion, pregnancy loss and intimate
partner violence in Tanzania: a population based study. BMC pregnancy and -childbirth.
2012;12(1):12.

32. Negussie Deyessa YB, Atalay Alem, Mary Ellsberg, Maria Emmelin5, Ulf Hogberg and
Gunnar Kullgren. Intimate partner violence and depression among women in rural

Ethiopia: a cross-sectional study

BioMed Central. 28 April 2009.

33. J.C. Campbella MLB, R.M. Ghandourb, J.K. Stockmanc, L. Franciscod, and J. Wagmanb.
The intersection of intimate partner violence against women and HIV/AIDS: a review

2008 December ; ;15:(4):.

34, Georgia L. Carpenter AMS. Developmental effects of exposure to Intimate Partner Violence
in early childhood: A review of the literature. 2009.

35. Lise Eilin Stene GD, Aage Tverdal, Geir Wenberg Jacobsen, Berit Schei. Intimate partner
violence and prescription of potentially addictive drugs: prospective cohort study of women in the
Oslo Health Study. BMJ Open. 2012.

36. Sundborg EM, Saleh-Stattin N, Wéndell P, Tornkvist L. Nurses' preparedness to care for
women exposed to Intimate Partner Violence: a quantitative study in primary health care. BMC
nursing. 2012;11(1):1.

37. Paul Thomas Clements PhD A-B, CGS, DF-IAFN, Karyn E. Holt CNM, PhD, Catherine M.
Hasson RN, MSN, Theresa Fay-Hillier MSN, PMHCNS-BC. Enhancing assessment of IPV
pregnancy related homicide risk within curricula. . Forensic Nursing. NOV 2011 28;7(4):195-202.

50




38. Fujie Parks L, Cohen L, Kravitz-Wirtz N. Poised for prevention: advancing promising
approaches to primary prevention of intimate partner violence. 2007.

39. Aksan HAD, Aksu F. The training needs of Turkish emergency department personnel
regarding intimate partner violence. BMC Public Health. 2007;7(1):350.

40. Efe SY, Taskin L. Emergency Nurses™ Barriers to Intervention of Domestic Violence in
Turkey: A Qualitative Study. Sexuality and Disability. 2012;30(4):441-51.

41. Bacchus L, Mezey G, Bewley S. Women's perceptions and experiences of routine enquiry for
domestic violence in a maternity service. BJOG: An International Journal of Obstetrics &
Gynaecology. 2002;109(1):9-16.

42. Gutmanis I, Beynon C, Tutty L, Wathen CN, MacMillan HL. Factors influencing
identification of and response to intimate partner violence: a survey of physicians and nurses. BMC
Public Health. 2007;7(1):12.

43. Haggblom AM, Moller AR. On a life-saving mission: Nurses™ willingness to encounter with
intimate partner abuse. Qualitative health research. 2006;16(8):1075-90.

44, Smith JR, Ho LS, Langston A, Mankani N, Shivshanker A, Perera D. Clinical care for sexual
assault survivors multimedia training: a mixed-methods study of effect on healthcare providers™
attitudes, knowledge, confidence, and practice in humanitarian settings. Conflict and health.
2013;7(1):14-.

45. Abeya SG, Afework MF, Yalew AW. Intimate partner violence against women in west
Ethiopia: a qualitative study on attitudes, woman®s response, and suggested measures as perceived by
community members. Reproductive health. 2012;9(1):14.

46. Wallace CM. Measuring Changes in Attitude, Skill and Knowledge of Undergraduate
Nursing Students after Receiving an Educational Intervention in Intimate Partner Violence: College
of Saint Mary--Omaha; 2009.

47. Lawoko S, Sanz S, Helstrom L, Castren M. Screening for Intimate Partner Violence against
women in healthcare Sweden: Prevalence and determinants. ISRN nursing. 2011;2011.

48. John IA, Lawoko S, Svanstrom L. Screening for Intimate Partner Violence in Healthcare in
Kano, Nigeria: Extent and Determinants. Journal of Family Violence. 2011;26(2):109-16.

49. Guillery ME, Benzies KM, Mannion C, Evans S. Postpartum nurses' perceptions of barriers to
screening for intimate partner violence: a cross-sectional survey. BMC nursing. 2012;11(1):2.

50. Bryant SA, Spencer GA. Domestic violence: what do nurse practitioners think? JOURNAL
OF THE AMERICAN ACADEMY OF NURSE PRACTITIONERS. 2002;14(9):421-7.

51




51. Waalen J, Goodwin MM, Spitz AM, Petersen R, Saltzman LE. Screening for intimate partner
violence by health care providers: barriers and interventions. American Journal of Preventive
Medicine. 2000;19(4):230-7.

52. Lynn M. EA, John M. Harris Jr and Zita J. . A Tool for Measuring Physician Readiness to
Manage Intimate Partner Violence

American Journal of Preventive Medicine. 2006

53. J. Thackeray SS, S. M. Downs, and C. Miller, . “Screening for intimate partner violence: the
impact of screener and screening environment on victim comfort,” Journal of Interpersonal Violence.
2007;vol. 22(no. 6):pp. 659-70.

54. Stephen Lawoko SoS, 2 Lotti Helstr'om,3 andMaaret Castren3. Screening for Intimate
Partner Violence againstWomen in Healthcare Sweden: Prevalence and Determinants. Accepted 31
October 2011.

55. Jean Ramsay CR, Alison Gregory, Danielle Dunne, Sandra Eldridge, Debbie Sharp and Gene
Feder. knowledge, attitudes, and clinical practice of selected UK primary healthcare clinicians.

British Journal of General Practice. September 2012.

56. Ottawa:. Statistics Canada: Family violence in Canada: a statistical profile. Statistics Canada;.
2011.
57. Jeanjot I BP, Rozenberg S. Domestic violence during pregnancy: Survey of patients and

healthcare providers. Journal of Women's Health 2008.

58. Howa Yeung, * Nubaha Chowdhury, 2 Alice Malpass, 3 and Gene S. Feder 3 Responding to
Domestic Violence in General Practice: A Qualitative Study on Perceptions and Experiences. Int J
Family Med. 2012.

59. Furniss K MM, Parnell V, Rovi S. : Nurses and barriers to screening for intimate partner
violence. The American Jouranl of Maternal Child Nursing. 2007.

60. A. M. E. H'aggblom LRMH, and A. R. M"oller. “Nurses™ attitudes and practices towards
abused women,”. Nursing and Health Sciences. 2005; vol. 7(no. 4):pp. 235-42.

61. Responding to Domestic Violence in General Practice: A Qualitative Study on Perceptions
and Experiences Howa Yeung, 1 ,* Nubaha Chowdhury, 2 Alice Malpass, 3 and Gene S. Feder 3. Int
J Family Med. 2012.

62. Guruge S. Nurses™ Role in Caring forWomen Experiencing Intimate Partner Violence in the
Sri Lankan Context nternational Scholarly Research Network ISRN Nursing. June 2012I;
20Volume(Article ID 486273):8 pages.

52




63. Smith JS RS, Smith KR, Alameres C, Grogg D. Barriers to mandatory reporting of domestic
violence encountered by nursing professionals. Journal of Trauma Nursing 2008.

64. Gazmarian J LS, Spitz A, Ballard TJ, Saltzman LE, Marks JS. Prevalence of violence against
pregnant women. Journal of the American Medical Association. 1996.

65. D'Avolio D HJ, Haggerty LA, Kelly U, Barrett R, Toscano S, Bell M: . Screening for absue:
Barriers and opportunities. Health Care for Women International 2001.

66. Sharon A. Bryant PGAS, PhD, RN. Domestic Violence: What Do Nurse Practitioners Think?
SEPTEMBER 2002;VOLUME 14(ISSUE 9).

67. Eva M Sundborg NS-S, Per Windell and Lena Tornkvist. . Nurses™ preparedness to care for
women exposed to Intimate Partner Violence: a quantitative study in primary health care. BMC
Nursing , . 2012;11::1.

68. A. B. Data collection methods in quantitative research: questionnaires, interviews and their
response rates. In: Bowling A (ed.). Research methods in health: investigating health and health
services. Buckingham: Open University Press: 227-270. 1997.

69. Short LM AE, Harris JM, Surprenant ZJ. A tool for measuring physician readiness to manage
intimate partner violence. 30(2): 173—180. Am J Prev Med. 2006.

70. Galesic M BM. Effects of questionnaire length on participation and indicators of response

quality in a web survey. Public Opin Q 2009; 73: 349-360.

53




Annex one: Participant information sheet in English and Amharic

Addis Ababa University Faculty of Medicine, Allied health science school of Nursing &

midwifery

Quantitative part

Participant Information Sheet

You are invited to participate in a research study to be conducted by MSc student at Addis Ababa

University, College of health science, Department of nursing and midwifery. Please read the

following statement and ask any unclear questions before you agree to participate.

1. Topic: Assessment of nurses™ preparedness and barriers to care Women exposed to 1PV
attending at Governmental Health Care institutions.

2. Objective of the study To assesses Knowledge, practice and attitude, and barriers to care
Intimate partner violated women. The information you provide will help us better understand
of nursing care to Women exposed to IPV and barriers that influence nursing care to Women
exposed to IPV when they coming to Health institution. We would greatly appreciate your
help in responding to this question.

3. Participation procedure and guide line

a. The information you provide will be kept completely anonymous. That is, your name will not
be on any of the forms.

b. It will take about 30 minutes to complete the survey.

c. The questions are written in Amharic and it is self-administered questionnaire by Nurses.

4. Participation benefits and risks

a. Your participation in this study does not involve risk that is greater than those are you are

experienced in your daily life. You might feel some mild discomfort from reading and
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responding to some items on the questionnaire but again, the risk of discomfort is not greater
than you might have in your working area or in other normal activities.

. You also may experience some benefits from participating on this project this benefit might
be positive feelings from helping an important research study.

No incentive will be given for participating in this study.

Right to refuse or withdraw; your participation is volunteer and there is no penalty for you
not wanting to participate. This means that you are free to stop at any point or to choose not
to answer any particular question or all the questions.

Right as a participant, you have a right to have any questions about this research project
answered. Please direct any question to haymanot zeleke. Cell phone 0910371389,

e mail  haymanot.zeleke@yahoo.com

Agree to participate  Yes No

Signature Date
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Section one: Demographic Characteristics of Study Sample
1. Sex A. male B. female

2. Age A. 20-29 B. 30-39 C. 40-49 D. 50-59 E. >60

3. Religion A. Orthodox  B.catholic C. prostates D.Muslim E. other

4. Current area of practice

A. OPD elective ward B. Obstetrics/Gynecology unit C. Emergency ward D. surgical Ward

E. Medical wards F. Other (specify)

5. ANY DISCLOSURES women exposed to [PV

A. Never B. None this year C. Less than 20 this year D. 20 or over this year

6. Average number of patients you care for per week (check one):

A. Not seeing patients B. less than 20  C. 20-39 D. 40-59 E. 60 or more
7. FORMAL IPV TRAINING A. Yes B. No

8. Including you, how many nurses practice at your work site?

9. And how many physician or assistance practitioners?

Section Two: IPV KNOWLEDGE.

Check one answer per item, unless noted otherwise.

1. What is the strongest single risk factor for becoming a victim of intimate partner violence?

a. Age (<30yrs) b. Partner abuses alcohol/drugs c. Family history of abuse d. being female sex
2. Which one of the following is generally true about batterers?

I. They have trouble controlling their anger

II. They use violence as a means of controlling their partners

III. They are violent because they drink or use drugs

IV. They pick fights with anyone
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3. Which of the following are warning signs that a patient may have been abused by his/her
partner? (check all that apply [ ] Chronic unexplained pain [ ] Anxiety
[ ] Substance abuse [ ] Frequent injuries [ ] Depression

4. Which of the following are reasons an Women exposed to IPV may not be able to leave a
violent relationship? (check all that apply)

1. Fear of revenge 2. Financial dependence 3. Religious beliefs 4. Childrens needs

5. Love for one's partner 6. Isolation

5. Which of the following are the most appropriate ways to ask about women exposed to [PV?
(check all that apply)

[ ] “Are you a victim of intimate partner violence?”

[ ] “Has your partner ever hurt or threatened you?”

[ ] “Have you ever been afraid of your partner?”

[ ] “Has your partner ever hit or hurt you?”

6. Which of the following is/are generally true how to identify women exposed to IPV? (check
all that apply)

[ ] There are common, non-injury presentations of women exposed to I[PV

[ ] There are behavioral patterns in couples that may indicate women exposed to IPV

[ ] Specific areas of the body are most often targeted in women exposed to [PV cases

[ ] There are common injury pattern associated with women exposed to IPV

[ ] Injuries in different stages of recovery may indicate women exposed to [PV
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Section Three: Attitude

Mark if Strongly Disagree=1 Disagree=2 Agree=3 and Agree Strongly=4

Statements

1. My workplace encourages me to respond to IPV.

2. 1 can make appropriate referrals to services within the community for Women
exposed to IPV.

3. Tam capable of identifying IPV without asking my patient about it.

4. Patients who abuse alcohol or other drugs are likely to have a history of IPV.

5. Victims of abuse have the right to make their own decisions about whether
hospital staff should intervene.

6. I feel comfortable discussing [PV with my patients.

7. 1 am aware of legal requirements in this state regarding reporting of suspected
cases of Women exposed to IPV.

8. I am able to gather the necessary information to identify IPV as the underlying
cause of patient illnesses (e.g., depression, migraines).

9. Victims of abuse could leave the relationship if they wanted.

10. Health care providers have a responsibility to ask all patients about IPV.

11. My practice setting allows me adequate time to respond to victims of IPV.

12. T have contacted services within the community to establish referrals for Women
exposed to IPV.

13. Victims of abuse often have valid reasons for remaining in the abusive
relationship.

14.1 am able to gather the necessary information to identify IPV as the underlying
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cause of patient injuries (e.g., bruises, fractures, etc.)

15. Women who choose to step out of traditional roles are a major cause of IPV.

16. I can match therapeutic interventions to an [PV patient"S readiness to change.

17. T can recognize victims of IPV by the way they behave.

Section Four: Practice Issues
1. Did you give IPV care for women exposed to IPV? [ ] yes [] no

2. How many new diagnoses of intimate partner violence (IPV) would you care?
[[None []1-5 []6-10 []111-20 [ 121 or more

3. From below list, how did you ask to screen women exposed to [PV?

[ ]I screen all new female patients

[ ]I screen all patients with abuse indicators on history or exam

[ ]I screen certain female patients® categories only

4. How often, have you asked about the possibility of women exposed to IPV when seeing
patients the following? Circle the number if your response is never=1, seldom=2, some-

time=3 and Always=4

a. Injuries 1 2 3 4
b. Chronic pelvic pain 1 2 3 4
c. Irritable bowel syndrome 1 2 3 4
d. Headaches 1 2 3 4
e. Depression 1 2 3 4
f. Hypertension 1 2 3 4
g. Eating disorders 1 2 3 4
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5. In the past 6 months, which of the following actions have you taken when you identified
IPV? (check all that apply)

[ ] Provided information (phone numbers, pamphlet, other information) to patient

[ ] Counseled patient about options she may have

[ ] Conducted a safety assessment for the victim

[ ] Helped patient develop a personal safety plan

[ ] Referred patient

6. Do you practice in a state where it is legally mandate to report I[PV cases involving
competent (no vulnerable) adults? []Yes [ ]No [ ] Unsure

7. For every Women exposed to IPV you have identified in the past 6 months, how often
have you did:

Circle if your response is never =1, seldom =2, some-time =3, Always =4

A. Documented patients statements I[PV in chart 1 2 3 4

B. Used a body-map to document patient injuries 1 2 3 4
C. Photographed victims injuries to include in chart 1 2 3 4
D. Notified appropriate authorities when mandate 1 2 3 4
E. Conducted a safety assessment for victim 1 2 3 4

G. Helped an Women exposed to IPV develop a safety plan 1 2 3 4
H. Contacted an IPV service provider 1 2 3 4
K. Provided referral and/or resource information 1 2 3 4
8. Do you provide abused patients with I[PV patient education or resource materials? (Check

one) [1Yes [1no
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Annex Two: Qualitative Part: Barriers Focus Group Discussion
Addis Ababa University College of health sciences allied health sciences Department of nursing
and midwifery

Consent Form

My name is. =-----=============--- (Interviewer)

I temporarily represent Addis Ababa University, college of health science, Department of
Nursing and midwifery. This is a study to be conducted with the objective of identifying barriers
to care Intimate partner violated women among women who are attending governmental health
care. As the study is directly related to your profession, you are one of the nurses who have been
selected randomly to participate in this study. Therefore, you are kindly requested to participate
in this study and provide the information required from you. I would like to ask you a few
questions if I may, but you can refuse to answer any question I ask. You can also refuse to
participate in the study entirely. Your refusal will not restrict you from your job. The interview
will last approximately 60 minutes. Your responses will be kept confidential and there will be no
way of linking your individual responses to the results of the study findings. We would like to
inform you that the responses that you provide to the questions are very essential, not only, for
the successful accomplishment of the study, but also for producing relevant information which
will be helpful in the planning and implementation of intervention activities for women exposed
to intimate partner violence. Are you voluntary to respond to the questions?

Yes; ----proceed with the interview No; ---- thank her and End.

Name of interviewer who sought the consent:

Date Signature:

Name of supervisor:
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Focus group discussion guideline

a.

What are the socioeconomic barriers that affect the care given to women exposed to
IPV? How it affect the care?

What are the Institutional barriers that affect the care given to women exposed to IPV
that related to the victim? How it affect the care?

What are the barriers that affect the care given to women exposed to IPV that related
to health staff? How it affect the care?

What are the barriers that affect the care given to women exposed to IPV that related

to the victim? How it affect the care?
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