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Introduction: While guidelines exist for physicians to identify and respond to patients experiencing
intimate partner violence (IPV), no studies describe physician practices of making mandated reports,
advising patients about confidentiality limitations, or conducting homicide risk assessment. This pilot
study aimed to explore current physician responses to patient disclosure of experiencing IPV.

Methods: We sent interview invitations from March to August 2022 to 11 US national medical societies
and 118 state chapters for family medicine, general internal medicine, obstetrics and gynecology,
emergency medicine, and plastic surgery. We conducted semi-structured qualitative online interviews that
were recorded and transcribed. We conducted a thematic analysis to determine codes and themes.

Results: Participants consisted of ten female and three male physicians with a median of 16 years in
practice. Analysis revealed two themes based on self-reported knowledge and actions: (1) limited
knowledge and use of mandatory reporting and risk assessment, and (2) reliance on team members due
to limited protocol awareness and time. Most participants did not recall reporting requirements, and few
physicians described reporting IPV to law enforcement, advising patients of confidentiality limitations, or
conducting risk assessments. As a result of time barriers and limited expertise about protocols and
resources, participants relied on social work and nursing team members to respond to IPV.

Conclusions: Physicians in this sample describe limited knowledge and use of mandatory reporting and
safety assessment. These limitations can be further investigated in larger studies to determine the need
for trainings that include reporting requirements and for developing IPV response protocols.

Introduction

Intimate partner violence (IPV) is a critical public health issue, and health care guidelines emphasize ongoing
training, understanding legal reporting requirements, conducting safety assessments, awareness of protocols,
and referrals to community resources.’™ The World Health Organization (WHO) guidelines emphasize
communicating confidentiality limitations, shared decision-making, and homicide risk assessment following
IPV disclosures.®” Nearly all US states require healthcare providers to report to law enforcement when patients
have acute injuries due to violence, despite medical organization recommendations against mandated
reporting.®°
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Despite guidelines, physician knowledge of IPV intervention protocols, including mandatory reporting, safety
assessment, and warm referrals to local services, remains limited.® 113 Only two studies from the 1990s
describe US physician knowledge of mandatory reporting, demonstrating physician awareness ranging from
29-86%."#1° Prior studies of physician knowledge of their worksite’s IPV protocol ranged from 0%-24%.1617
Regarding intervention, one study, including only four physicians, described warm referrals to on-site social
work, and a survey of 400 physicians reported referral to shelters (79%) and counseling (88%).7®'8 No studies
describe physician practices of mandatory reporting, communication of confidentiality limitations, or risk
assessment. This study explores physician responses to patient IPV disclosures, focusing on mandatory
reporting to law enforcement based on state laws and institutional protocols, homicide risk assessment,
clinical protocols, and collaboration with healthcare team members for community referrals.

Methods

We recruited US family medicine, general internal medicine, obstetrics and gynecology, emergency medicine,
and plastic surgery physicians. Participants were members of eleven national medical societies.'® Recruitment
occurred via digital newsletters and interested participants completed an online form to provide contact
information. Participants provided informed consent after receiving information describing study objectives,
right to withdraw data, audio recordings for transcription, and voluntary participation with no compensation.

From March to August 2022, the first author conducted 30-60-minute semi-structured interviews via Zoom.1®
The interview audio was recorded and transcribed. The lead author developed codes and a codebook using
thematic analysis and the WHO IPV screening guidelines.?%?2 Codes were reviewed and revised with coauthors
who have backgrounds in IPV research and education (authors V.S., M.L., A.L.), qualitative research (V.S., A.L.,
M.L.) and family medicine (V.S.). To ensure coding agreement, one coauthor (A.L.) reviewed and revised the
application of codes to one transcript. Data saturation was achieved after 13 interviews. The Institutional
Review Board at the University of California, Berkeley approved this study.

Results

The study included 13 physicians (10 female, 3 male; median 16 years in practice; Table 1). All had experience
caring for patients experiencing IPV. Two primary themes emerged from analyses.

The first theme is limited knowledge and use of mandatory reporting and risk assessment (Table 2). All
respondents practiced in states that mandate reporting.® However, most participants were unaware of their
state reporting requirement and no patients were aware of institutional reporting requirements. Only one
emergency medicine physician recognized the state law, potentially due to experiences with acute injuries.
There was confusion about navigating the judicial system and law enforcement relationships. Some physicians
supported mandatory reporting, although none reported making a mandated report. However, two physicians
explained that they would hypothetically report to law enforcement if their patient experienced IPV, and two
others described experiences contacting law enforcement, but none described communicating confidentiality
limitations. No physicians reported using evidence-based homicide risk assessment tools, such as the Danger
Assessment.?3

The second theme is reliance on team members due to limited protocol awareness and time (Table 3). All
participants expressed frustration over the lack of guidance for responding to IPV, including an absence of
intervention protocols at their institutions. Several participants described that protocol implementation may be
limited because IPV is not a clinical priority. Most participants felt that time barriers and limited expertise led to
relying on social work and nursing staff to respond to IPV disclosures, acknowledging their greater expertise
and availability.

primer-9-14



Conclusions

This pilot study highlights themes in physician knowledge and practice behaviors regarding IPV response.
Clinicians in our sample had extensive clinical experience, yet were unaware of or did not use mandatory
reporting, homicide risk assessment, or clinical protocols to respond to IPV disclosures. The absence of
protocols reported by participants underscores a need to investigate the prevalence of IPV intervention
guidelines for physicians at clinical sites.

Mandatory reporting to law enforcement without providing confidentiality limitations, nor performing homicide
risk assessment or safety planning can increase risk for IPV survivors. Given how some physicians in our
sample supported reporting to law enforcement, physician education about confidentiality limitations, safety
planning, safety risks associated with reporting, and advocacy for legislative changes is essential.>?*

Reliance on social workers and nursing staff in our sample enabled physicians to offer warm referrals and
expert support, regardless of knowledge gaps and time barriers. Support from a multidisciplinary team may
enhance physicians’ willingness to identify IPV by offering expertise, while considering time and knowledge
constraints.

This study has important limitations. As a qualitative study, it captures in-depth experiences that may not
represent the broader physician community. We obtained a small purposeful convenience sample of clinicians
that was likely biased toward interest in IPV. However, selection bias appears minimal, as many participants
reported limited knowledge of steps in IPV response. Our participant’s limited knowledge was surprising
considering the sample was likely interested in IPV. Our sample had diversity of clinical disciplines but not
gender as our participants were primarily women with an interest in IPV. We also did not assess differences
between family medicine and general internal medicine, given a lack of recording types of primary care
physicians. While interview requests were sent to multiple medical organizations, most did not permit
dissemination requests. Although the lead author was responsible for developing and applying codes to
transcripts, all authors reviewed and revised codes, codebook, and themes.

Although this pilot study is limited by its qualitative nature and small sample size, the findings offer valuable
insights that can inform larger, quantitative needs based-assessment of training and protocol development that
could influence physician behaviors in practice, rather than solely delivering educational interventions, to
ensure safe, patient-centered care for IPV survivors.

Tables and Figures
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Table 1. Participant Demographic Characteristics (N=13)

n (%) %
Self-reported gender
Male 3 23.1
Female 10 76.9
Clinical background
Family medicine or general internal medicine 6 46.2
Obstetrics and gynecology 4 30.8
Emergency medicine 1 7.7
Plastic surgery 2 154
Practice setting®

Urban 9 69.2
Suburban 5 38.5
Rural 4 30.8
States practiced in?

Florida 1 7.7
Georgia 1 7.7
Indiana 1 7.7
lowa 1 7.7
Maine 1 7.7
Maryland 1 7.7
Montana 1 7.7
New York 2 15.4
North Carolina 1 7.7
Ohio 3 231
Pennsylvania 3 23.1
Texas 2 15.4
Washington 1 7.7

Years in practice

<1-10 6 46.2
10 - 20 2 15.4
20 - 30 3 23.1
31+ 2 15.4

@ Percentage totals do not sum to 100% as subjects could select more than one category.
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Table 2. Participant Theme 1: Limited Knowledge and Use of Mandatory Reporting and
Risk Assessment When Responding to Intimate Partner Violence Disclosures

Code domain and Quotation
description
Belief that mandatory reporting | “I didn’t know when | first started that domestic violence actually isn’t covered under the mandated
is beneficial reporting which, to me, is like freaking crazy” (Female primary care physician)

“I think that physicians don't really know [what and how] they’re supposed to report.” (Female
Lack of awareness about primary care physician)

mandatory reporting

“I'm not even sure if there are any state mandates or recommendations and if there are, I'm not
sure many physicians are aware.” (Male plastic surgeon)

“I would call a social worker. They would know what to do. They would know how to get in touch
with the police. Unless it was really acute, then | could call the police.” (Male plastic surgeon)

“Or, filing a report with the police giving them a heads up saying, ‘Hey, I'm not sure if this is
domestic violence or sex trafficking, but the same person keeps coming in with these patients’
Reporting to law enforcement ... That's something | should be working on with the police, just to give them a general alert.”

without mention of patient (Female primary care physician)

confidentiality or risk “Well, | would insist that we contact law enforcement. In my mind, it could definitely get a lot
assessment worse. | would definitely insist that we contact, law enforcement, if they didn’t want to do it, |
would do it.” (Male plastic surgeon)

“In my experience, it's really been that until patients are ready to take action, there’s very little
that we’re able to do, besides just call and file the police report which I've done multiple times.”
(Female primary care physician)

Table 3. Participant Theme 2: Reliance on Team Members to Respond to Intimate
Partner Violence Disclosures Due to Limited Protocol Awareness and Time

Code domain and Quotation

description

“It's just not on people’s radar at all. There’s no systematic approach to it. There’s no effort to
identify it — that | know of... Yeah, it’s just not much of a priority... | just don’t even think about
this.” (Male plastic surgeon)

“I think too many physicians leave it to the [patient] who’s complaining and saying, ‘What did

Limited dlinical protocol for you do? Did you report it? Did you want to?’ And if they don't, then you kinda leave it... | think

physician response having policies is useful, because then something is kind of being done about it without you
having to make a conscious decision.” (Female primary care physician)

“There is no training. There’s no screening. It's not really on people’s radar and there’s no
direction about what to do if you suspect it.” (Male plastic surgeon)

“Just some lectures or give me a stupid handout that says, ‘If you see this, you should do this’
because | honestly... don’t know exactly where to go.” (Male plastic surgeon)

“So it’s really useful to be working in a Federally Qualified Health Center... because in those
programs it's mandated that we have a social worker on site and so that is incredibly useful
because... somebody else has expertise that | didn’t have.” (Female primary care physician)

“We need these resources here... whether it's a remote social worker that we can call in —
somebody that has specific training for this, that would be super useful.” (Female primary care

physician)
Physician using social work or “One thing that | do to help offset that time if there is an issue: | pull a nurse in with me. So
nursing to respond to IPV then | pull a nurse to sit in with the patient to talk about resources and help them and support

them and then | come back to them regularly... | can’t spend all my time with them, but to help
calm them down and talk with them in a safe space and have a nurse help supplement that
has been helpful.” (Female primary care physician)

“I would wonder if they didn’t want to talk with me... Somebody else involved with their care,
like the nursing assistant or the nurse, may be able to ask some questions and provide more
information for resources, even if they didn’t want to disclose to me.” (Female emergency
medicine physician)

Abbreviation: IPV, intimate partner violence.
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