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ABSTRACT

Public Health Significance Approximately one in four woman will experience intimate partner violence (IPV) in her lifetime.  Reproductive Coercion (RC), a form of IPV, has a 9% lifetime prevalence, the likelihood of which significantly increases when a woman is already experiencing IPV.  RC is linked to outcomes such as unintended pregnancy, emergency contraception use, sexually transmitted infections (STIs), and late or multiple abortions due to a partner’s controlling behavior.  Given the complexities and often recent nature of abuse that women seeking help have experienced, time sensitive health services must be accessible and immediately available in order to prevent STIs, HIV, unwanted pregnancy, and permanent injury; however studies to date have not identified how to appropriately implement these urgent health services. This project evaluated a training aimed at integrating health services into IPV programming and identified barriers faced in implementing the integrating of health services into IPV/Sexual Violence (SV) programs. This training was completed as one aim of Project Connect, a national violence-prevention initiative developed to provide a more effective health care response to IPV/SV through bridging Public Health and IPV/SV agency partnerships
Methods IPV/SV advocates received a training on integrating health services into their agencies and completed a pre- and six month post-test to assess confidence, attitude, and behavior change. Semi-structured phone interviews from advocate and public health Project Connect site leads were examined for barriers to integration. 
Results Survey results showed IPV/SV advocates were more likely to make a connection between IPV/RC and health, and more likely to provide woman seeking services with health services or health resources after receiving this training. Themes from coding interviews indicated clinical providers and advocates value warm referrals, partnerships and knowledge gained about RC. Interviews also revealed barriers including logistics to implementing health services, cultural differences in institutions, and difficulty creating partnerships. 
Conclusions Trainings aimed at advocates integrating basic health services into their work may be one effective way to enable women experiencing violence to get these time sensitive health needs addressed. However, training alone cannot create needed partnerships with public health or family planning clinics, which is imperative to providing woman services. 
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1.0  Introduction

This master’s essay will examine potential avenues and barriers to integrating reproductive health assessments into agencies and programs that advocate and provide services for women experiencing intimate partner violence (IPV) and sexual violence (SV). Research has recently connected the high co-occurrence of IPV and reproductive coercion (RC), and we now know that women coming in to receive IPV/SV services have a higher need for sexual and reproductive health services such as STI/HIV testing, contraception, emergency contraception, pregnancy testing, and abortions than women who are not experiencing IPV (Gee et al., 2009; Jones & Finer 2011; Miller et al., 2010; Clark et al. 2013, ACOG, 2013). Many reproductive health concerns are extremely time sensitive, and advocates can act as a “first responder” to prevent unplanned pregnancy and infections. Women entering a confidential shelter are especially vulnerable to poor sexual and reproductive health outcomes, as they are in crisis with less access to health care and at greater risk for reproductive coercion (Tutty, 2015; Grossman & Lundy, 2011; Lyon, Lane & Menard, 2008). Despite this high need, only a limited amount of exploratory and feasibility research has been completed on integrating health services into IPV/SV programs, and no existing research addressing the integration of reproductive health specifically. 

 This essay will analyze the effectiveness of a training provided to IPV/SV advocates called “Integrating Health Services into Domestic Violence Programs” (Futures without Violence, 2014) which was completed as one objective of a national public health initiative to address domestic violence and sexual violence in health settings, called Project Connect. To date, there is no research which has examined the effectiveness of training IPV/SV advocates on integrating health assessments and services. This training was created to help IPV/SV advocates integrate reproductive health assessment into their agencies and program.
IPV/SV advocates are neither trained nor have the resources to provide needed reproductive health services.  Similarly, while health providers have been identified as an important component in the coordinated effort to connect IPV/SV survivors to violence-related supports and services, few health care settings have formal collaborations with IPV/SV advocacy agencies. Although women experiencing violence may not seek advocate specific services, they will likely go through the health care system at some point during their lives (CDC, 2008). Health care providers are not experts on navigating all services IPV/SV survivors need, therefore they need partnerships with IPV/SV programs. The first section of this essay reviews the rationale for establishing formal relationships between IPV/SV agencies and health care settings. 

Interviews conducted with IPV/SV advocates, completed as part of the larger Project Connect initiative, were coded to elucidate challenges that prevent health service integration into IPV/SV programs.  In addition to barriers identified that are specific to IPV/SV agencies, other themes emerged such as collaboration success, public health perspectives on barriers partnering with IPV/SV advocates, and shared barriers.
 The essay concludes with implications of these findings and the current direction of collaborative partnerships and systems level integration of IPV into health care. In evaluating the effectiveness of this specific training program, this essay examines where trainings such as this could fit into a larger sustainable system for addressing IPV/SV prevention and intervention which includes not only IPV/SV advocates and healthcare partnerships, but also legal services and systems, children’s services, government programs, and community services and agencies.  

2.0  Background
Intimate partner violence (IPV) is a serious public health concern. The 2011 National Intimate Partner and Sexual Violence Survey (NISVS) interviewed 12,272 women and found a physical violence lifetime prevalence estimate of 31.5%, with 22.3% experiencing a severe experience of physical violence by a partner (Breiding et al., 2014). Lifetime prevalence of other forms of IPV was estimated at 15.8% for sexual violence, 9.2% for stalking, and 47.1% for psychological abuse (Breiding et al., 2014). Women are disproportionately impacted and those between the ages of 18-24 are at the highest risk for experiencing IPV (Breiding et al., 2014).

Those who experience partner violence are at greater risk for a number of negative health outcomes. Victims of IPV are at higher risk to have mental health diagnoses (Trevillion, Oram, Feder and Howard, 2012), more likely to report having lower physical health (Bonomi, Anderson, Rivera and Thompson, 2007) and reproductive concerns such as low birth rate and preterm birth (Shah and Shah, 2010). Women experience more than two million injuries and over 1,300 deaths due to violent male partners (Black, 2011). One out of every four women who are injured by their partner needs medical care (Black, 2011), with the majority of these injuries being to the head, face, and neck (Sheridan & Nash, 2007). Reviews of the literature have shown women who have been with violent partners are more like to experience depression, PTSD, anxiety, suicidal ideation, self-harm, insomnia, cardiovascular disorders, diabetes, gastrointestinal issues, and musculoskeletal issues (Dillion, Hussain, Loxton & Rahman 2013; Devries et al, 2013; Trevillion et al, 2013; Bonomi et al., 2007). 

The economic burden of IPV is heavy both socially and individually. Estimated costs in the United States are over 8.3 billion dollars annually in mental and physical health costs and loss of productivity (Max, Rice, Finkelstein, Bardwell & Leadbetter, 2004). Studies show significantly higher healthcare utilization rate and costs for women with physical (42% higher costs) or non-physical abuse (33% higher costs) when compared to women who were never abused, particularly with mental health utilization (Bonomi, Anderson, Rivera & Thompson, 2009). 
2.1 Reproductive Coercion and link to reproductive health
The American College of Obstetricians and Gynecologists (ACOG; 2013) defines reproductive and sexual coercion as “behavior intended to maintain power and control in a relationship related to reproductive health by someone who is, was, or wishes to be involved in an intimate or dating relationship with an adult or adolescent”. This can include behavior such as birth control sabotage, pregnancy pressure, pregnancy coercion, and sexual coercion (ACOG, 2013). The National Intimate Partner and Sexual Violence Survey (NISVS) estimates that 9% of women have a lifetime prevalence of reproductive coercion (Black et al. 2011). The likelihood of reproductive coercion occurring is significantly increased when a woman is already experiencing IPV (Gee, Mitra, Wan, Chavkin, & Long, 2009; Miller et al., 2010). 
Research has been ongoing in family planning clinics and OBGYN settings to better understand reproductive coercion and partner violence. In one study by Miller et al. (2010) of 1300 women surveyed, 19% reported pregnancy coercion and 15% birth control sabotage. Another study by Clark et al. (2013) included 641 women seeking OBGYN care, and 16% reported reproductive coercion currently or at some point in their lives. Of those reporting reproductive coercion, 32% also reported intimate partner violence in the same relationship (Clark et al., 2013). Literature reviews on contraceptive use have confirmed these findings.  One review examined 42 studies, including qualitative, quantitative, and a male perspective, concluded that there is a positive relationship between IPV and decreased condom and oral contraceptive use (Bergmann & Stockman, et al. 2015). Another review covered 12 studies, finding that IPV is associated with a significant decrease in condom use (Maxwell, Deviries, Zionts, Alhusen, Campbell, 2015). Women experiencing intimate partner violence are more likely to become infected with HIV (Li et al., 2014), have an unintended pregnancy, use emergency contraception, get a sexuality transmitted infection, have a second-trimester abortion, and have three or more abortions (Gee et al., 2009; Jones & Finer 2011; Miller et al., 2010; Clark et al. 2013, ACOG, 2013; Hall, Chappell, Parnell, Seed & Bewley, 2014). 

 Defining reproductive coercion and the impact on both intimate partner violence and reproductive health has been a recent advance in literature for both reproductive health providers and advocates. As a result of this research, mostly completed within the last decade, the ACOG (2013) has recommended reproductive health providers screen for reproductive coercion. Therefore training of any kind on the health impacts of reproductive coercion for providers and advocates is new, and Project Connect is one of the largest initiatives to train both health care providers and IPV/SV advocates.  
2.2 Health services for women in shelter
One option for women experiencing violence is to go to a confidential shelter or safe house. National Network to End Domestic Violence (NNEDV) takes a one day snapshot every other year to estimate shelter use in the United States, with the most recent 2014 data showing 12,752 women and their children were staying at an emergency shelter. Notably, 1,830 individuals were turned down in the same day due to lack of resources and space (NNEDV, 2014). Although not all IPV/SV programs have shelters, about 80% have this service (NNEDV, 2014), and women using shelter services are especially in need of unique health services options. 

Confidential shelters are often a last choice for women after they try formal and informal social networks, hotels, safety planning, and staying with or attempting to appease the perpetrator (Goodman, Dutton, Weinfurt & Cook, 2003). Thus, women in shelter or seeking shelter are more likely to be experiencing severe abuse, in a state of great physical danger, and in a state of crisis (Tutty, 2015; Grossman & Lundy, 2011; Lyon, Lane & Menard, 2008) Women in shelter have a high prevalence of reproductive coercion and partners interfering with health care access, increasing their need for immediate health services (Thiel, Rostovtseva, Khera & Godhwani, 2010; Miller & Silverman, 2010). Women seeking IPV/SV shelter are also less likely to utilize medical care and encounter barriers to medical care such as transportation, lack of medical insurance, lower income and unemployment (Grossman & Lundy, 2011; Johnson & Zlotnick, 2007). In addition, almost half of women bring children to the shelter with them (Lyon, Lane & Menard, 2008), and qualitative research has shown that women in shelter are likely to put their children’s health before their own, and therefore have less time and resources for their own health needs (Wilson et al., 2007). 
Small studies have shown that women are interested in receiving health services even in crisis and that shelter and other crisis programs would be an ideal time to receive health services (Wilson, 2004; Wilson, Silberg, Brown & Yaggy, 2007).  One study on 137 homeless women, whose main reason for being homeless was relationship problems, found barriers for not accessing service providers; however they also concluded that homeless women participated in and sought out many health-promoting behaviors for numerous personal reasons including spiritual, stress management, and nutrition (Wilson 2004). In another study, Wilson et al (2007), surveyed and interviewed 25 women, about half who were using a programs confidential shelter and half walk-ins that were not currently in shelter but receiving other services. They concluded that an IPV/SV crisis center or program was an ideal place to integrate health needs because (a) clients are more likely to have higher health needs and lower access to care, (b) IPV survivors have unique health needs, and (c) this time presents a window of opportunity for women to receive help with barriers to care and referrals (Wilson et al., 2007). 
2.2.1 Literature on integrating health services into shelter services
One recent exploratory study found positive feedback and implementation feasibility when integrating rapid HIV testing into an IPV shelter (Draucker et al., 2015). Qualitative data from this study showed that it would be an ideal time to receive health services as women are working on many different aspects of their lives (Draucker et al., 2015).  Another study reported on integrating a nursing care management intervention through a shelter-based clinic, and studied 15 women and children receiving this in shelter (D’Amico & Nelson, 2008). Six of the women and children involved left the shelter with a primary care physician and health insurance that they did not have prior (D’Amico & Nelson, 2008). Over half did not follow-up with a PCP but other services such as mental health care, screening/preventative care, and specialty care were received.  Due to the free on-site clinic available at the shelter, reason for not following through on the health care included leaving shelter without contact information, forgetting, and having something else to do (D’Amico & Nelson, 2008). The researchers ultimately concluded the program was successful, and that women want to make their own health decisions and have health-promoting activities despite the crisis situation they are in. 

The Nova Southeastern University College of Dental Medicine was able to successfully partner with a local shelter to provide dental services to over 250 women (Abel, Kowal, Brimlow, Uchin & Gerbert, 2011). Notably the researchers found not only were women in need able to get dental care, but the collaboration created between the dental school and shelter would help model future programs to educate dental students on IPV and make them more likely to recognize IPV in future patients and intervene with help from the new relationship with the local shelter (Abel, Kowal, Brimlow, Uchin & Gerbert, 2011).

Similar to IPV/SV and healthcare integration research, most research on behavioral and physical health integration has been done in primary care and clinical settings; however there is an evidence base showing effectiveness with the integration of health care into mental health settings (Woltmann et al, 2010). One example is the PCARE study (Druss et al., 2010), which successfully integrated care management in an urban community mental health setting. The intervention group showed a significant positive increase of 8% for the mental health summary (assessing improvement in mental health status) compared to a decrease in the control group; the intervention group was also more likely to have a primary care provider (71.2%) than the control group (51.9%) at the year follow-up (Druss et al., 2010).  Analysis of behavioral and physical health integration literature has conveyed that future research must (1) identify the specific successful components in the integrated care model and (2) create an evidence-base of effectiveness in a variety of care settings (Butler et al., 2008; Woltmann et al, 2012).  Moving forward it is necessary to also look at a variety of settings to integrate IPV/SV health services, such as some of the studies above, in order to integrate the systems.  
2.3 Barriers to integrating health services 
Some of the most extensive research has been on integrating physical health services with behavioral health services, which can give some insight into potential barriers that will be relevant when integrating health care into IPV settings. Like mental and physical health systems, the current reimbursement system for IPV/SV programming and medical care are separate, and IPV/SV programming and mental health services are also separate entities from the health care system.  Reviews of decades of research on the integration and collaboration of physical and mental health services have found positive outcomes (Butler et al., 2008; Woltmann et al, 2012) for mental and physical health across a number of clinical and non-clinical settings.  Advocacy and professional groups from both the behavioral health and mental health sides recommend integrated care, but mental and physical health is still largely separate due to integration barriers.
The largest and most commonly expressed barrier to health integration is the complicated United States system of healthcare, insurance, and financial reimbursement (Gask, 2005; Kathol, Butler, McAlpine & Kane, 2010; Butler et al., 2008; Burfeind et al., 2014). As a behavioral health example, in the current health care system a term of “carved out” is used to describe how mental health services are reimbursed (Gask, 2005; Miller, Petterson, Burke, Phillips & Green, 2014). Individuals needing care are guided directly toward behavior health providers from insurance companies rather than referrals from primary care, which can lead to the exact opposite of integrated care; research recommends payment reform in order to truly provide integrated healthcare (Gask, 2005; Miller, Petterson, et al. 2014; Butler et al., 2008; Woltmann et al, 2012; Kathol et al., 2010). A number of other reimbursement and medical coding issues come up with the integration of services (Kathol et al., 2010). The integration of healthcare and IPV/SV services are likely to have similar barriers, as the current funding structure for IPV/SV services are based off federal grants and private grants to agencies. The Affordable Care Act now requires insurance to cover screening and counseling for intimate partner violence, but the health system has not fully transitioned to integrating any behavioral health into regular care (Hamberger et al., 2015; FVPSA, 2013).  
Another large barrier or indicator of success of integrating healthcare is organizational culture change.  In Kathol et al.’s (2010) case study of 11 established integrated clinics, cultural components associated with success were: positive professional and personal relationships between physical/behavioral staff, clinical and administrative “champions” leading the culture change for both behavioral and physical health systems, and professional respect for one another between systems.  The authors found the opposite of these factors (i.e. negative relationship between staff) associated with poor sustainability and negative outcomes. (Kathol et al., 2010). A qualitative study examining barriers found a mutual misunderstanding between physical and behavioral health providers on how helping roles were understood and the nature of primary versus specialty care which led to frustration among staff (Gask, 2005). Similar partnership barriers exist in research integrating health and IPV services on a global scale; qualitative research exploring inter-sector coordination in Spain examined a number of challenges including conflicting feelings about who should lead the process and reaching agreement between health providers and IPV provider approaches (Goicelea et al. 2013).  Clinic-based programs integrating IPV services in rural Kenya and South Africa found partnerships could make a program successful or act as a barrier if relationships are not built (Jacobs & Jewkes, 2002; Turan et al., 2013). 
Current lack of resources and opportunity for training is another barrier in the literature (Hall et al., 2015; Kathol et al., 2010; Butler et al., 2008; Miller et al., 2014), and is a common barrier in integration of IPV/SV into health care (Rees et al., 2014).  One article reviewing 19 practices currently utilizing integrated care found that agencies were not prepared for (1) the amount of relevant training needed to be effective (2) the time and resources needed to train and (3) that both behavioral and physical health clinicians need training (Hall et al, 2015). Financial and reimbursement issues lead to difficulty in getting the needed resources to provide appropriate training (Hall et al, 2015).  
Other logistical issues emerged, including the importance of consolidated electronic health systems (Kathol et al., 2010), and issues of staff turnover (Burfeind et al., 2014; Hall et al., 2015; Miller et al., 2014). Co-location, or behavioral and physical health providers providing care in the same space or office, was described in literature as a needed component. Co-location, though, brings up additional barriers concerning financial and cultural issues (Kathol et al., 2010; Gask, 2005). 

2.4 CURRENT Healthcare integration recommendations

Understanding the current intersection of intimate partner violence (IPV) and healthcare providers is important to integrating reproductive health into IPV/SV programs. Most IPV/SV advocates are not health care experts and are unable to provide extensive reproductive health services; therefore buy-in from clinics, health care providers and public health is imperative. This potential relationship goes both ways, as most health care providers are not IPV/SV experts and are unable to provide extensive advocacy services. The majority of women experiencing partner violence are more likely to seek health care services such as primary care, emergency, specialty care, and mental health and substance treatment than any other service – including advocacy services and police help (Gottieb, 2008; Andersson et al., 2009; Chibber & Krishnan, 2011; CDC, 2008; Sprague et al., 2014). 

Reviews of literature show women prefer a health care worker who is non-judgmental, empathic and understanding (Rees, Zweigenthal, Joyner, 2014); however healthcare providers report discomfort in even addressing intimate partner violence (Sprague et al., 2012). When disclosing to health professionals, women have found providers unhelpful with IPV when pressed for disclosure, pressured to not talk about it, and when providers did not recognize events as IPV. This results in women perceiving that their health care provider wants them to leave the relationship without the provider having discussed the increased risks of leaving (Morse, Lafleur, Fogarty, Mittal, Cerulli, 2012;  Liebschutz, Battaglia, Finley & Averbuch, 2008; Ramsay et al., 2012; Peterson, Moracco, Goldstein & Clark, 2004).  Leaving violent relationships often results in increased severity of physical violence, and is the time women are most likely to be killed (Anderson & Saunders, 2003; Dobash, Dobash, Cavanagh & Medina-Ariza, 2007). Health care providers are at risk of doing more harm than good, if their recommendations are not based on IPV/SV best practices. 

Using standard screening questions for IPV during health care services has long been the “golden standard” for integrating IPV/SV into healthcare; however, recent evidence from the Cochrane library has shown that screening is ineffective (O’Doherty et al., 2015). Just screening for IPV has shown only a small increase in identification of IPV, and does not affect any other important outcomes for women experiencing violence such as referrals to advocate services, re-exposure to violence, and health outcomes (O’Doherty et al., 2015). Moving forward new recommendations based on the available evidence base have come out. These recommendations are for ongoing provider training, and universal screening with an emphasis on referral and connection to support services to IPV/SV advocacy providers (Decker et al., 2012; Ghandour, Campbell & Lloyd, 2015; Miller, McCaw, Humphreys, & Mitchell, 2015). Additionally, the World Health Care Organization (WHO) is strongly recommending the “integration of care for survivors of IPV into health services, rather than as stand-alone services”, despite the current lack of substantial research on integration of health and IPV services (Feder, Wathen & MacMillan, 2013). This also includes training of health care professionals as “front-line support” to provide resources, appropriate referral, and be supportive and non-judgmental as part of a larger “coordinated solution” (Feder, Wathen & MacMillan, 2013). 

What has not been addressed in healthcare integration research is that women utilizing IPV/SV programming, such as confidential shelters, have extremely urgent and time-sensitive health needs. It is clear that women entering shelter are also most likely to have experienced a very recent event of reproductive coercion, and the chance of severe physical or sexual violence being a precursor for women entering shelter is greatly increased (Tutty, 2015; Grossman & Lundy, 2011; Lyon, Lane & Menard, 2008). One study concluded over 75% of the women in shelter were in extreme or severe danger, with 49% having a partner rape them, 50% experiencing being choked by their partner, and 55% having had their partners threaten to kill them (Tutty, 2015).  Given all the complexities and severe abuse that women entering shelter are facing, it has become apparent that time sensitive health services must be immediately available and accessible in order to prevent STIs, HIV, unwanted pregnancy, and permanent injury. 
2.5 Project connect: A coordinated public health initiative to prevent and respond to violence against women

Project Connect is a national effort to increase collaboration between IPV/SV agencies and public health agencies.  Currently in the second phase, Project Connect reaches six states and five tribal communities. State and tribal teams are responsible for creating leadership teams and comprehensive action plans. The end goal of these teams is to create sustainable changes in policy and a coordinated response for victims. Six state teams and five tribal communities receive grants to collaborate with additional public health agencies or IPV/SV agencies, as well as to implement a brochure-based intervention across five clinic pilot sites. With the help of local IPV/SV agencies health care providers are trained on the intersection of reproductive health, physical health, and intimate partner violence before implementing the intervention.  Previous phases of Project Connect have been found successful, reaching over 5000 providers and universal screening of over 250,000 clients; as well as increasing confidence in health care providers to address IPV and confidence in IPV/SV providers to connect clients to health and wellness (Dutton, James, Langhorne, Kelley, 2015). The entire Project Connect grant involves a number of different initiatives that grantee’s must implement: educating medical and public health providers, educating patients about connection of health and IPV/SV/RC, policy change, educating advocates about on-site health services in IPV/SV programs, identifying sustainability, and participating in evaluation. 
The focus of this essay will be on the implementation of on-site health services in IPV/SV programs. This initiative required one local IPV/SV program per state team receiving training on basic health assessment and on site health services. Aimed at advocates in IPV/SV agencies, the training connects reproductive health and intimate partner violence and suggests a variety of behaviors that integrate basic reproductive health services or assessments into IPV/SV agencies and shelters. The training acknowledges that the amount of integration will range greatly between program and resources available and can include adding health assessment questions on intake forms, counseling on contraceptive options that a partner can’t control (LARC, implant), providing emergency contraception and pregnancy testing, and warm referral to local family planning clinics for more extensive reproductive health needs. The training also helps IPV/SV advocates understand services provided by reproductive health clinics, and aims to bridge connections and collaborate with local family planning and public health clinics.
3.0  Methods
Data used in this analysis were gathered from one part of the overall initiative of Project Connect (the training for on-site health services in IPV/SV programs) from January, 2014- February 2015. Project Connect is funded through the Violence against Women Reauthorization Act of 2005, and is supported by the Office on Women’s Health of the U.S. Department of health and Human Services.   Project Connect also includes evaluating an intervention in health clinics in six states and five tribal communities, but the focus of this paper is on this training that local IPV/SV agencies received to integrate basic health assessments into their programs. As Project Connect is at a national level, data is collected and managed by the research team of Dr. Elizabeth Miller, located at the Division of Adolescence Medicine through the Children’s Hospital of Pittsburgh of UPMC. Technical assistance is provided by Futures without Violence, a national non-profit organization committed to ending violence against women and children. The University of Pittsburgh IRB approved the Project Connect evaluation.  This section will describe the training provided to advocates as well as quantitative and then qualitative methods used in analysis. 
3.1 Training Description
Training for IPV/SV advocates on integrating health services was completed in one day by Futures without Violence trainers sent to the six state sites. The six objectives for the training are: (1) explain the impact of domestic violence on reproductive health outcome; (2) define reproductive coercion; (3) create partnerships with local reproductive health programs; (4) assess the readiness of advocates DV program to integrate health services (5) include assessment for reproductive coercion as part of DV advocacy services; (6) identify tools and resources to integrate health services into DV programs. Training materials were created by Futures without Violence (Futures without Violence, 2014).  Participants did not receive any compensation for completing the training or the surveys.
3.2 Advocate surveys
Participants took three anonymous self-administered surveys: a pretest survey before the training, a satisfaction survey immediately following the training and a follow up survey distributed approximately 6 months after the baseline pre-training survey.  The pretest and immediate follow up surveys were completed by paper and then entered electronically into a secure data management system. Post-follow up training questions were sent as a survey link to participant’s emails starting six month post survey. The anonymous surveys are only identifiable by state, and therefore all data comparing the baseline and follow-up survey is aggregated at the state level. A total of 129 participants received the training: 108/129 (83.7%) completed the pre-training interview, 92/129 (71.3%) completed the immediate satisfaction survey, 80/129 (62%) completed the post-training follow up survey. 
Both the pre- and post- test assessed participants’ attitude and behavior change, and clinic policy changes and relationship with local family planning clinic through a variety of scales (strongly disagree to strongly agree, yes/no; and rarely to all the time). The pretest also recorded demographic information including training background, ethnic background, gender, age range, and length of time providing DA/SA advocacy services. The posttest included identical questions on knowledge and behavior change, as well as policy and relationship with local family planning clinic change. In addition, the posttest also assessed provider’s confidence asking if they are more comfortable talking about reproductive health needs, recently having unwanted intercourse, and supporting clients to make appoints with local clinics through a strongly disagree to strongly agree scale. All questions were investigator developed for the Project Connect evaluation. 
Chi-square analysis was used to determine significance of relationship change with local family planning clinics as well as policy change within the agency. Individual attitude and behavior change was analyzed by scaling pre- and post- test answers and comparing using a Wilcoxon Rank-Sum test, due to the sample having a non-normal distribution. The scales were created by summing responses in attitudes/behavior categories equally. Strongly agree and strongly disagree was used as a five point scale, with 5 representing strongly agree, and 1representing strongly disagree. One knowledge question “emergency contraception causes abortion” was reversed coded. The attitude scale was created with four survey questions: 

1. Safety planning should include asking a client if she is worried about her partner getting her pregnant when she does not want to be.

2. Pregnancy testing should be something offered in shelter/in domestic violence advocacy programs

3. Emergency Contraception causes abortion

4. I am comfortable talking to my clients about pregnancy options (carrying to term, adoption, or abortion). 

 Behavior change scale contained the following six survey questions: 

1. How often are you giving your clients a safety card?

2. How often do you assess clients’ health concerns as a part of your intake assessment?

3. How often do you ask new clients directly about unprotected intercourse in the past week?

4. How often do you ask new clients whether they would like emergency contraception?

5. How often do you refer clients to local family planning services?

6. How often do you assess clients for reproductive coercion (for instance, ask if someone might be messing with their birth control)? 

3.3 Interviews
Semi-structured phone interviews were completed with 27 site leads: 19 with Project Connect state site leads around January 2014 and then a second round from November to – December of 2014 with 8 interviews from state site leads. Participants were asked about Project Connect as a whole, what they had learned, successes and challenges they experienced, and questions about sustainability. These interviews were conducted by trained research coordinators and research assistants, and participants were informed the interviews were voluntary and anonymous.  Interviews were then transcribed verbatim, with all identifiers removed from transcripts before coding. Interviews had been previously coded in entirety to better understand the collaboration and partnership challenge and successes throughout Project Connect.  For this paper, the interviews were reexamined to extract information specifically regarding advocates, challenges in implementing health care into IPV/SV agencies, and what was successful for Project Connect. 
Thematic analysis was used to code commonly expressed thoughts (Patton, 1990; Ryan & Bernard, 2000) and answers in interviews using ATLAS.ti 5.0 (Scientific Software Development GmbH, Berlin). An initial a priori code list was created by the lead coder looking at the first three interviews based on themes and barriers specifically looking at the unique challenges public health and IPV/SV individually face when integrating health and IPV/SV services. The code list expanded based on themes emerging from additional interviews. Coders then met to discuss new codes or changes in code, and with consensus the codebook was revised accordingly. Differing opinions were resolved through consensus meetings and examining of the interviews. Remaining interviews were independently coded using the revised codebook and no new codes emerged after one-quarter of the interviews. 
4.0   survey results

A total of 108 participants responded to pretest demographic information for the integrating health services into domestic violence programs training from six sites. The sample was mostly female and Caucasian/white between the ages of 20-39. The majority of the sample had been providing IPV/SV advocacy for less than five years and has a training background in IPV/SV victim services advocacy, with the next most common background being social work. 
Table 1: Demographics

	Demographics (n=108)
	
	(%) n

	
	
	

	Age
	
	

	Less than 20 years
	
	2.9% (3)

	20-39 years
	
	53.9% (56)

	40-59 years
	
	39.4% (41)

	Greater than 60 years
	
	3.9% (4)

	Gender
	
	

	Female
	
	91.4% (95)

	Male
	
	7.7% (8)

	Other
	
	1% (1)

	Ethnicity*
	
	

	Caucasian/White
	
	66.4% (71)

	African American/Black
	
	15.9% (17)

	Asian American
	
	 2.8%  (3)

	Pacific Islander American
	
	1% (1)

	Hispanic/Latino
	
	11.2% (12)

	Years Providing IPV/SV Advocacy
	
	

	Less than 5 years
	
	58.1% (54)

	5-10 years
	
	22.6% (21)

	Greater than 10 years
	
	19.4% (18)

	Training Background*
	
	

	Social Worker
	
	20.6% (22)

	Mental health specialist
	
	8.4% (9)

	DV/SA victim services advocate
	
	53.3% (57)

	Promotora or community health worker
	
	.9% (1)

	Clinic administrator/practice manager
	
	2% (2)

	Other
	 
	23.4% (25)

	
	
	


For analysis, four areas of change were looked at within the survey questions: collaboration with local family planning clinics, policy change within agency, and the respondents own attitude and behavior changes. Some of the open ended responses on the survey for why advocates hadn’t previously addressed health concerns are included in table 2. 
Table 2: Open Ended Pre-Training Responses

	What are reasons that you may not address health concerns when conducting an intake of a survivor of domestic or sexual violence (DV/SV)? 

	· many times there does not appear to be an immediate health concern during the intake process

· DV incidents/relationships have been more than a year ago or so  - clients appear uncomfortable  - clients don't continue to point of having return appointment and trust developed w/ advocate

· Scope of practice/applicability

· just have not thought about it

· participant doesn't ID health as a primary concern

· Never included in intake or training

· Hasn't been an immediate concern of clients

· not sure why- just not  a practice

· They may not have access to health care to even be informed about their well-being or health care options.

· Not knowing what question to ask




A short satisfaction survey was completed by 98 of the training participants immediately after the training. The majority of respondents strongly agrees or agrees that the training increased their understanding of the impact of domestic and sexual violence on reproductive health outcomes (96.7%), increased understanding of how to talk to clients about reproductive and sexual health issues (91.5%) and how to assess for reproductive and sexual coercion (97.7%).  The majority of respondents also strongly agreed or agreed that following the training they are more likely to assess client’s health concerns as part of intake (79.8%), assess for reproductive and sexual coercion with any client (87.6%), ask new clients if they would like emergency contraception (71.5%) and refer to local family planning services (87.5%). Action

items advocates reported most likely to include after the training was to offer safety cards to all clients (54.6%) and to offer training to all staff on reproductive and sexual coercion (50%). 
Participants were also asked in follow-up about their confidence since the training. Ninety percent of advocates felt more confident they can talk to a client about their reproductive health or contraceptive needs, 86.1% felt more confident they can ask clients directly if they’ve recently had unwanted or unprotected intercourse, 91.3% felt more comfortable responding to clients who report they partner is messing or interfering with their birth control, and 82.5% felt more comfortable helping and supporting clients make appointments with local family planning services. 
Table 3: Advocates confidence after training as reported on immediate post-test following the training

	Post-Training DV/SV/RC Confidence

	Since the training…
	%* (n)

	… I feel more confident that I can talk to a young person about her reproductive health needs or contraception needs.    
	90.0% (72)

	… I feel more confident that I can ask clients directly if they’ve recently had unwanted or unprotected intercourse.
	86.1% (68)

	… I feel more comfortable responding to clients who report their partner is messing or interfering with their birth control.
	91.3% (73)

	… I am more comfortable helping and supporting clients to make appointments with local family planning services
	82.5% (66)


The training showed a positive change for certain aspects of the relationship with local family planning clinics, but not all. When asked “Does your agency currently have a relationship with a local family planning clinic?” there was a meaningful 20 percent increase, but not significant change (p = .053); with 45 of advocates reporting yes on pre-training and 50 reporting yes on post-training. However, when asking specifics such as knowledge of type of services (p <.001) or phone number, location, and hours (p = .004) there was significant change. Table 3 below shows the change in pre- and post- tests for survey questions asking about collaboration with local family planning clinic:
Table 4: Advocate reports of relationship with local family planning clinics

	 
	Pre-training* n=101
	Post-training*
n=79
	p-valuea

	Does your shelter/agency currently have a relationship with a local family planning clinic? 
	44.6%(45)
	63.3%(50)
	0.053


*Percentage of respondents who report “yes”

ap-value determined by Chi-square

	How would you characterize the relationship you have with the local family planning clinic? (mark all that apply)
	Pre-training* n=107
	Post-training* n=80
	p-value

	I know their phone number, location and hours
	41.1%(44)
	62.5%(50)
	0.004

	I know the types of services the clinic provides (e.g. I know they provide pregnancy  testing, birth control, same-day appointments, services on sliding fee scale, etc)
	45.8%(49)
	72.5%(58)
	.000

	We have a formal Memorandum of Understanding (MOU) with the clinic
	8.4% (9)
	18.8% (15)
	0.036

	We have cross-training sessions with clinic staff
	10.3% (11)
	26.3%(21)
	0.004

	We serve together on a committee or give community education talks together
	13.1% (14)
	27.5%(22)
	0.006

	A provider from the clinic regularly comes to our shelter/agency
	7.5%(8)
	10%(8)
	0.542

	Not applicable, we do not have a relationship with a local agency
	20.6% (22)
	15.0%(12)
	0.329


*Percentage of respondents who report “yes”

ap-value determined by Chi-square

On the pre-training 41.1% of advocates knew their local family planning clinics phone number, location, and hours compared to 62.5% on the post-test. Advocates also felt they knew more about the types of services the clinic provided, with 45.8% knowing services at pre-training and 72.5% at post-training.  However, there was no significant change in those responding “a provider from the clinic regularly comes to our shelter/agency”, with 7.5% marking on the pre-training, and 10% on the post-training. 

Policy change to support advocates talking to clients about health related concerns also showed a significant difference. More advocates reported yes to specific agency protocols existing to ask a client about health concerns, with 38.8% responding yes before the training and 59.1% after. There were also 81.9% who responded that there were educational materials available on IPV and reproductive coercion as opposed to 60.2% responding yes on pre-training. More advocates were also providing emergency contraception at their agencies, with 18.2% responding yes on the pre-survey and 35.9% on the post-survey. There was no change to connecting clients to clinical services, with 90.2% reporting they already did this on pre-training and 91.2% on the post-survey. This leaves almost 10% of advocates still reporting that their IPV/SV agency currently has no way to connect clients to healthcare services. 
Table 5: Advocate Reports of Policy Questions: Pre- and Post- Training Comparison

	Policy Change

	 
	Pre-training*
	Post-training*
	p-valuea

	
	
	
	

	In your shelter/agency are there specific protocols about how to ask a client about health related concerns? 
	38.8%(26)
	59.1% (39)
	0.019

	
	
	
	

	In your shelter/agency, do you have a way to connect clients to clinical services (other than an emergency room or urgent care)? 
	90.2%(74)
	91.2%(59)
	0.682

	
	
	
	

	In your shelter/agency, do you provide emergency contraception to clients who wish to prevent pregnancy? 
	18.2%(14)
	35.9%(23)
	0.017

	
	
	
	

	Are educational materials available on the health impact of domestic and sexual violence (DV/SV) and reproductive coercion (RC) in the languages most commonly spoken in your agency? 
	60.2%(50)
	81.9%(59)
	0.003

	
	
	
	

	*Percentage of valid responses who report "yes"
	
	

	a p-value determined by Chi-square
	
	
	



aP-value determined by Chi-square
The training on integrating health assessments had a significant change for both knowledge and behavior of advocates providing direct care to survivors. For survey questions regarding individual level behavior change and knowledge, questions were scaled and compared using the Wilcoxon Rank-Sum test. For knowledge, on a scale of 1 to 5 with 1 being “Strongly Disagree” and 5 being “Strongly Agree”, advocates reported an average score of 4.23 (SD=.56) on the pre-test, and a 4.44 (SD=.57) on the post-test. For behavior change, on a scale of 1 to 5 with 1 being “All the time (100%)” and 5 being “Rarely (less than 10%)”, advocates reported a 2.58(SD=1.08) on the pre-test and 3.27 (SD=1.19) on the post-test.
Table 6: Advocate's reported attitudes on talking to clients about reproductive health: Pre- and Post- Comparison

	
	Pretest 

N = 106
	Posttest

 N = 80
	p Valuea

	
	Mean (SD)
	Mean (SD)
	

	Attitude change regarding health assessmentsb
	4.23 (.56)
	4.44 (.57)
	p = 0.0053

Z = 2.789




a Z-value determined by Wilcoxon Rank-Sum Test
Table 7: Advocate's reported behavior on talking to clients about reproductive health: Pre- and Post- Comparison

	
	Pretest N = 86
	Posttest N = 66
	p Valuea

	
	Mean (SD)
	Mean (SD)
	

	Behavior change completing health assessmentsb 
	2.58 (1.08)
	3.27 (1.19)
	P = <.001
Z = 3.434


a Z-value determined by Wilcoxon Rank-Sum Test

Overall there was significant change from the pre- to the post- test six months later. IPV/SV advocates felt more confident, reported an increase of reproductive coercion knowledge and increased integration of reproductive health questions, referral, and offering emergency contraceptives. Changes in relationships with local clinics were less significant. Advocates only reported a slight, insignificant increase in having a relationship with a local clinic, and even less of a change when it comes to a health care provider regularly coming to the advocates’ shelters or agencies. There was also no change in ways to connect clients to clinical services. Concern with health care partnerships is reflected in qualitative responses from the immediate exit survey. Some responses when asked what additional support is needed to incorporate health related discussion into their work included: a partnership with health clinic, health providers support, collaborate with health care providers, updates on best practices when working in health care sites, more ways to partner, partnerships established, more information on other health concerns, additional training/knowledge on reproductive health, and more organization support needed. 
5.0  Interview analysis
As a part of the larger Project Connect grant, 27 site leads were interviewed to discuss challenges, success, and sustainability for the project. Of these 27 site leads, 11 of these were working in public health or clinical settings, ten were advocates in intimate partner violence or sexual violence agencies, and six were other providers. Although some of these site leads had input, involvement, or received the advocate training analyzed through pre- and post- surveys, the entire 27 interviews were completed in confidentiality and cannot be looked at separately. These interviews provide perspectives from Project Connect site leads forming IPV/SV and healthcare partnerships in multiple states.  All site leads were involved with bridging public health and IPV/SV agency partnerships, and were asked to provide feedback on the success, challenges, sustainability, and own growth from the project. These interviews from the larger project were examined themes related to barriers and challenges that advocates might face in integrating health services or on-site health care into their work.  

Specific barriers from interviews with 10 advocates were coded for themes and patterns around barriers advocates face in integrating health assessments or on-site health services into their agencies. Shared barriers, perceived barriers for advocates from a public health perspective, and collaboration successes were also themes that emerged. Codes were labeled to distinguish between site leads who currently worked for intimate partner violence or sexual assault agencies of any kind and public health or medical professionals. The main themes identified were: collaboration success, shared barriers, barriers from public health perspective, and barriers from advocate perspective. 

5.1 Collaboration success

Almost all site leads described a successful collaboration or warm referral effort with partnering agencies as the major success of Project Connect. These collaborations included sites being excited to know each other’s names and numbers, expressing understanding of services provided that was not apparent before, to regular trainings and memorandums of understandings taking place between local health centers and IPV/SV agencies. The majority of the site leads also reported increased referrals due to partnerships formed; one advocate site lead for example reported that there had been “a significant increase from our agency referrals to public health and then of course through the screening referrals to our domestic violence sexual assault program from public health”. Site leads described prior to Project Connect not knowing the basic services provided by the agencies they are now partnering with and referring to regularly. 
“… from the DV perspective, there was no linkage to healthcare. So none of the DV people were asking people about their health.  Just no concept, not even on their radar.  And the health providers definitely had the Domestic Violence providers on their radar, like I know they’re out there but I don’t know what the heck [domestic violence providers] do.  I don’t know if they can help us.  I know we have a brochure, but I don’t actually know anything about their program…. no longer do we give a brochure, we actually know these people…  So the DV people are training health providers on DV and the health providers are providing training on reproductive health”

–Public Health Site Lead describing sustainable changes from the Project Connect partnerships

The warm referral, or ability to call and make a personal referral to a partnering agency, was identified as the most sustainable, valuable, and successful part of partnerships in most interviews. Site leads reported warm referrals changing the interaction between public health and IPV/SV agencies, for example one medical site lead stated “in terms of our clinicians having that warm referral to send people to, it’s so nice to be able to actually know the people and have a chance to talk to them”.  Public health site leads and IPV/SV agencies agreed on how successful creating warm referrals have been within communities:

“...making the warm referral, has really helped move the conversation and make connections that we were not able to make in the past 10 years of trying as of reaching out to public health”
-IPV/SV site Lead

Respondents indicated that knowing who was on the other end of the referral made the referral process transparent and easy: “we know these people we know what happens when we pick up the phone and call” (public health site lead).  It was conveyed in multiple interviews that prior to project connect it was unknown what services local IPV/SV agencies or local clinics provided; warm referrals now allow sites to feel comfortable simply calling and asking each other. One clinical director described not knowing preventative referrals could be made until talking to the IPV/SV clinic during the project: “we don’t have to wait until these women are sexually or physically abused before we can do something and we actually have resources out there”. When asked about new partnerships, one clinical director shared learning about an entire shelter:

“We found out about a shelter that I wasn’t even aware of, it’s quite a ways but again that’s okay.  You don’t’ want shelters in your neighborhood necessarily. It’s been really nice to work with them and even though we don’t’ run into that situation very often, it’s nice knowing what a nice group of people they have there when you do need it”.
As a result, warm referrals led to more efficient and comprehensive health and IPV/SV services provided to women who needed it. When discussing a new partnership with a local family planning clinic one advocate site lead noted “when talking to women about things that are so private, we can be able to say here is where the building is and this is the bus you take to it”. Medical and public health site leads also learned about services to help women whether or not they are face-to-face:

“One of the biggest things that we learned is that most of our advocacy agencies, sexual violence and domestic violence, and shelters will do safety planning over the phone so that’s something that we can offer to patients who don’t necessarily need to go to a shelter right now or don’t want to you know meet with an advocate or undergo a major life change”
-Public Health Site Lead

This collaboration brought on by Project Connect led advocates and public health to creative, sustainable solutions to provide services to women. Responding to a question about the emergence of new partnerships, one lead at a state health department described helping fund a domestic violence coalition with a healthcare expert:
“We kind of realized [our local domestic violence coalition] didn’t, they were a long way from having expertise, about having people on their staff that understood health care and had…sort of understood any experience in health care policy. So I think that was kind of holding them back from being a full participant. So what we did was we scrapped some money together from a couple different places and we are funding them to have a healthcare policy person on their staff”

 –Public Health Site Lead describing successful collaboration

An advocate site lead also shared a solution that was created once the team realized having an on-site clinic in the IPV/SV program was not feasible in their situation: 

“So what [the local health clinic] decided instead is absolute same day front of the line walk in services for domestic and sexual violence survivors, like the [IPV advocates] screen people for health issues and [advocates] drive [survivors] to the public health district. They get put at the front of the line; all [advocates] have to do is call and say we’ve got a survivor that would like to talk to somebody”
-IPV/SV Site Lead describing solution to not being able to have a health clinic in-agency
Another advocate described hiring a full-time intimate partner violence health advocate to speak with health care providers, and highlighted the co-advocacy possible between systems: “we’re able to help the victim or survivor to achieve better health outcomes through the co-advocacy in the medical field”. Ultimately the funding and guidance from Project Connect was successful in creating positive agency collaboration for most public health/clinicians and advocates interviewed. Knowing who was on the other end of the phone call increased referrals and knowledge of services, which in turn created comprehensive care and real solutions for women seeking services.

5.2 SHARED BARRIERS

In examining barriers from different perspectives, there were a few patterns that spanned across public health and advocates. Both institutions identified IPV/SV as not being enough of a priority at a national level, which leads to the lack of funding and resources needed to integrate on-site services in programs. Advocates were more likely to identify this lack of priority as a fundamental difference in background/education and priorities from the health care system, with one advocate stating “...the medical community still by and large focuses this as an injury issue and let’s just screen, let’s use a validated screening tool that asks the minimum amount of questions”.  Whereas health providers tended to identify the lack of priority as a political/governmental or funding issue:

…“Unfortunately the lieutenant governor was very vested in domestic violence, he lost the election for governor. So there will be a new governor, so things are always changing. That’s the challenge out there. I don’t know if there is going to be budget cuts, and that funding may disappear and the whole everything might disappear but we will keep our fingers crossed and see.” 
-Public Health Site Lead

These different perspectives in IPV/SV/RC priority may help explain the idea of a “culture clash”, which was another barrier brought up by a few advocates and public health practitioners when asked about institutional culture:

“Yeah I think that for an institutional culture point of view, the department of health and the health providers have a very different culture and perspective than the victim services providers and that’s a reflection of different educational backgrounds and different choices about where to put resources.”
-IPV/SV Site Lead

“I think the only thing, one challenge at least for me is I do feel like sometimes working, there’s kind of a counter culture clash between the health care system and the DV advocate system and there’s been a lot of work trying to get each other to trust and understand and listen to each other.”

-Public Health Site Lead 
Despite any initial differences, almost every site lead interviewed reported positive communication occurring through Project Connect as seen in their reflections on collaboration success. One site lead admitted “we both need to learn and change a bit” in regards to the differences between institutions. Although these differences can be seen as a barrier prior to the collaboration, having the common goals and funding through Project Connect helped to mitigate barrier. 

5.3 Barriers from public health/clinical Perspective

Public Health site lead interviews illuminated some basic logistical issues that prevent advocates from being able to fully integrate health care into IPV/SV agencies which includes lack of time and funding within public health as well as healthcare reimbursement logistics.  One site lead pointed out that changes with the Affordable Care Act will create only continues to create questions around reimbursement and health care:
“…if providers are going to be screening, which is great, they need technical assistance and training about how to screen and then, or they’re not going to be doing the counseling, I mean they could but it’s hard to imagine that. DV providers could do that counseling and possibility get paid for it.”









      -Public Health Site Lead 
 Other barriers included the implementation of health services into advocacy organization.  One clinical lead reported the ordering contraceptives in particular was much more difficult than expected:

“One of the problems that we’ve had, we actually thought that this would be the easiest part of Project Connect, was putting reproductive health into the domestic violence program…. And I think they are really struggling with that, and it’s been even hard for them to order contraception because we are a very very small program, not like a regular title X site, and I think it’s been difficult purchasing stuff. I mean we still haven’t been able to do it yet. Its stuff like that you think it will be easy but it’s difficult.”
-Public Health Site Lead 

On the other hand, one clinic director reported successful integration of health services into a local shelter for years but that any relationship with the shelter staff was non-existent before Project Connect: 

“…we’ve been providing clinic services at [local shelter] for a couple of years prior to receiving Project Connect, so we’ve been going in and offering pregnancy testing and some limited STI testing and birth control starts for people who are living at the shelter and that’s been a great connection but we haven’t connected with the staff on as many levels”

-Public Health Site Lead/Clinical Director talking about partnerships that have formed
5.4 Barriers from advocate Perspective

Advocate interviews were analyzed for specific challenges these IPV/SV agencies were having integrating health services into their programs prior to and during Project Connect. Logistical challenges overall included lack of time and money for almost every advocate interviewed. When asked what they would have changed going into Project Connect, one advocate site lead notes “it’s not realistic to just send your one advocate and expect organizational change and so you can’t just bring in one advocate from each place, you need to bring the boss and you need to bring an advocate and its incredibly expensive to bring all of those people and pay for all their lodging and we just couldn’t find a way in the budget”. Other advocate site leads noted similar worries about lack of funding, lack of resources, and being stretched thin with the time and resources that advocates do have. 

Additionally, advocates identified logistical issues integrating on-site health services into IPV/SV programs. These included not enough client traffic, lack of space, and funding issues on the public health side to provide staffing.  One advocate noted her agency culture does not 

condone abortions, creating a huge barrier to providing women with a full range of reproductive health options:
“I would say that there are sort of competing interests.  Planned Parenthood is clearly an agency which supports termination; whereas the agency I work for I’m learning is an agency that does not support termination and so how do we work together, in a way which is ok with that?  How do I bring people around who need to learn that our clients do need terminations? And the belief is honestly that there are other ways for them to pay for their abortion. … so helping to educate who are in power about what is really out there”.  

-IPV/SV Site Lead asked about institutional culture

A few advocates reported successfully integrating some health services because of Project Connect, which they did not have before; one advocate noting “we now have pregnancy tests available in shelter for women and the emergency contraception”.  As seen in collaboration success, other sites were able to find other solutions to provide health care to women by working with public health partnerships.  

A few advocates reported on-going unsuccessful collaboration attempts prior to Project Connect, some attempts that have spanned over a decade. In order to help bridge misunderstanding, some IPV/SV site leads brought up the importance of going back to IPV basics with public health agencies and medical providers. Advocates indicated that more medically oriented agencies and providers may need more IPV training and education:
 “The differences in disciplines, because I know for me, working in domestic violence just the more resources available to the women the better it is for them. But I know with like the health care providers I didn’t know there was so much concern about a woman disclosing domestic violence. And that’s because their lack of knowledge on DV and you know who they could refer to and such” 

-IPV/SV Site Lead describing what they learned during Project Connect

Additionally, at least half of these advocate interviews had difficulty in collaborating with the local clinics or had a non-existent partnership prior to the grant. In responding to new, helpful partnerships since Project Connect, one advocate site lead shared having not known enough about local health services:
…“We as a domestic violence providing agency we didn’t really know where to send people for reproductive health other than Planned Parenthood. And because they are really our partner now, we can make a warm referral to them, I guess is what I am trying to say… I know the names of some of the staff, I know the locations of their facilities, but my staff, who performs the actual advocacy has access to the same information.  That was something that we just didn’t have before and I do feel that that is a powerful tool”

-IPV/SV Site Lead
Another pattern which emerged was a prior lack of understanding about reproductive health and reproductive coercion as a health concern.  When asked about examples of what they had learned, one advocate responded “I learned a lot about how emergency contraception works because I don’t think I had a really good sense of how that worked”.  Another advocate described a change in their staff’s beliefs as a success of the project: “But one of the wins that I have seen has really been training the direct line staff and it’s been really neat. To see some of [the staff’s] personal attitudes shift about termination, about sexually transmitted infections, about women who have multiple sexual partners”. Advocates reported this increased understanding of reproductive coercion leading to increased discussions of harm reduction with women in shelters, increasing referrals to local family planning clinics, and most commonly an increase in talking to clients about their health or adding reproductive health specific questions to intake which was not happening prior to Project Connect. 
6.0  Discussion

It is clear that advocates value the knowledge and tools given at the “Integrating Health Services into Domestic Violence Programs” (Futures without Violence, 2014) training, while also struggling to implement health services and create collaboration with local health services. Advocate surveys show an increase in confidence as well as positive change in attitude and behavior in integrating reproductive health information and services to women; however change with clinical partnerships was minimal. This suggests that while the training may be effective at individual change amongst the IPV/SV advocates, more research needs to be done on how to create partnerships with local health care providers as well as the logistical implementation of providing health services in advocacy programs. 
Interviews with advocates confirm that training provided through Project Connect on reproductive coercion was necessary and useful to advocates. Almost all providers and advocates being interviewed noted that the knowledge gained about reproductive coercion during Project Connect was invaluable to their practice and results from advocate surveys showed increased knowledge on reproductive coercion they did not have prior to the training. Some site leads interviewed found that training may have been more costly and time consuming than originally thought, especially in sizeable states requiring travel; which is a common barrier in health integration (Hall et al., 2015, Kathol et al., 2010; Butler et al., 2008; Miller et al., 2014). Moving forward additional consideration may need to go into the time and resources needed for training, particularly at the state or nation-wide level.  Technology solutions such as webinars or video-conferencing also may be one sustainable answer to reduce this particular barrier moving forward. 
Providers and advocates also identified a number of logistical concerns to implementing health services in advocacy programming. Lack of space, time, and money were all highlighted and are on-going issues when integrating health into other institutions (Kathol et al., 2010; Gask, 2005). Site leads worried about additional funding after the grant ended as well as spreading advocates too thin.  Providers also brought up that new provisions in the Affordable Care Act (ACA) will create reimbursement questions and challenges; which is similar to what is seen now in behavioral and physical health integration. Despite these logistic issues preventing co-location in some cases, a few interviews indicated that partnerships among advocate and clinical leaders led to the resolving of logistical barriers; which created a number of unique and creative solutions to get the time-sensitive health needs of woman experiencing violence met. 
One of the most consistent and difficult barriers found was partnership formation, which was already possible and successful in the site lead interviews with the grant and technical assistant from Project Connect. An initial cultural difference was one theme expressed between the two institutions during the interviews, and both advocates and health providers admitted frustrations due to these differences.  Misunderstanding and frustration between physical health and other health services during integration is analogous of  research on IPV collaboration work (Wilson et al., 2007; Jacobs & Jewkes, 2002; Turan et al., 2013), and other systems such as behavioral health (Gask, 2005; Kathol et al., 2010). Wilson et al. (2007) found that advocates had a perceived disconnect with the healthcare system; other identified barriers included funding issues and a perceived focus on crisis management over health. This research concluded that IPV/SV services can only do so much to address health issues without coordination from the health system (Wilson et al., 2007).  With the success of Project Connect, more research must be done on the creation of these initial partnerships.  
In the interviews of site leads it was clear that Project Connect was the medium which was able to reduce frustration and increase partnerships, and therefore outside motivation may be one answer.  A small scale of this was done in a study by Wuest et al. (2015), where IPV outreach workers and a registered nurse (RN) were partnered and worked with 42 survivors of IPV during the duration of the intervention. Despite both IPV outreach workers and RNs being apprehensive about the partnership initially, it was noted that all providers valued the new partnership and both IPV providers and RNs increased knowledge in health and IPV knowledge, respectively (Wuest et al., 2015). This mirrors what provider and advocate interviews found, with the majority of both stating the warm referral connection was the most valuable and successful part of Project Connect.  Similarly, Wuest et al. (2015) concluded that this advocate/RN partnership was an ideal match of knowledge and skills to get survivors the support and connections in a timely manner. Moreover, local stakeholders from the project ultimately created connections with local health providers. Reflecting on lessons learned Wuest et al. (2015) also noted that structural changes would be needed to bridge health and IPV systems, and that how exactly to integrate care between the systems to make better outcomes for women is not understood.  
6.1 Review of coordinated efforts research
In order to fully integrate health services into IPV/SV programs there must be a coordinated effort between IPV/SV agencies and health systems, both with their respective expertise. One major implication CDC took from their 2010 National Intimate Partner Violence and Sexual Violence Survey is that services for IPV and SV survivors must be a coordinated effort, including an emphasis on a stronger response from health care and increased training of health care providers. A literature review of several components of IPV coordinated community response (CCR) found health care services aren’t incorporating themselves into the larger coordinated IPV responses, and ultimately concluded healthcare integration can be greatly improved into victim services (Shorey, Tirone & Stuart, 2014). 
Coordinated efforts are not about finding one perfect evidence based model and language to integrate healthcare and IPV; rather literature has shown the importance of finding a way to create partnerships between local IPV/SV and health care or public health agencies that is sustainable and conducive to the resources and institutional culture available. Programs such as Project Connect have shown this can be done. Many different approaches have been found to be effective, including training, placing advocates within clinical settings, hospital-based IPV/SV advocates, integration of IPV response into medical homes, and home-visiting services for IPV victims; but the similar component of a successful program almost always include partnership with local IPV/SV agencies (Dutton et al., 2015; Colobini, Mayhew, & Watts, 2008; Decker et al., 2012). 
It has also been found that the way services are delivered to IPV victims are as important as what is being provided (Allen, Larsen, Trotter & Sullivan, 2013). Allen et al. (2013) examined the process of delivering an evidence based program to 51 survivors, the critical components of the success as described by survivors were: recognizing the whole person, unconditional validation and acceptance, and an orientation toward action or reaching specific goals. All these components can be integrated into any interaction with a provider regardless of the service, and literature reviews have concluded that survivors want this unconditional and nonjudgmental support from their providers (Rees, Zweigenthal, Joyner, 2014). On the healthcare side changes through the Affordable Care Act has created an urgent recommendation for a systems level approach for integrating IPV assessment into health care; and all recommendations include a linkage and partnership with local advocacy programs (Dutton et al., 2015; Hamberger, Rhodes & Brown, 2015; Decker et al., 2012; Ghandour, Campbell & Lloyd, 2015; Miller, McCaw, Humphreys, & Mitchell, 2015). 
6.2 Future reccomendations
Moving forward more research is needed to integrate health services into IPV/SV programming. Integrating IPV into the health care system has gained attention, and evidence based recommendations for partnering with local IPV/SV agencies is agreed on in the literature; however very little research has been done yet on understanding how to truly duplicate successful programs such as Project Connect in a sustainable way. Limited research is available on providing health services into IPV/SV agencies. This essay’s evaluation of the training on integration of reproductive health services suggests advocates are very willing to provide basic health assessment and services to their clients when given the training and tools. In order to create partnership IPV/SV agencies need to know what is feasible and effective to create sustainable solutions within their agencies. Research is also needed to assess logistical barriers to implementing health services in IPV/SV agencies and to find best practices or core components that IPV/SV advocates and agencies can use on a national level. Technology solutions, such as utilizing webinars or video conferencing that takes the burden off already overwhelmed advocates and providers should also be utilized when possible. 
More research must be done on large-scale state or national-wide efforts to integrate health services and IPV/SV services among the numerous other institutions that serve women experiencing violence. Research on these larger scale coordinated efforts, such as Project Connect, is rare due to the challenges and cost associated with that level of evaluation (Dutton et al., 2015; Heise, 2011). However, intimate partner violence is a national and global public health concern affecting numerous systems and impacting all socio-ecological levels, and therefore cannot be solved on the individual or community level alone but must have a coordinated, comprehensive approach that impacts multiple institutions. Continued research on how to create these partnerships on a state, national, and global level is imperative in preventing violence against women. 
On a policy level, it is also a recommendation to continue to advocate for intimate partner violence, sexual violence, and reproductive health violence as a serious public health concern.  As seen in the qualitative interviews, both public health and IPV/SV agencies noted that IPV/SV/RC is often not top priorities which lead to reduced funding.  Collaboration between local, state, or national IPV and public health/health care providers will help create a louder voice to advocate for funding for survivors, and additional funding to create large-scale coordinated efforts.
7.0  Limitations

Data were aggregated, and therefore cannot show change on an individual or state level, only as a group. The sample was a small convenience sample, using sites who were already affiliated with the larger Project Connect grant, and the results are not generalizable to every IPV/SV agency.  These data are also completely self-reported and client outcomes were not available to assess whether positive outcomes occurred among clients as a response to the change in self-reported knowledge and behavior. No interviews were completed on the IPV/SV advocates who completed the training, and the perspectives in the qualitative interviews cannot be generalized to the training group.
8.0  Conclusion

In conclusion, this training and similar trainings that aim to integrate basic health assessments into advocate’s routine may be one effective way to enable women experiencing violence to receive needed time sensitive health services. However, the training was not able to bridge partnerships between local family planning clinics and the IPV/SV agencies, which was identified as a large barrier in interviews with advocates. Some barriers to integrate health and advocacy services identified from site leads included a culture difference between the two institutions, and logistical challenges such as funding, resources, and time. Successes from the larger Project Connect program revealed that almost all clinical providers and advocates perceived warm referrals as being invaluable to their ability to help women experiencing violence.  IPV/SV agencies having a genuine connection to local health and public health services is imperative to get women all the time-sensitive services they need and requires training and full participation from both healthcare/public health agencies and IPV/SV agencies.  Further research on integrating health services and IPV/SV services is needed, with an emphasis on finding best practices and effective core components of programs.  

APPENDIX A: SURVEYS ADMINISTERED TO IPV/SV ADVOCATES
PRE-TRAINING SURVEY FOR ADVOCATES

Thank you very much for joining us!  Before the training we would like to ask you a few questions about your experiences as an advocate or program manager.     

As you know, lifetime exposure to violence is associated with multiple poor health outcomes, and is likely to impact the lives of many of the clients you work with and counsel. We are developing strategies for incorporating clinical services and reproductive coercion assessment into the services provided by Domestic Violence (DV) and Sexual Assault (SA) agencies.

Please take a few moments to answer the following questions. Your responses are anonymous. You may skip any questions that you do not want to answer, and can stop taking the survey at any time.  

We would also like to contact you in a few months to find out how useful this training was to you in practice, whether you were able to use any of the components presented, and to have you reflect on additional training, resources, and supports you want to see. 

We greatly appreciate your taking the time to answer these questions for us as we aim to improve the integration of DV/SA services with public health programs.
Date:  ________________________________________________

State:________________________________________________


1. Have you ever attended any professional development sessions specific to asking about health and health care in the context of providing domestic violence and sexual assault (DV/SA) advocacy services?

A) Yes
B) No
2. Are you currently providing direct care to survivors of DV/SA? (This includes counseling, advocacy, shelter services, case management.) 

A) Yes

B) No
Please tell us how much you agree with these statements:

3. Safety planning should include asking a client if she is worried about her partner getting her pregnant when she does not want to be.  

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

4. Pregnancy testing should be something offered in shelter/in domestic violence advocacy programs.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

5. Emergency contraception causes abortion.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

6. I am comfortable talking to my clients about pregnancy options (carrying to term, adoption or abortion).

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

7. How often are you giving your clients a Did You Know Your Relationship Affects Your Health? safety card about healthy relationships, domestic and sexual violence and reproductive and sexual coercion? 
A) All of the time (100%)

B) Most of the time (75% or more)

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 
E) Rarely (less than 10%) 
F) Not applicable

8. How often do you assess clients’ health concerns as a part of your intake assessment?
A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%) 

F) Not applicable

9. How often do you ask new clients directly about unprotected intercourse in the past week?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
F) Not applicable

10. How often do you ask new clients whether they would like emergency contraception?
A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
F) Not applicable

11. How often do you refer clients to local family planning services?
A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
F) Not applicable

12. How often do you assess clients for reproductive coercion (for instance, ask if someone might be messing with their birth control)?
A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
F) Not applicable

We want to understand your thinking and how we can help other advocacy programs and you as staff as we move forward in our work.  Outside research staff will be reviewing these forms, not DV agency staff, so please give as much description as possible.

13. What are reasons that you may not address health concerns when conducting an intake assessment?  (mark all that apply) 
A) Not enough time

B) Worried about upsetting the client 

C) Not sure how to connect a client to clinical services

D) Not sure how to ask questions without seeming too intrusive 

E) It is against the policy of the shelter/agency where I work
F) Other (Please specify) __________________________________________________________________

14. Does your shelter/agency currently have a relationship with a local family planning clinic?

A) Yes

B) No 

C) Not applicable

D) Don’t know

15. How would you characterize the relationship you have with the local family planning clinic? (mark all that apply)

A) I know their phone number, location and hours

B) I know the types of services the clinic provides (e.g. I know they provide pregnancy testing, birth control, same-day appointments, services on sliding fee scale, etc)
C) We have a formal Memorandum of Understanding (MOU) with the clinic

D) We have cross-training sessions with clinic staff

E) We serve together on a committee or give community education talks together

F) A provider from the clinic regularly comes to our shelter/agency

G) Not applicable, we do not have a relationship with a local agency

H) Other (please be as specific as you can)

____________________________________________________________________________________________________________________________________

16. In your shelter/agency are there specific protocols about how to ask a client about health related concerns?
A) Yes

B) No 

C) Not applicable

D) Don’t know

17. In your shelter/agency, do you have a way to connect clients to clinical services (other than an emergency room or urgent care)?
A) Yes

B) No 

C) Not applicable

D) Don’t know

18. In your shelter/agency, do you provide emergency contraception to clients who wish to prevent pregnancy?
A) Yes

B) No 

C) Not applicable

D) Don’t know

19. Are educational materials available on the health impact of domestic and sexual violence and reproductive coercion in the languages most commonly spoken in your agency? 

A) Yes

B) No 

C) Not applicable

D) Don’t know

20. What ongoing support do you need to confidently incorporate discussion of health related concerns when serving your clients? (circle all that apply)

A) Workshops and training sessions
B) Protocols that include specific questions to ask
C) List of clinical services and who to call with questions

D) Case consultation

E) Online training

F) Other (Please specify) __________________________________________________________________

21. To what level are you able to affect change in your agency? 

A) Very able to affect change

B) Somewhat able to affect change

C) Uncertain

D) Unable to affect change

E) Very unable to affect change

Additional Comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Optional:  Please tell us a little about yourself. This information will help us better understand who we are reaching with these trainings.  Please remember this information is anonymous and confidential, no names attached.

22. What is your training background? (circle all that apply) 
A) Social worker
B) Mental health specialist
C) DV/SA victim services advocate
D) Promotora or community health worker
E) Clinic administrator/Practice manager

F) Other _______________________________
23. How many years have you been providing DV/SA advocacy services? 
A) Less than 5 years

B) 5-10 years

C) Greater than 10 years

24. How do you describe your gender?

A) Female

B) Male

C) Transgender

D) Other
25. How do you describe your ethnic background (circle all that apply)?

A) Caucasian/White

B) African American/Black

C) Native American/Native Hawaiian

D) Asian American

E) Pacific Islander American

F) Hispanic/Latino(a)

G) Multi-racial

H) Other _______________________________

26. What is your age?

A) Less than 20 years

B) 20-39 years

C) 40-59 years

D) Greater than 60 years
Thank you for your time!

A.2 ADVOCATE IMMEDIATE POST TRAINING SURVEY
 TRAINING SATISFACTION SURVEY FOR ADVOCATES 
The training today increased my understanding of: 
1. the impact of impact of domestic and sexual violence on reproductive health outcomes. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

2. how to talk to my clients about reproductive and sexual health issues. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

3. how to assess for domestic and sexual violence among clients. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

4. how to assess for reproductive and sexual coercion among clients. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

5. how birth control methods that a partner can’t interfere with can be a harm reduction strategy for clients. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

6. how to integrate asking about health related concerns in an intake with a client. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

7. how to partner with a local family planning service to facilitate client access to emergency contraception. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

Following the training today, I am more likely to: 
8. offer all clients a Did You Know Your Relationship Affects Your Health? safety card. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

9. assess clients’ health concerns as a part of my intake assessment. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

10. ask new clients directly about unprotected intercourse in the past week. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

11. ask new clients whether they would like emergency contraception. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A FOR 

Following the training today, I am more likely to: 
12. refer clients to local family planning services. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

13. assess for reproductive and sexual coercion with any client. 
Strongly Agree Agree Undecided Disagree Strongly Disagree N/A 

14. Please mark at least one action item that you intend to do differently following the training today: A) Put up posters about reproductive and sexual coercion 

B) Make Did You Know Your Relationship Affects Your Health? safety cards available to all clients 

C) Offer an in-service training for all of my staff on reproductive and sexual coercion 

D) Set up a protocol for referring clients to a clinic for emergency contraception or pregnancy testing visits 

E) Set up new partnership with local family planning/health clinics 

F) Other (please be as specific as you can) ____________________________________________________________________________________________________________________________________________________ 

15.What ongoing support do you need to confidently incorporate discussion of health related concerns in all your intake assessments? 
ADVOCATE FOLLOW UP SURVEY
Please take a few moments to answer the following questions referring back to the Project Connect training you participated in several months ago.

Your responses will be kept confidential and will not affect your employment in any way. You may skip any questions that you do not want to answer, and can stop taking the survey at any time. 

We greatly appreciate your taking the time to answer these questions for us as we strive for a coordinated community response to domestic and sexual violence.  
Since the Project Connect training, have you attended any other professional development sessions specific to asking about health and health care in the context of providing domestic and sexual violence (DV/SV) advocacy services?
(  Yes    
(  No    
Please tell us how much you agree with these statements:   
Safety planning should include asking an adolescent client if she is worried about her partner getting her pregnant when she does not want to be. 

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree

Pregnancy testing for adolescent clients should be something offered in shelter/in domestic violence advocacy programs.

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree

Emergency contraception causes abortion.

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree

I am comfortable talking to my adolescent clients about pregnancy options (carrying to term, adoption or abortion).

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree

Please think about your practices before and after the Project Connect training when answering the following questions.

Since the training, I feel more confident that I can talk to a young person about her reproductive health needs or contraception needs. 

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree  (Not applicable

Since the training, I feel more confident that I can ask clients directly if they’ve recently had unwanted or unprotected intercourse.

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree  (Not applicable

Since the training, I am more comfortable responding to clients who report their partner is messing or interfering with their birth control. 

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree  (Not applicable

Since the training, I am more comfortable helping and supporting clients to make appointments with local family planning services. 

(Strongly Agree   ( Agree   ( Undecided   ( Disagree   ( Strongly Disagree  (Not applicable

Please answer the following questions about your practices.

How often are you giving your clients a safety card? (either the Hanging Out or Hooking Up card or the Did You Know Your Relationship Affects Your Health? card)

(  All of the time (100%) 
(  Most of the time (75% or more)      
(  Some of the time (25%-75%)    
(  Not so often (10%-25%)     
(  Rarely (less than 10%)    
(  Not applicable


If you are willing, please tell us why you might not give your clients a safety card:

How often do you assess clients’ health concerns as part of your intake assessment?

(  All of the time (100%) 
(  Most of the time (75% or more)      
(  Some of the time (25%-75%)    
(  Not so often (10%-25%)     
(  Rarely (less than 10%)    
(  Not applicable

How often do you ask new clients directly about unprotected intercourse in the past week?

(  All of the time (100%) 
(  Most of the time (75% or more)      
(  Some of the time (25%-75%)    
(  Not so often (10%-25%)     
(  Rarely (less than 10%)    
(  Not applicable

How often do you ask new clients whether they would like emergency contraception?

(  All of the time (100%) 
(  Most of the time (75% or more)      
(  Some of the time (25%-75%)    
(  Not so often (10%-25%)     
(  Rarely (less than 10%)    
(  Not applicable

How often do you refer clients to local family planning services?

(  All of the time (100%) 
(  Most of the time (75% or more)      
(  Some of the time (25%-75%)    
(  Not so often (10%-25%)     
(  Rarely (less than 10%)    
(  Not applicable

How often do you assess clients for reproductive coercion (for instance, ask if someone might be messing with their birth control)?
(  All of the time (100%) 
(  Most of the time (75% or more)      
(  Some of the time (25%-75%)    
(  Not so often (10%-25%)     
(  Rarely (less than 10%)    
(  Not applicable

Please answer the following questions about your work setting.

Does your shelter/agency currently have a relationship with a local family planning clinic?

(Yes   
( No   

( Not applicable   
( Don’t know   

How would you characterize the relationship you have with the local family planning clinic? (Check all that apply)

(  I know their phone number, location and hours     
(  I know the types of services the clinic provides (e.g. I know they provide pregnancy testing,    

birth control, same-day appointments, services on sliding fee scale, etc)      
(  We have a formal Memorandum of Understanding (MOU) with the clinic    
(  We have cross-training sessions with the clinic staff   
(  We serve together on a committee or give community education talks together 

(  A provider from the clinic regularly comes to our shelter/agency 

(  Not applicable, we do not have a relationship with a local clinic    
(  Other     

Other (please be as specific as you can):

In your shelter/agency are there specific protocols about how to ask a client about health related concerns?
(Yes   
( No   

( Not applicable   
( Don’t know   

In your shelter/agency, do you have a way to connect clients to clinic services (other than an emergency room or urgent care)?
(Yes   
( No   

( Not applicable   
( Don’t know   

In your shelter/agency, do you provide emergency contraception to clients who wish to prevent pregnancy?

(Yes   
( No   

( Not applicable   
( Don’t know   

Are educational materials available on the health impact of domestic and sexual violence (DV/SA) and reproductive coercion (RC) in the languages most commonly spoken in your agency?

(Yes   
( No   

( Not applicable   
( Don’t know   

For Project Connect, to what level have you been able to affect change in your agency?

(  Very able to affect change      
(  Somewhat able to affect change    
(  Uncertain

(  Unable to affect change    
(  Very unable to affect change

THANK YOU FOR YOUR TIME!

APPENDIX B: INTERVIEW QUESTIONS 

Project Connect Phone Interview Intro Script

Thank you very much for agreeing to participate. Do you have any questions before we start? [pause]

1.           What do you see as some of the successes of Project Connect to date? 

2.
What are some of the new partnerships that have emerged as a result of Project Connect?  

3.
What is an example of something new that you have learned in the process of this work with Project Connect?  

4.
What have been some of the challenges you have noticed or experienced with the Leadership Team?   This might include challenges with communication, differences in approaches to DV/SA, cultural differences, etc.   Please think about specific examples. 

5.
What are some of the other ‘big picture’ challenges you have experienced in this work with Project Connect (i.e., beyond the inner workings of the Leadership Team)?   This might include unexpected difficulties with changing policies, institutional cultures, lack of political will among some key leaders, etc. 

6.
From the planning phase to implementation, how has the use of Project Connect differed from what you envisioned at the start of the planning phase?   How did the “Logic Model,” including the use of asset mapping, help or hinder you in this process?

7.
What elements of your action plan have been accomplished thus far, and what do you have remaining to do? What kinds of tools are helpful in determining these goals?

8.
What would you do differently in the planning stages knowing what you know now?  (i.e., think about another state trying to take on Project Connect – what advice would you give them about the planning stage?)

INTERVIEW QUESTIONS ROUND 2
Project Connect Phone Interview Questions: State Leads

1. What do you see as some of the successes of Project Connect to date?

2. What are some of the new partnerships that have emerged as a result of Project Connect?

3. What is an example of something new that you have learned in the process of this work with Project Connect?

4. What have been some of the challenges you have noticed or experienced with the Leadership Team? This might include challenges with communication, differences in approaches to DV/SA, cultural differences, etc. Please think about specific examples.
5. What has changed in terms of the LT make-up? What were the reasons for the changes and how has this affected the LT?
6. What are some of the other ‘big picture’ challenges you have experienced in this work with Project Connect (i.e., beyond the inner workings of the Leadership Team)? This might include unexpected difficulties with changing policies, institutional cultures, lack of political will among some key leaders, etc.

7. From the planning phase to implementation, how has the use of Project Connect differed from what you envisioned at the start of the planning phase? 

a. How did the “Logic Model,” including the use of asset mapping, help or hinder you in this process?

b. How has your asset map changed throughout the process?

8. What elements of your action plan have been accomplished thus far, and what do you have remaining to do? 

a. What are the goals for sustainability? What actions have been taken to achieve those goals?

9. What would you do differently in the planning stages knowing what you know now? (i.e., think about another state trying to take on Project Connect – what advice would you give them about the planning stage?)
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