
VOL. 16, NO. 10	 n  THE AMERICAN JOURNAL OF MANAGED CARE  n	 731

n  clinical  n

© Managed Care &
Healthcare Communications, LLC

I ntimate partner violence (IPV) is a common experience in the 
lives of women1-3 and is associated with deleterious effects on 
physical and mental health4-6 and with substantial costs.7,8 Profes-

sional medical organizations support routine IPV screening in medi-
cal care settings9,10 and recommend that clinicians offer support and 
provide information about safety planning and community-based ad-
vocacy resources to IPV-affected patients.11 The implementation of a 
coordinated approach to IPV prevention has demonstrated a dramatic 
and sustained increase in identification, intervention, and referral in 
a large healthcare delivery system.12,13 Provision of follow-up referral 
for mental health or social services is often suggested, as women who 
are experiencing IPV also experience psychological distress4,14-18 and 
want mental health services (MHS).14 Assessment of utilization pat-
terns is important because the ultimate goal of IPV identification is 
the receipt of assistance that the patient can use to address her mental 
health needs, improve her safety, and change her situation. However, 
few data are available about the frequency or predictors of utilization 
of MHS among IPV-affected women. The objective of this study was 
to determine the predictors of women’s utilization of MHS in the man-
aged care setting.

METHODS
Setting

This cross-sectional study was conducted among the membership of 
Kaiser Permanente Northern California Medical Services Plan (hereaf-
ter, Kaiser), an integrated healthcare delivery system that provides com-
prehensive care, including MHS, for approximately 3.1 million members 
in a 14-county region of northern California. Kaiser membership com-
prises almost one-third of the population in the catchment area and is 
representative of the underlying population, except for slightly lower 
membership at the extremes of income. Its racial/ethnic composition 
is similar to that of the US census–enumerated population in the San 
Francisco Bay metropolitan statistical area, namely, 7% African Ameri-
can in the Kaiser membership and 9% African American in the underly-

ing metropolitan statistical area 
population, with 10% and 11% 
Asian or Pacific Islander, 10% 
and 14% Hispanic, and 71% and 
64% white, respectively.
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Objective: To examine the patient and provider 
characteristics associated with utilization of 
mental health services (MHS) among women 
experiencing intimate partner violence (IPV).

Study Design: Cross-sectional study among 6870 
women aged 18 to 65 years with first IPV identifi-
cation between May 2004 and December 2009 in 
Kaiser Permanente Northern California.

Methods: Utilization of MHS within 60 days after 
first IPV identification was determined. Multi-
variate generalized estimating equation logistic 
regression models that controlled for patient and 
provider characteristics were used to determine 
predictors of utilization.

Results: Thirty-seven percent of women utilized 
MHS. In multivariate generalized estimating equa-
tion models, the strongest predictor of utilization 
was electronic referral (odds ratio [OR], 4.40; 
95% confidence interval [CI], 3.66-5.28). Odds 
of utilization were lower among black (OR, 0.71; 
95% CI, 0.57-0.89), Latina (OR, 0.62; 95% CI, 0.41-
0.95), and Spanish-speaking (OR, 0.71; 95% CI, 
0.57-0.89) patients and were higher among those 
with prior posttraumatic stress disorder (OR, 2.38; 
95% CI, 1.17-3.44) or depression (OR, 1.35; 95% CI, 
1.17-1.57). Emergency department identification of 
IPV was associated with lower odds of MHS uti-
lization (OR, 0.46; 95% CI, 0.37-0.59), while older 
provider identification of IPV was associated with 
higher odds of MHS utilization (OR, 1.33; 95% CI, 
1.07-1.65).

Conclusions: Additional training for providers, 
particularly those who are younger or are practic-
ing in emergency departments, may be needed to 
increase rates of MHS utilization among patients 
affected by IPV. Addressing language barriers to 
care and cultural appropriateness may improve 
MHS utilization.
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Since 2002, Kaiser providers have had hard-copy and Inter-
net access to clinical practice recommendations on screening, 
identification, and referral of IPV-affected patients. Training and 
continuing medical education credit has been offered annually 
at most Kaiser facilities. In addition, each clinical facility has 
an IPV physician champion, and most have a multidisciplinary 
team that provides facility clinician education and oversees IPV 
quality improvement efforts. Patient education materials are 
available in all clinics. This study was approved by the Kaiser 
Foundation Research Institute Institutional Review Board.

Source Population
After excluding 4277 women whose first IPV identification 

(ie, International Classification of Diseases, Ninth Revision, Clini-
cal Modification visit code) occurred in mental health clinics, 
our study sample comprised 6870 adult women aged 18 to 65 
years with first IPV identification between May 2004 and De-
cember 2009. May 2004 was the month during which all Kai-
ser facilities implemented electronic referrals. To ensure that 
we recorded the first identification of IPV within Kaiser, we 
excluded women with prior IPV identification any time after 
January 2000 or who did not have at least 1 year of continuous 
Kaiser membership before identification. Furthermore, because 
the probability of utilization among inpatient referrals is 100% 
(because the physician comes to see the patient while hospital-
ized), we excluded inpatient IPV codes.

Study Variables and Data Sources
Kaiser maintains an electronic medical record in which 

each patient is identified by a unique medical record number. 
The electronic medical record includes patient demographic 
information, clinic visit diagnoses, and the provider associ-
ated with each visit. Since May 2004, an electronic referral 
system has allowed the referring provider to enter the service 
to which a patient is referred and the reason for referral; refer-
ring provider information is automatically populated into the 
referral, which is then delivered electronically.

We defined the index date as the date of first outpatient 
or emergency department (ED) IPV identification. The out-
come, mental health utilization (hereafter, utilization), was 
defined as a patient attending an MHS visit (including psy-

chiatry, behavioral medicine, or substance 
use treatment) within 60 days after the in-
dex date.

Putative confounding or explanatory vari-
ables were assessed at patient and provider 
levels. Patient age, sex, self-reported race/eth-
nicity, and primary language were obtained 
from administrative databases. Patient psy-
chiatric comorbidities (posttraumatic stress 

disorder [PTSD] or depression) diagnosed during the 2 years 
before the index date at any outpatient visit were assessed from 
electronic records. Prior utilization was defined as any utilization 
during the 12 months before the index date. Provider age, race/
ethnicity, and sex were determined from medical group records. 
The diagnosing clinic was defined as primary care (internal med-
icine or family practice), obstetrics and gynecology (OB/GYN), 
ED (or urgent care), or other. Language concordance was defined 
as the provider speaking the patient’s preferred language. Men-
tal health services referral (hereafter, e-referral) was defined as 
entry of electronic referral by the diagnosing provider within 60 
days after the index date. Within Kaiser, members may access 
MHS directly by calling the mental health intake line, as well as 
through provider-initiated referral. As shown in the Figure, our 
definition is conservative, as it excludes cases in which providers 
called the MHS intake line with the patient in the office, advised 
patients to call MHS on their own, or escorted the patient to 
colocated MHS providers in primary care clinics.

Statistical Analysis
We calculated the frequency of utilization among the en-

tire cohort and in strata defined by referral and by patient and 
provider characteristics. The c2 test was used to examine dif-
ferences in utilization by level of each characteristic.

We then used multivariate generalized estimating equation 
(GEE) logistic regression models that included patient and 
provider variables to determine which patient or provider fac-
tors explained the differences observed in utilization. We used 
the GEE method to account for clustering (correlation) of data 
by provider. Some providers identified multiple IPV-affected 
women. Therefore, provider characteristics (age, sex, race/
ethnicity, and clinic type) may be correlated within providers 
(concordance). Our outcome (ie, how likely a provider is to 
ensure that IPV-affected women are referred to and use MHS) 
may also be correlated within providers. The GEE provides a 
way to build a generalized linear model using correlated data 
and returning robust standard errors, even when the covari-
ance matrix specified in the model is not correctly specified.19

Patient-level variables included age, race/ethnicity (white, 
black, Latina, Asian, or other or missing), primary language 
(English, Spanish, or other), prior mental health diagnosis 

Take-Away Points
Intimate partner violence is a common event in women’s lives.

n 	 Lower rates of utilization of mental health services among women after intimate 
partner violence diagnosis by younger providers and in emergency department set-
tings suggest these as points of intervention to improve referral rates.

n 	 Utilization of mental health services is lower among nonwhite and non–English-
speaking patients, suggesting language barriers to care and possibly the need to tailor 
intimate partner violence programs to minority patients.
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37.8 (11.8) years, and there was significant racial/ethnic di-
versity (Table 1). Almost 90% spoke English as their primary 
language, whereas 8% spoke Spanish and 2% other languages. 
A language-concordant physician identified 92%. Prior men-
tal health diagnoses were common, with 25% having prior 
PTSD or depression. The mean age of diagnosing providers 
was 46 years; 64% of diagnosing providers were female. Most 
IPV-affected women were identified by providers working in 
primary care (48%), with fewer in OB/GYN (30%) or EDs 
(18%). The identifying provider performed e-referral to MHS 
within 60 days of IPV identification in 849 (12%) of 6870 
women.

	
Utilization

Among 6870 women with first IPV identification, 2527 
(37%) used MHS, including 550 patients with e-referral and 
1977 patients without e-referral (Table 2). All patient and pro-
vider characteristics were significantly associated (P <.003) with 
utilization among the entire cohort and among patients without 
e-referral. For example, among the entire cohort, having a prior 
PTSD (61%) or depression (46%) diagnosis was associated 

(PTSD with or without depression, depression only, or none), 
and prior utilization. Provider-level variables included provider 
age (quartiles), sex, race/ethnicity (white, black, Latina, Asian, 
or other or missing), clinic type (primary care, OB/GYN, ED, 
or other), and e-referral. In addition, models included dummy 
variables for calendar year of IPV identification to control for 
any temporal trends.

Because odds ratios (ORs) do not approximate the risk ratio 
when the outcome is common, as is the case in our study, we 
also calculated predicted probabilities for each category of each 
covariate, using least squares means. We present these results 
to facilitate interpretation of the predicted difference in prob-
ability of the outcome (utilization) in multivariate models. 
Commercially available statistical software (SAS, version 9.1; 
SAS Institute Inc, Cary, NC) was used for all analyses.

RESULTS
Study Subject Characteristics

Among 6870 adult women with first IPV identification be-
tween May 2004 and December 2009, the mean (SD) age was 

n  Figure. Patient Flow From Intimate Partner Violence (IPV) Diagnosis to Mental Health Services (MHS)
Utilizatiation

Provider diagnoses IPV
(N = 6870)

Provider refers
patient to MHS

Provider does not refer
patient to MHS
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to call MHS 
intake line

Sends 
electronic referral
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Shaded boxes indicate nodes that can be quantified.
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with higher probability of utilization than having no previ-
ously diagnosed mental health comorbidity (33%). English-
speaking patients (37%) were more likely to use MHS than 
those who spoke Spanish (32%) or other languages (28%), 
and patient–physician language concordance was associ-
ated with a 6% absolute higher utilization frequency. Patient 
age was associated with utilization, with highest utilization 
among patients aged 45 to 65 years (40%) and lowest utiliza-
tion among those aged 25 to 34 years (34%). Among pro-
vider characteristics, older provider age was associated with 
higher frequency of utilization (45% vs 37% for the youngest 
quartile, P <.001). Patients of female providers (40%) were 
more likely to use MHS than those of male providers (32%). 
Utilization was higher among patients diagnosed in primary 
care (41%) and OB/GYN (37%) clinics than among those 
diagnosed in EDs (21%).

Among patients with e-referral, utilization varied by 
patient race/ethnicity (P = .06), with white women most 
likely (72%) and Latinas least likely (58%) to use MHS 
(Table 2). Provider age was associated with utilization 
(P = .05), being highest among providers aged 46 to 54 
years (69%) and lowest among providers younger than 37 
years (62%). Utilization was highest among cases identi-
fied in primary care (68%), followed by OB/GYN (63%) 
and EDs (53%) (P = .007). Although the associations of 
prior mental health diagnosis, patient language, patient–
provider language concordance, and provider sex did not 
reach statistical significance, the absolute differences in 
rates of utilization between levels of each of these vari-
ables were similar to differences among patients without 
e-referral.

Multivariate GEE Models
In multivariate GEE models of utilization that con-

trolled for clustering of observations by provider (Table 3), 
e-referral was the strongest predictor of utilization (OR, 
4.40; 95% confidence interval [CI], 3.66-5.28). Odds of 
utilization were lower among blacks (OR, 0.71; 95% CI, 
0.57-0.89) and Latinas (OR, 0.62; 95% CI, 0.41-0.95) 
compared with whites. Furthermore, Spanish speakers had 
lower odds of utilization compared with English speakers 
(OR, 0.71; 95% CI, 0.57-0.89). Odds of utilization were 
higher among patients with prior mental health morbid-
ity. Patients identified by the oldest 2 quartiles of providers 
had modestly increased odds of utilization (OR, 1.33; 95% 
CI, 1.07-1.65 for the oldest providers). Utilization was not 
significantly different between those identified in Ob/gyn 
settings compared with those identified in primary care, 
but identification in EDs was associated with an OR for 
utilization of 0.46 (95% CI, 0.37-0.59).

n Table 1. Baseline Characteristics Among 6870 Women 
With First Identification of Intimate Partner Violence (IPV) 
Between May 2004 and December 2009

Characteristic No. (%)

Booked MHS appointment within 60 d 3144 (45.8)
Electronic referral to MHS within 60 d 849 (12.4)
Used MHS within 60 d 2527 (36.8)
Patient Characteristics
Age, y
    18-24 1179 (17.2)
    25-34 1766 (25.7)
    35-44 1814 (26.4)
    45-65 2111 (30.7)
Race/ethnicity
    Asian 451 (6.6)
    Black 716 (10.4)
    Latina 126 (1.8)
    White 2303 (33.5)
    Other or missing 3274 (47.7)
Language
    English 6175 (89.9)
    Spanish 552 (8.0) 
    Other 143 (2.1)
Language-concordant provider
   Yes 6283 (91.5)
   No 587 (8.5)
Prior mental health diagnosis
    Depression ± PTSD 159 (2.3)
    Depression only 1584 (23.1)
    None 5127 (74.6)
Provider Characteristics
Sex
    Male 2454 (35.7)
    Female 4416 (64.3)
Age, y
    <37 1311 (19.1)
    37-45 1653 (24.1)
    46-54 1609 (23.4)
    >55 1295 (18.9)
    Missing 1002 (14.6)
Race/ethnicity
    Asian 1538 (22.4)
    Black 217 (3.2)
    Latino 365 (5.3)
    White 3535 (51.5)
    Other 176 (2.6)
    Missing 1039 (15.1)
Clinic type
    Primary care 3312 (48.2)
    OB/GYN 2033 (29.6)
    ED 1239 (18.0)
    Other 286 (4.2)
Year of IPV Identification
    2004 659 (9.6)
    2005 1055 (15.4)
    2006 1093 (15.9)
    2007 1264 (18.4)
    2008 1337 (19.5)
    2009 1462 (21.3)

ED indicates emergency department; MHS, mental health services;  
OB/GYN, obstetrics and gynecology; PTSD, posttraumatic stress disorder.
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n Table 2. Mental Health Services Utilization Within 60 Days Among 6870 Women With First Identification of 
Intimate Partner Violence (IPV) Between May 2004 and December 2009a 

 
Entire Cohort  

(N = 2527)

Those With  
Electronic Referral  

(n = 550)

Those Without  
Electronic Referral  

(n = 1977)

Characteristic No. (%) P No. (%) P No. (%) P

Patient Characteristics
Age, y <.001 .27 <.001
    18-24 403 (34.2) 75 (59.1) 328 (31.2)
    25-34 591 (33.5) 133 (62.7) 458 (29.5)
    35-44 683 (37.7) 157 (65.4) 526 (33.4)
    45-65 850 (40.3) 185 (68.5) 665 (36.1)
Race/ethnicity <.001 .06 <.001
    Asian 155 (34.4) 36 (72.0) 119 (29.7)
    Black 212 (29.6) 49 (61.3) 163 (25.6)
    Latina 37 (29.4) 11 (57.9) 26 (24.3) 
    White 954 (41.4) 167 (72.3) 787 (38.0)
    Other or missing 1169 (35.7) 287 (61.2) 882 (31.4)
Language .002 .33 <.001
    English 2312 (37.4) 477 (65.8) 1835 (33.7)
    Spanish 175 (31.7) 61 (58.7) 114 (25.5)
    Other 40 (28.0) 12 (60.0) 28 (22.8)
Language-concordant provider .003 .25 <.001
   Yes 2344 (37.3) 486 (65.5) 1858 (33.5)
    No 183 (31.2) 64 (59.8) 119 (24.8)
Prior mental health diagnosis <.001 .10 <.001
    Depression ± PTSD 97 (61.0) 9 (69.2) 88 (60.3)
    Depression alone 735 (46.4) 140 (71.1) 595 (42.9)
    None 1695 (33.1) 401 (62.8) 1294 (28.8)
Provider Characteristics
Sex <.001 .10 <.001
    Male 780 (31.8) 179 (61.1) 601 (27.8)
    Female 1747 (39.6) 371 (66.7) 1376 (35.7)
Age, y <.001 .05 <.001
    <37 479 (36.5) 102 (62.2) 377 (32.9)
    37-45 547 (33.1) 124 (65.6) 423 (28.9)
    46-54 685 (42.6) 149 (69.3) 536 (38.5)
    >55 579 (44.7) 120 (67.8) 459 (41.1)
    Missing 237 (23.7) 55 (52.9) 182 (20.3)
Race/ethnicity <.001 .02 <.001
    Asian 574 (37.3) 114 (63.0) 460 (33.9)
    Black 68 (31.3) 16 (57.1) 52 (27.5)
    Latino 134 (36.7) 22 (51.2) 112 (34.8)
    White 1415 (40.0) 319 (69.1) 1096 (35.7)
    Other 84 (47.7) 19 (73.1) 65 (43.3)
    Missing 252 (24.3) 60 (55.1) 192 (20.7)
Clinic type <.001 .007 <.001
   Primary care 1366 (41.2) 356 (68.3) 1010 (36.2)
   OB/GYN 737 (36.5) 107 (62.9) 630 (33.8)
   ED 254 (20.5) 71 (52.6) 183 (16.6)
   Other 170 (59.4) 16 (69.6) 154 (58.6)
Year of IPV Identification

.18 .95 .16
    2004 235 (35.7) 48 (66.7) 187 (31.9)
    2005 381 (36.1) 81 (62.8) 300 (32.4)
    2006 377 (34.5) 88 (64.7) 289 (30.2)
    2007 454 (35.9) 96 (63.6) 358 (32.2)
    2008 509 (38.1) 119 (67.6) 390 (33.6)
    2009 571 (39.1) 118 (63.8) ` 453 (35.5)

ED indicates emergency department; OB/GYN, obstetrics and gynecology; PTSD, posttraumatic stress disorder. 
aData are given as No. (% utilization), among those in the column indicated. Among the entire cohort, 849 patients had electronic referral, and 6021 
patients did not have electronic referral.
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n Table 3. Generalized Estimating Equation Model of Predictors of Mental Health Services (MHS) Utilization 
Among 6870 Women With First Identification of Intimate Partner Violence Between May 2004 and December 2009a

 
Predictor

OR (95% CI) of  
MHS Utilization

% (95% CI) Predicted  
Probability of MHS Utilization

Received electronic referral

    No 1.0 [Reference] 35.9 (30.4-41.9)

   Yes 4.40 (3.66-5.28) 71.1 (64.4-77.0)

Patient age, y

    18-24 1.0 [Reference] 54.3 (46.1-62.2)

    25-34 0.92 (0.76-1.12) 52.3 (45.2-59.2)

    35-44 1.02 (0.84-1.25) 54.8 (48.0-61.4)

    45-65 1.02 (0.82-1.26) 54.7 (48.2-61.2)

Patient race/ethnicity

    White 1.0 [Reference] 58.3 (51.7-64.7)

    Asian 0.98 (0.76-1.25) 57.7 (49.3-65.7)

    Black 0.71 (0.57-0.89) 49.9 (42.1-57.6)

    Latina 0.62 (0.41-0.95) 46.4 (34.7-58.5)

    Other 0.91 (0.73-1.13) 56.0 (48.2-63.5)

    Missing 0.90 (0.79-1.03) 55.7 (49.3-61.9)

Patient language

    English 1.0 [Reference] 59.2 (54.0-64.2)

    Spanish 0.71 (0.57-0.89) 50.8 (43.8-57.8)

    Other 0.75 (0.46-1.21) 52.0 (39.1-64.6)

Prior mental health diagnosis

    None 1.0 [Reference] 44.3 (38.5-50.3)

    Depression without PTSD 1.35 (1.17-1.57) 51.9 (45.5-58.2)

    PTSD 2.38 (1.17-3.44) 65.4 (55.1-74.4)

Prior MHS visit

    No 1.0 [Reference] 43.3 (36.9-49.8)

   Yes 2.37 (2.04-2.76) 64.4 (57.6-70.7)

Provider age, y

    <37 1.0 [Reference] 51.4 (44.2-58.6)

    37-45 0.86 (0.68-1.09) 47.7 (40.5-54.9)

    46-54 1.33 (1.06-1.66) 58.4 (50.7-65.7)

    >55 1.33 (1.07-1.65) 58.5 (50.7-65.8)

Provider sex

    Male 1.0 [Reference] 54.0 (46.8-61.0)

    Female 1.01 (0.85-1.19) 54.1 (47.4-60.6)

Provider race/ethnicity

    White 1.0 [Reference] 55.0 (48.6-61.3)

    Asian 1.02 (0.81-1.28) 55.5 (48.3-62.5)

    Black 0.71 (0.51-0.99) 46.6 (36.6-56.8)

    Latino 1.02 (0.81-1.28) 55.4 (45.7-64.8)

    Other or missing 1.10 (0.89-1.28) 57.4 (49.3-65.2)

Clinic type

    Primary care 1.0 [Reference] 55.9 (49.2-62.4)

    OB/GYN 0.91 (0.73-1.14) 53.7 (46.7-60.5)

    ED 0.46 (0.37-0.59) 37.1 (29.7-45.1)

    Other 1.74 (1.29-2.34) 68.8 (59.8-76.5)

CI indicates confidence interval; ED, emergency department; OB/GYN, obstetrics and gynecology; OR, odds ratio; PTSD, posttraumatic stress disorder. 
aModel is controlled for year of identification.
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As expected, we found similar point estimates but wider 
CIs using GEE models vs using multivariate logistic regression 
models that did not account for clustering of observations.19 
The finding that each association remained significant when 
using GEE models suggests that the findings are robust.

DISCUSSION
Among 6870 adult women with first identification of IPV, 

37% used MHS within 60 days of identification. In multi-
variate models that included patient-level and provider-level 
variables, receiving provider-initiated electronic referral was 
the strongest predictor of utilization. Odds of utilization were 
lower among black and Latina patients, Spanish-speaking 
patients, and those identified in EDs. Provider demographic 
characteristics were unassociated with utilization, other than 
a modest association with older provider age.

To the best of our knowledge, this is the first published 
study to assess predictors of MHS utilization among IPV-
affected women identified in the healthcare setting. It is also 
the only study to date offering information on both provider 
and patient characteristics associated with utilization. The lit-
erature on referral rates of patients with other types of trauma 
is sparse. In one study20 of patients hospitalized because of 
traumatic physical injury, 19% received MHS referral, and 
51% of those used MHS. These data were based on patient 
self-report and excluded patients with injuries caused by do-
mestic violence. The lower referral rate in our study (12%) 
likely reflects our conservative definition of referral (Figure). 
The high utilization rate among referred patients may reflect 
the straightforward patient access to MHS within Kaiser.20

Two prior studies21,22 examined patient factors related to 
help-seeking behavior, including obtaining MHS, among IPV-
affected patients. In a study23 of men and women with PTSD, 
factors such as patient need (symptoms causing distress) and 
predisposing characteristics (age, sex, race/ethnicity, and lan-
guage) were found to be important in determining receipt of 
MHS treatment. Patients experiencing high levels of distress 
were more likely to receive treatment. Our study may reflect 
similar patterns of help-seeking behavior, as patients with prior 
diagnosis of PTSD or depression were more likely to use MHS.

There are several potential explanations for our finding that 
women who were Spanish speaking, black, or Latina were less 
likely than English-speaking or white women to use MHS. It 
was previously found that the most common reasons for IPV-
affected women to accept referral were unhappiness with their 
situation, fear for their physical well-being, concern about 
their children who witnessed abuse, and the suggestion by a 
healthcare provider that their symptoms could be related to the 
abuse.18 Although many persons who experience mental health 

disorders do not seek treatment, this is particularly true among 
minority populations.24 Racial/ethnic minorities may differ in 
their tendency to associate mental health problems with their 
symptoms. If clinicians do not discuss connections between IPV 
and a patient’s symptoms, patients may not anticipate benefit in 
MHS follow-up. One study25 of patients with depression showed 
less clinician–patient communication and rapport building 
among some racial/ethnic minority patients. This could also af-
fect the likelihood of patients’ using MHS. In addition, minority 
or non–English-speaking groups may be more likely than white 
English-speaking patients to choose other support networks (eg, 
clergy or advocacy agencies) as alternatives to MHS.24 It is pos-
sible that women with prior mental health diagnosis were more 
likely to accept care because of higher levels of psychological 
distress. Alternately, higher utilization might reflect return to a 
previously established mental health provider.

Our study has several limitations. First, some women who 
experience IPV are never identified in the medical setting. 
Our study did not investigate this phenomenon. Second, our 
definition of referral is conservative, as we were unable to de-
termine which women were referred through in-clinic tele-
phone calls for immediate MHS intake or through a provider’s 
verbal directions to call the MHS intake line. Third, we lack 
data to identify women who obtained MHS or social services 
outside of Kaiser. Our estimation of predictors of utilization 
would be biased if certain groups of women were more likely 
to seek outside services. However, because MHS within Kaiser 
are a covered benefit for most members, there is a cost incen-
tive for women to use services within Kaiser. Fourth, we did 
not collect information from women about why they did or 
did not use MHS. Fifth, data on sex, race/ethnicity, and age 
are missing from 15% of diagnosing providers. Almost all of 
these were working per diem in EDs. Sixth, we lacked data on 
duration, type (physical, sexual, or emotional), and severity of 
IPV. It is possible that these characteristics affected the likeli-
hood of utilization.

Our study has multiple strengths. First, we present data from 
a large cohort of women identified as IPV survivors at Kaiser, 
which provides medical care to more than 3 million individu-
als. Our findings have applicability to a large segment of the 
population. Second, our electronic databases allow complete 
ascertainment of clinically recognized IPV, electronic referral, 
and utilization within Kaiser. Our ability to fully capture utili-
zation data obviates the possibility of recall bias.

Our findings suggest several potential targets for interven-
tions to increase rates of utilization among women experiencing 
IPV who present to the healthcare system. First, there is a par-
ticular need to focus on improving rates of provider referral, as 
the present study and previous investigations have found that 
provider referral has the strongest relationship to utilization, far 
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outweighing that of patient characteristics.20 Ongoing training 
for providers about what the health consequences of IPV are 
and how to refer to appropriate services may improve referral 
rates. Second, interventions need to focus on increasing uti-
lization among non–English-speaking and nonwhite women. 
Although providers are more likely to refer these patients, they 
are less likely to use services. This suggests that addressing lan-
guage barriers to care may be a useful intervention. Alternately, 
these patients may prefer community-based rather than medi-
cal system–based care. Third, lower utilization among black 
and Latina women suggests that services might be, or might 
be perceived to be, culturally inappropriate. Fourth, additional 
training of providers, particularly those who are younger or are 
practicing in EDs, might increase rates at which providers refer 
IPV survivors to MHS. After controlling for e-referral, utiliza-
tion did not differ between OB/GYN and primary care clinics, 
although it remained significantly lower for EDs.

Additional study should determine the comparative effec-
tiveness of strategies to improve provider referral, which is pri-
marily dependent on provider knowledge and behavior, as well 
as how to ensure timely access to culturally and linguistically 
appropriate services. Furthermore, future community-based 
participatory research might best determine how to deliver 
appropriate services to members of racial/ethnic, cultural, or 
linguistic minorities and to women of different ages. In partic-
ular, it will be important to further examine MHS utilization 
by race/ethnicity and by other social factors. There is a need 
to interview women who do not use MHS after referral, to de-
termine whether they are seeking medical services outside of 
the Kaiser system, obtaining services from community-based 
organizations, or seeking help from social networks, including 
family, friends, or clergy. It is important to determine if these 
findings can be duplicated in other healthcare systems that 
have implemented a coordinated approach to IPV prevention.
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