
Domestic violence (DV) is a major public health
problem1,2 with high healthcare and social
costs.3-12 The full cost of DV is difficult to esti-

mate, because even when women seek healthcare for
the sequelae of abuse they rarely disclose the abuse
unless directly questioned, and clinicians frequently fail
to do so.13-15 Nevertheless, most women (including
abuse victims) concur that doctors should ask about
abuse.13,16,17

A growing understanding of the dynamics of abuse18

and of its prevalence and health costs has led medical
organizations to develop clinical practice guidelines for
dealing with DV problems. Some guidelines adopt a flex-

ible approach based on “routine inquiry” in specific
populations or when patients present with certain
symptoms. Others recommend universal screening with
standardized screening questions.19-23 Recent initiatives
in managed care and other healthcare settings indicate
that system-level, multifaceted, clinician behavior-
change strategies can significantly increase DV second-
ary prevention activities.24-26 When healthcare
organizations consider such initiatives, they face policy
decisions about the level of resource investment
required to achieve their goals. Currently, research
findings are not available to inform these decisions.

The background for this study was an initiative by a
large health maintenance organization’ (HMO) to
enhance secondary prevention of DV among members.
The HMO recruited medical and administrative repre-
sentatives to a task force on family violence that defined
DV-related quality improvement goals, recommended
system-level changes to support them, and undertook
an organizational cultural change process. In this con-
text, we evaluated 2 multifaceted implementation strate-
gies, each representing a different level of HMO
resource investment.

METHODS

Study Site
The study setting was a large, not-for-profit group

practice HMO in the northwestern United States.

Study Design
The HMO’s decision to undertake its system-level

initiative predated the planning of our research project,
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ruling out a study design with a control group unex-
posed to the planned initiative. We therefore chose a “2
new interventions” pre/post design27 and compared the
basic HMO implementation strategy with a second strat-
egy that augmented the basic strategy with additional
resources. The 11 HMO medical offices with depart-
ments of internal medicine (IM), family practice (FP),
obstetrics/gynecology (OB/gyn), or pediatrics were pur-
posively divided into 2 study arms with approximately
equal total numbers of clinicians and relatively bal-
anced numbers from each specialty. Clinicians’ expo-
sure to the basic or augmented strategy was determined
by the study arm of their medical office. Female
patients’ exposure status was determined by that of
their clinicians.

Implementation Strategies
Basic Implementation Strategy (BIS). The task

force’s implementation strategy included writing and
disseminating a DV guideline, traditional continuing
medical education (CME), and clinical and environ-
mental supports and cues to increase clinician inquiry
and patient self-disclosure of DV exposure. The guide-
line adopted a “routine inquiry” rather than a univer-
sal screening approach,28 recommending that primary
care clinicians routinely ask about DV exposure of
female patients and mothers of pediatric patients at
“health maintenance visits” (eg, visits for nonacute
care including routine check-ups, routine pregnancy
visits, and “well-baby” care) and of all patients whose
symptoms suggest abuse. The task force charged local
medical office managers with setting up DV response
teams (consisting usually of nurses, medical assistants,
social workers, and occasionally a female physician) to
intervene with identified DV-exposed persons. The task
force organized a half-day conference to train DV
response team members and other clinicians. Two pri-
mary care clinician task force members wrote an arti-
cle describing the clinician’s role in response to DV for
the HMO’s local medical journal.29 An article describing
the signs and dynamics of DV and encouraging HMO
members to discuss DV problems with their primary
care clinicians appeared in the HMO’s member
newsletter.30 Plastic dispensers containing “calling
cards” with information about community resources
for DV victims were placed in all the HMO’s restrooms.
Printed materials were developed and distributed,
including patient brochures and pocket reminders for
clinicians about screening, safety assessment, safety
planning, and community referral resources. The HMO
allotted 4 hours per month to the pediatrician cochair
of the task force to oversee implementation. Medical
office managers received modest earmarked funds for

materials to support staff training and to purchase
Polaroid cameras for documenting abuse. However, the
BIS allotted no HMO funds to support medical office
staff time dedicated to implementation activities.

Augmented Basic Implementation Strategy (ABIS).
The ABIS augmented the BIS by giving medical office
social workers paid time, funded by the research proj-
ect, to assume a structured role as DV social change
agents31 (5.2 months of full-time employment for the
18-month study period for all the ABIS social workers
together). The social workers’ role involved (1) convey-
ing information to clinicians about DV prevalence and
risk markers, dynamics of abusive relationships, etc; (2)
advocating an active primary care clinician role in sec-
ondary prevention; (3) elucidating the appropriate goals
of screening and intervention activities; and (4) model-
ing secondary prevention skills (ie, asking patients
about DV, danger assessment, documenting abuse, etc).
They undertook these activities in department meetings
and in individual “academic detailing”-style contacts32

with clinicians. A full description of the ABIS activities
can be found at http://www.kpchr.org/public/dv/append1.
pdf.

Study Subjects
Clinician Subjects. Clinician subjects included all

IM, FP, health appraisal (HAP), pediatric, and OB/gyn
physicians, physician assistants, and nurse practition-
ers in the HMO’s main metropolitan area (n = 273).
These clinicians received the baseline survey question-
naire; clinicians in this group who remained in their
original study arm during the 10-month implementa-
tion period and worked at least 6 months in a single
medical office (n = 238) also received the postinterven-
tion questionnaire. Pre- and postintervention survey
response rates were 74.4% and 68.9%, respectively. In
all, 50.2% of the preintervention sample responded to
both surveys. Data on these 137 clinicians were used to
assess changes in clinician-level outcomes.

Female Patient Subjects. The initial sampling frame
for the independent pre- and postintervention IM, FP,
and OB/gyn female patient samples was “health mainte-
nance visits” by women aged 18 to 45 years to clinicians
in these specialties during the pre- or postintervention
evaluation period (January 29 through April 4, 1996,
and February 2 through April 20, 1997, respectively)
identified through the HMO’s appointment and
encounter databases. To create the pediatric visit sam-
pling frames, we identified “well-baby” visits by infants
aged 0 to 24 months to the pediatrics department dur-
ing the same time periods and used the HMO’s hospital
admissions and discharge database to link these infants
to the women aged 18 to 45 years who had given birth

Preventing Domestic Violence



708 THE AMERICAN JOURNAL OF MANAGED CARE OCTOBER 2004

Table 1. Distribution of Study Variables in Clinician Pre- and Postintervention Samples

Preintervention Sample Postintervention Sample
Variable (n = 203) (n = 164)

Clinician Personal and Professional Traits
Age, mean ± SD, y                                                                       43.9 (6.9)                                        45.0 (6.7)

Sex, %
Female 50.2 47.6
Male 49.8 52.4

Profession, %
Physician 72.4 69.5
Nurse practitioner 16.7 18.3
Physician assistant 10.8 12.2

Specialty department, %
Internal medicine 39.9 37.8
Family practice 19.7 18.3
Pediatrics 19.2 18.9
Obstetrics/gynecology 17.2 18.3
Health appraisal 3.9 6.7

Years in primary care practice, mean (SD)                                       12.7 (7.4)                                        14.2 (6.6)

Years employment in this HMO, mean (SD)                                      8.5 (7.1)                                          9.6 (7.0)

Clinician's opinion about best approach to screening women NA
for DV exposure, %

Routinely ask patients at health maintenance visits 74.5 ---
Ask only women who are at high risk 8.2 ---
Let clinician decide who to ask 15.3 ---
Let the woman bring the subject up herself 2.0 ---

Hours of CME training on DV in last year, %
None 61.6 36.0
1–2 hours 18.7 39.0
≥3 hours 19.7 25.0

Percentage of female patients screened for DV in past 3 months, %
None 30.0 21.3
1%–9% 38.4 31.7
≥10% 31.5 47.0

Percentage of female patients with whom clinician discussed 
a DV problem in past 3 months, %

None 22.2 18.3
1%–9% 51.7 46.3
≥10% 26.1 35.4

Primary Outcome Measures: Clinician knowledge, attitudes, and 
reported practices about secondary prevention of DV

Readiness to change (categories), %
Precontemplation: Doesn't screen routinely, doesn't intend 29.6 20.7
to start in next 6 months
Contemplation: Doesn't screen routinely now, but intends 31.0 28.0
to start in next 6 months
Preparation: Doesn't screen routinely now, but intends 22.7 15.2
to start in next 30 days
Action: Screens routinely now, but has been doing so for 5.9 15.2
less than 6 months
Maintenance: Screens routinely now, and has been doing 10.8 20.7
so for more than 6 months

(continued)

CLINICAL

Totals do not always add up to 100% because of rounding. 
*Improvement in mean scores statistically significant at P < .001.
CME indicates continuing medical education; DV, domestic violence; HMO, health maintenance organization; NA, not available.
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to them. We then converted the visit sampling frames to
sampling frames of unique women and randomly sam-
pled them according to their most recent visit (one
third from IM, FP, and HAP; one third from OB/gyn; and
one third from pediatrics). Final sample sizes were n =
1925 and n = 1979 for the pre- and postintervention
samples, respectively. Response rates for the pre- and
postintervention female patient surveys were 85.8% (n =
1652) and 80.7% (n = 1598), respectively. 

Data Sources
Clinician Self-Administered Questionnaires. Struc-

tured questionnaires were mailed to clinician subjects
in April through May 1996 (preintervention) and April
through May 1997 (postintervention). They elicited
data on DV-related knowledge, attitudes, and reported
practices (KAP).

Patient Telephone Surveys. Specially trained inter-
viewers conducted 8- to 10-minute structured tele-
phone interviews with female patient subjects in April
through May 1996 (preintervention) and April through
May 1997 (postintervention) to obtain data on sociode-
mographic characteristics, rates of clinician inquiry
about DV, rates of DV disclosure, and satisfaction with
the HMO’s efforts to address DV problems.

All study procedures were approved by the organiza-
tion’s human subjects review committee. The content of

both questionnaires can be viewed at http://www.
kpchr.org/public/dv/append2.pdf.

Study Measures
Primary Outcome Measures
(1)Proportion of women asked about DV exposure at

their (or their infant’s) recent health maintenance
visit. After providing a definition of DV, interview-
ers asked each respondent whether, at her recent
appointment with a specific clinician, anyone had
asked her about current or past DV exposure.

(2)Clinicians’ DV-related KAP. We based these meas-
ures on Prochaska and DiClemente’s “transtheo-
retical model” for modeling lay people’s readiness
to change their health behaviors,33-35 which has
also been adapted to model physicians’ readiness
to adopt new clinical behaviors,36,37 and on rele-
vant questionnaires.15,38,39

(a) Readiness to change: Clinicians were asked 
where they fell on Prochaska and DiClemente’s
“readiness to change” scale33 as adapted by
us for DV screening. (See Table 1 for scale
categories.)

(b) Process of change: a scale of 10 items repre-
senting each step in the process of change
identified by Prochaska et al.35 Cronbach’s
alpha40 was .79 and .80 for the pre- and post-
intervention surveys, respectively.
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Table 1. Distribution of Study Variables in Clinician Pre- and Postintervention Samples (Continued)

Preintervention Sample Postintervention Sample
Variable (n = 203) (n = 164)

Scores, mean (SD)

Readiness to change, range = 1 (precontemplation) 2.37 (1.27) 2.87 (1.44)
to 5 (maintenance)*

Process of change, range = 1 (low) to 6 (high)* 3.70 (0.82) 4.19 (0.78)

Decisional balance, range = 1 (low) to 6 (high)
Pros of routine inquiry about DV exposure 4.24 (0.85) 4.42 (0.78)
Cons of routine inquiry about DV exposure 3.25 (1.12) 3.07 (1.14)

Self-efficacy in secondary prevention of DV, 3.64 (0.86) 4.40 (0.81)
range = 1 (low) to 6 (high)*

Frequency of inquiry for “red-flag” symptoms, 2.59 (0.83) 2.88 (0.83)
range = 1 (never) to 6 (always)*

General knowledge about DV, range = 0 (low) to 9 (high) 4.39 (1.62) 4.42 (1.49)

Knowledge about mandated reporting requirements, 2.18 (1.16) 2.41 (1.11)
range = 0 (low) to 4 (high)

Attitude toward medical office social worker as source of 3.34 (1.33) 3.85 (1.38)
help for DV-related patient care, range = 1 (very negative) 
to 6 (very positive)*

Totals do not always add up to 100% because of rounding. 
*Improvement in mean scores statistically significant at P < .001.
CME indicates continuing medical education; DV, domestic violence; HMO, health maintenance organization; NA, not available.
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(c) Decisional balance: a 4-item scale measuring
advocacy of the “pros” of routine inquiry and
a 3-item scale measuring advocacy of its
“cons.” Alpha for the “pros” measure was .62
for both the pre- and postintervention sur-
veys. For the “cons” measure, alphas were .66
and .68 for the pre- and postintervention sur-
veys, respectively.

(d) Self-efficacy: an 8-item scale measuring clini-
cians’ perceptions about their self-efficacy in
DV detection and intervention. Alphas were
.81 and .83 for the pre- and postintervention
surveys, respectively.

(e) Frequency of inquiry for “red-flag” symptoms:
a 6-item scale measuring the likelihood
that clinicians would ask about DV expo-
sure of patients presenting with injuries,
chronic pelvic pain, irritable bowel syn-

drome, headaches, depression/anxiety, and
fibromyalgia. Alphas were .90 and .87 for the
pre- and postintervention surveys, respectively.

(f) General knowledge about DV: Eight questions
about general DV knowledge.

(g) Knowledge about mandated reporting laws:
Four questions about state-mandated report-
ing laws.

(3)Clinicians’ perceptions about medical office social
workers as DV experts. This 2-item scale meas-
ured clinicians’ view of social workers as a
resource for help in dealing with DV problems.
Pre- and postintervention alphas were .52 and
.68, respectively.

Independent Variables. The primary independent
variable was exposure status (BIS or ABIS). Covariates
for the patient samples included age, education and

CLINICAL

Table 2. Summary of Linear Regression Models (β) Predicting Clinicians’ Postintervention Scores on Measures of 

General Knowledge Knowledge About Readiness to
Predictor Variable About DV Mandated Reporting Laws Change Score

Study arm
Basic implementation strategy (reference) — — —
Augmented basic implementation strategy −0.007 −0.18 −0.05

Baseline KAP measure score 0.36‡ 0.42‡ 0.49‡

Sex NA NA NA
Men  (reference)
Women

Profession NA NA
Physician, physician assistant (reference) —
Nurse practitioner 1.05*

Specialty department NA NA NA
Internal medicine (reference)
Family practice
Obstetrics/gynecology
Health appraisal
Pediatrics

Estimated prevalence of DV in own practice >10% NA NA
≤10% (reference) —
>10 % −0.43

Significance of model, P .0001 .0001 .0001

Adjusted R2 for model 0.13 0.18 0.33

N = 137 for each model.
*P ≤.001.
†P ≤.05.
‡P ≤.0001.
DV indicates domestic violence; KAP, knowledge, attitudes, and self-reported practices; NA, not available (variable was not entered into trimmed regression model).
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income levels, race/ethnicity, and marital, pregnancy,
and employment status. For the clinician samples,
covariates included age, sex, profession, specialty, years
practicing in the specialty, and years working in
the HMO.

Statistical Analysis
The analysis focused on detecting whether exposure

to the ABIS was associated with significantly greater
improvement in study outcomes than exposure to the
BIS. For the clinician-level outcomes, we developed
multivariate linear regression models to examine,
among clinicians who responded to both the pre- and
postintervention surveys, the effect of study arm on
postintervention KAP scores, while controlling for
preintervention scores and relevant covariates.

For patient-level outcomes, we used logistic regres-
sion to model postintervention rates of clinician inquiry

while controlling for relevant covariates. We merged the
pre- and postintervention female patient sample data
and created dummy variables that expressed the effect
of time (time 1 = preimplementation, time 2 = postim-
plementation), study arm, and the interaction between
the 2. For both clinician- and patient-level outcomes,
the final trimmed models maximized the explained vari-
ance for each outcome.

The above analyses did not account for the intraclass
correlation possible in our nested study design (female
patients nested within clinicians nested within special-
ty departments). Because the presence of significant
intraclass correlation would lead to overstatement of
the magnitude of any significant intervention effects
found in separate analyses of patient outcomes, we veri-
fied our finding about the effects of study arm on
inquiry rates using multilevel analysis41 among the sub-
sample of 70 clinicians who responded to both the pre-

Preventing Domestic Violence

DV-Related Knowledge, Attitudes, and Self-Reported Practices

Process of “Pros” of “Cons” of Frequency of Inquiry for
Change Score Routine  Inquiry Routine Inquiry Self-Efficacy Score “Red-Flag” Symptoms

— — — — —
0.32* 0.38* −0.33† 0.20 0.01

0.61‡ 0.59‡ 0.49‡ 0.34‡ 0.55‡

NA
— — — —

0.24† 0.26‡ −0.21 0.35‡

NA NA NA NA NA

NA NA
— — —

0.39 0.04 0.08
−0.55† −0.03 0.37†

−1.06* 0.56† 0.47†

0.21 −0.29 −0.27

NA NA NA NA
—

−0.31

.0001 .0001 .0001 .0001 .0001

0.49 0.44 0.43 0.22 0.39



and postintervention surveys and also had visits by
female patient respondents to both the pre- and postin-
tervention patient surveys.

RESULTS

Clinician Findings
Personal and professional traits were similar among

survey respondents and nonrespondents, with 1 excep-
tion: the response rates of female clinicians were sig-
nificantly higher than those of the male clinicians.
Clinicians who responded to both surveys were similar
to those who responded to only 1. At baseline, clini-
cians in the 2 study arms had similar personal and pro-
fessional characteristics and DV-related KAP.

Table 1 shows the distribution of study variables in
the pre- and postintervention clinician samples. In the
preintervention sample three fourths of the clinicians
supported the task force’s “routine inquiry” approach to
DV detection. The proportion of clinicians who were in
either the “action” or “maintenance phase” stage of
readiness to routinely inquire about DV exposure rose
from 16.7% at baseline to 35.9% at follow-up. All mean
KAP scores except for general knowledge about DV
improved between baseline and follow-up. The improve-
ment in mean scores on readiness to change, process of
change, self-efficacy, inquiry for red-flag symptoms,
and perceptions about social workers as DV experts was
statistically significant at P <.001. Improvement in
mean scores on knowledge about pros and cons of rou-
tine inquiry and mandated reporting requirements was
not statistically significant (P <.10). Self-reported DV
CME and detection and intervention activities also
increased.

Table 2 summarizes the trimmed multivariate mod-
els predicting, among clinicians who responded to both
surveys, postintervention scores on each KAP measure.
Exposure to the ABIS was associated with significantly
greater improvement only on process of change and
pros of routine inquiry. For all KAP measures, the
strongest predictors of postintervention scores were
baseline score values. Another noteworthy finding was
the effect of clinician specialty on scores for the cons of
routine inquiry, self-efficacy, and inquiry for red-flag
symptoms: relative to IM clinicians, OB/gyn and HAP
clinicians’ postintervention scores showed greater
improvement, whereas pediatric clinicians showed
considerably less improvement.

Our multivariate model predicting individual clini-
cians’ postintervention scores on perceptions of the med-
ical office social workers as DV experts indicated that
improvement on this measure was strongly associated with
exposure to the social workers’ social change agent role in

the ABIS arm (beta for exposure to the ABIS [vs the BIS] =
.85, P = .0001 for ABIS exposure and the model).

A related finding regarding the social workers’ role
as social change agents was that, at follow-up, 78.8%
of ABIS arm clinicians knew about their medical
office’s DV response team, compared with only 48.8%
of BIS arm clinicians (P = .0001). In addition, clini-
cians in the ABIS arm were much more likely to have
learned about the DV guideline from their medical
office social worker than were clinicians in the BIS
arm (data not shown).

Female Patient Findings
Respondents to the pre- and postintervention sur-

veys were significantly older than nonrespondents
(P = .004). In both samples, women in the ABIS arm
were significantly older and more educated than
women in the BIS arm and had slightly higher income
levels. In the preintervention sample, ABIS female
patients were more likely to be pregnant and of minor-
ity race/ethnicity. At baseline, patient-reported levels
of clinician inquiry about DV were similar in the BIS
and ABIS study arms.

Table 3 shows the distribution of study variables
for the pre- and postintervention samples for female
patients. At baseline, 2.9% of the respondents report-
ed being asked about DV exposure at their recent
health maintenance visit; this figure rose to 9.5% at
follow-up (P = .001). The proportion of women who
reported discussing a DV problem with a clinician
during the medical visit increased from 0.7% (n = 12)
at baseline to 1.2% (n = 19) at follow-up, but this was
not statistically significant. Women’s satisfaction with
the HMO’s efforts to address DV problems rose dra-
matically during the study period; the proportion of
respondents who were “very” or “somewhat” satisfied
rose from 38.5% at baseline to 64.2% at follow-up
(Table 3).

Table 4 shows the multivariate logistic regression
model predicting the effect of study arm on inquiry
rates. The odds ratio for time 2 reflects the highly sta-
tistically significant overall increase in inquiry rates
during the study period. The odds ratios for the ABIS
arm and for the interaction term Time 2 × Study Arm
indicate that the ABIS had no greater effect on inquiry
rates than the BIS. Rather, inquiry rates were a func-
tion of patient characteristics and clinician specialty.
Clinician inquiry was more likely among pregnant than
nonpregnant women, less likely among college gradu-
ates than among less educated patients, and apparent-
ly unrelated to women’s actual lifetime experience of
DV. Internal medicine and pediatric clinicians had par-
ticularly poor showings relative to those in other

CLINICAL
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departments. The visi-
bility of printed mate-
rials about DV in the
medical office and the
examination room
was strongly as-
sociated with higher
inquiry rates. Our mul-
tilevel analysis of this
patient-level outcome
variable confirmed the
absence of a significant
effect of study arm on
inquiry rates (results
not shown).

DISCUSSION

The “routine in-
quiry” approach to DV
detection and inter-
vention adopted by
this HMO is consistent
with other DV guide-
lines and was support-
ed by the clinicians
who were expected
to carry it out. The
task force’s overall
approach to clinician
behavior change—a
multifaceted, system-
level quality improve-
ment process—has
proven effective-
ness.24,31 The special
contribution of our
study is its compari-
son of the effective-
ness of 2 system-level
i m p l e m e n t a t i o n
strategies involving
different levels of
HMO resource in-
vestment. Our find-
ings thus have
implications for poli-
cy decisions of HMOs
about the level of
resources needed to
achieve DV-related
organizational goals.
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Table 3. Distribution of Study Variables in Pre- and Postintervention Female Patient
Samples

Preintervention Sample Postintervention Sample
Variable (n = 1652) (n = 1598)

Age
≤25 years 25.9 25.3
26–35 years 44.6 44.6
36–45 years 29.5 30.1

Educational level
≤12th grade 36.8 37.5
Some college 33.1 32.7
College graduate 30.1 29.7

Marital status
Married or lives with partner 74.0 72.7
Single or widowed 17.3 19.9
Divorced or separated 8.7 7.4

Employment status
Not employed outside home 29.5 29.1
Employed, works full time 51.8 50.9
Employed, works part time 18.7 20.0

Income level, $
<19 999 20.1 18.3
20 000–29 999 17.3 18.0
30 000–49 999 36.0 31.9
≥50 000 26.6 31.8

Race/ethnicity
White/Caucasian 87.2 87.2
Other 12.8 12.8

Has children
Yes 73.4 71.1
No 26.6 28.9

Pregnancy status at time of recent 
health maintenance medical appointment

Not pregnant 90.2 90.4
Pregnant 9.8 9.6

Did woman see posters, handouts, etc about 
DV during appointment?

Yes, only in examination room 19.3 34.1
Yes, in examination room and elsewhere 3.8 7.8
Yes, not in examination room but elsewhere 5.6 6.9
No 71.3 51.2

Was woman asked about DV exposure at recent 
health maintenance medical appointment?

Yes 2.9 9.5
No 97.1 90.5

Did woman discuss a DV problem with a clinician 
during the appointment?

Yes 0.7 1.2
No 99.3 98.8

Satisfaction with HMO’s efforts to deal with 
DV problems

Very satisfied 18.5 35.6
Somewhat satisfied 20.0 28.6
Not very satisfied 4.2 3.1
Not at all satisfied 1.5 1.3
Don't know, no opinion 55.0 31.4

Values are percentages. Totals do not always add up to 100% because of rounding. 
DV indicates domestic violence; HMO, health maintenance organization.
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The task force delegated responsibility for imple-
mentation to local medical office managers to minimize
additions to existing operating budgets. The strengths
of such a decentralized approach are the resulting flex-
ibility for managers and medical staff to develop imple-
mentation strategies that suit their particular clinical
settings and the potential such flexibility creates for
the emergence of local initiatives and opinion leaders.
Its weakness is that if barriers to the desired change are
substantial, the change simply may not happen. 

The ABIS addressed poten-
tial barriers—especially insuf-
ficient staff/resources and
absence of staff or patient KAP
needed to support the
change—by creating a struc-
tured, paid role for medical
office social workers as DV
social change agents. In this
instance, the research budget
paid the cost of the social
workers’ role; in principle,
however, this additional cost
was a substantial HMO
resource investment com-
pared with that of the BIS.

Our finding that the BIS
alone led to significant im-
provements in clinicians’ DV-
related KAP and inquiry rates
over a relatively short period
should be encouraging to
other healthcare organiza-
tions considering undertaking
such initiatives—especially
because the endeavor occurred
in a pressured primary care
environment and addressed
an issue as challenging as
dealing with DV.15 Yet our
finding that the added invest-
ment in the ABIS did not
result in an additional incre-
ment in inquiry rates requires
explanation.

The most likely explana-
tion for the ABIS’s lack of
added effect on most out-
comes involves the high prior-
ity given to implementing the
HMO’s DV quality improve-
ment initiative in medical
offices in both study arms.

The fact that nearly all the medical office administra-
tors, social workers, and DV response team members
were women is also probably important. Once given the
mandate to address the issue and a suggested imple-
mentation approach, these female health professionals
energetically did so. In practice, the implementation
activities adopted by the BIS medical offices included
many elements of the program we developed for the
ABIS. However, in carrying out planned DV social
change activities, ABIS social workers ran up against
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Table 4. Predictors of Rate of Clinician Inquiry About Exposure to Domestic
Violence: Multivariate Logistic Regression Analysis of Intervention Effects

95% Confidence Interval
Odds

Variable Ratio Lower Upper P

Time of survey
Time 1 = Preimplementation — — — —
(reference)
Time 2 = Postimplementation 3.75 2.41 5.84 .0001

Study arm
Basic regional implementation strategy — — — —
(reference)
Augmented basic implementation strategy 0.86 0.47 1.55 .61

Time 2 × Study Arm 0.73 0.36 1.47 .38

Pregnant at time of survey? (Yes) 1.95 1.28 2.98 .002

College graduate? (Yes) 0.64 0.45 0.92 .02

Any lifetime exposure to domestic 
violence? (Yes) 1.28 0.93 1.75 .13

Saw printed materials on DV at health 
maintenance visit?

No (reference) — — — —
Yes, in examination room 2.64 1.91 3.99 .0001
Yes, but not in examination room 1.73 0.94 3.16 .08

Clinician sex
Male (reference) — — — —
Female 0.99 0.68 1.43 .94

Department
Obstetrics/gynecology (reference) — — — —
Internal medicine 0.08 0.02 0.33 .0005
Family practice 0.50 0.29 0.86 .01
Health appraisal 1.32 0.89 1.95 .17
Pediatrics 0.15 0.09 0.27 .0001

N = 3250.
−2 log likelihood: intercept only = 1504.67.
−2 log likelihood: intercept and covariates = 1256.79.
Significance of model = .0001.
Gamma = .62.
P for goodness of fit = .44.
Maximum rescaled R2 =.20.
DV indicates domestic violence.
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the constraints of “real life” in a busy primary care set-
ting. Urgent non-DV problems sometimes diverted time
from their paid DV social change role. In particular, the
planned academic-detailing–style contacts with clini-
cians were only partially implemented. Thus, the most
likely explanation for the similar level of improvement
in outcomes in the 2 study arms is that the actual level
of implementation was similar in each.

Given the lack of difference in outcomes between the
2 study arms, our key findings are a more than 3-fold
increase in screening rates (from 2.9%-9.5%) and signif-
icant improvement in most clinician KAP measures dur-
ing the 10-month implementation period—a substantial
achievement for such a short time. In the absence of
other initiatives within the HMO or broader concurrent
secular trends during that period to account for these
improvements, these changes appear attributable to the
intervention activities. However, whether these im-
provements have been sustained is unknown.

Nevertheless, the task force continues to provide
CME conferences on DV problems and has broadened
the scope of its in-service training to include emergency
room and urgent care providers, dental clinicians, mam-
mography technicians, and newly hired clinicians. The
DV response teams receive periodic enrichment train-
ing. The Task Force on Family Violence has become
part of the HMO’s Preventive Care Steering Committee
and is presently collaborating with the Depression,
Substance Abuse, and Stress Illness Task Forces to
develop a coordinated behavioral health-screening tool
that clinicians can use to screen simultaneously for all
these conditions. When completed, this tool will be
incorporated into the HMO’s computerized medical
record system. The pediatric urgent care clinic in the
HMO’s hospital has already incorporated routine
screening for exposure to all types of violence, includ-
ing DV.

Thus our study findings and subsequent DV-related
developments in this HMO are consistent with those of
other researchers who conceive clinician behavior
change as a process of organizational cultural change to
be undertaken over the long term using multifaceted
implementation strategies consistent with accepted the-
ories of behavior change.31 The HMO’s continuing com-
mitment to increasing clinicians’ sensitivity to and skills
for dealing with DV is clear and—in light of evidence that
even when organizations undertake intensive efforts to
increase DV detection, most women exposed “only” to
moderate or low levels of DV will not be detected42—
seems as appropriate now as when initially formulated.
Furthermore, our findings as well as past experience in
this HMO suggest that, over time, the process of organi-
zational cultural change initiated by the task force will

increasingly yield positive results. Further progress in DV
secondary prevention might be achieved through greater
involvement of nonclinician staff (eg, medical assistants)
in routine inquiry, and through increasing environmen-
tal cues that encourage women to self-disclose abuse.

Screening for DV was especially infrequent among
pediatric clinicians, consistent with another recent
study that found pediatricians poorly motivated to deal
with DV exposure among their pediatric patients’ moth-
ers.43 If the presence of children inhibits busy pediatric
clinicians from asking mothers about DV exposure,
practice routines could be modified to enlist more help
from appropriately trained nonclinician staff. In-service
training could address the special problems of screening
this population for DV exposure.

Our study shared 2 limitations with other similar
studies of DV interventions based in healthcare set-
tings.44,45 First, our study focused on process measures of
clinician attitude change and rates of routine inquiry
about DV exposure rather than on the ultimate goal of
detection and effective intervention with abused women.
This limitation stemmed from budget and time frame
limitations imposed by funding availability, as well as
from the small absolute number of women who report-
ed disclosing DV exposure to a clinician. Future evalu-
ations of implementation approaches should use
outcome measures in addition to process measures.
Second, we did not address the issue of possible harm to
women as a result of increased DV detection and inter-
vention efforts. Our finding that female patients’ satis-
faction with the HMO’s efforts to address DV problems
increased dramatically during the study offers some
reassurance in this regard, but future research needs to
address this question explicitly.

Our findings are probably generalizable to other
large, highly integrated group- and staff-model HMOs
such as the one we studied. McCaw et al24 implemented
a similar intervention in another large group-model
HMO, as did Thompson et al25 in a large staff-model
HMO, with similar results in both cases (although nei-
ther of these studies addressed the issue of the resource
levels required for effective implementation). Our find-
ings may generalize less well to more loosely integrated
managed care organizations.

CONCLUSIONS

This study compared, in the same HMO, alternative,
multifaceted, system-level quality improvement
approaches to enhancing secondary prevention of DV
that involved differing levels of resource investment. We
found that, in an HMO with highly motivated medical
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staff, substantial progress toward improved secondary
prevention of DV in the primary care setting can be
achieved quickly without major organizational changes
or staffing increases. Subsequent DV-related develop-
ments in this HMO suggest that this progress is sus-
tainable over time. Our findings confirmed a view of
clinician behavior change as a process of organization-
al cultural change to be undertaken over the long term
using a variety of strategies consistent with accepted
theories of behavior change. The special barriers to cli-
nician inquiry about DV that apparently exist in the
pediatric setting need to be investigated and addressed.
Finally, well-funded, long-term, large-scale studies are
needed that measure outcomes of detection and inter-
vention and assess their possible negative side effects.
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