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ABSTRACT

Objective: To examine experiences of intimate partner violence (IPV) screening among women who sell sex.

Design: A qualitative descriptive study.

Setting: Telephone interviews during the COVID-19 pandemic (June 2020 to October 2020).

Participants: Women aged 18 to 49 years who sold or traded sex for food, drugs, money, or shelter at least three

times during the past 3 months before recruitment (N = 22).

Methods: We used individual, semistructured telephone interviews to collect data about participants’ experiences with
IPV and IPV screening during health care encounters. We used reflexive thematic analysis to examine these data.

Results: We identified two overarching themes related to IPV screening experiences: Preferences for IPV Screening
and Barriers to Disclosure of IPV Experiences. Participants described a preference for IPV screening done face-to-
face with providers who show a genuine interest in their responses. Stigma was a barrier of IPV disclosure.

Conclusion: Health care providers are a trusted safety net for disclosure of IPV experiences. Providing screening in a
trauma-informed, nonstigmatizing manner may facilitate disclosure of IPV by women who sell sex. Future research
among marginalized populations is needed to examine ways to address IPV in clinical settings with a harm reduction

empowerment lens.
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ntimate partner violence (IPV), defined as

physical, sexual, and/or psychological
violence by an intimate partner, is a public health
issue that affects nearly one third of women in the
United States (Smith et al., 2018). Intimate partner
violence is associated with significantly worse
physical and mental health outcomes for women,
including sexually transmitted infections, unin-
tended pregnancy, and posttraumatic stress
disorder (Stubbs & Szoeke, 2021). Women who
experience IPV are seen by health care providers
acutely related to a violent episode, chronically
for health consequences from violence, or regu-
larly as part of routine care (Stubbs & Szoeke,
2021).

Literature Review

Experiences of IPV are more common among
women who sell sex (WSS) than among women in
the general U.S. population (Sherman et al,
2019; Zemlak et al., 2021). As many as 50% to
90% of WSS in street-based settings (women who

exchange sex for food, drugs, money, shelter, or
goods and meet clients in public settings or on
the street) experience IPV (Zemlak et al., 2020)
compared with 30% of women in the general U.S.
population (Smith et al., 2018). Street-based WSS
often experience violence from different types of
sexual partner perpetrators within and outside of
the occupation (Deering et al., 2014). Intimate
sexual partners (partners who do not pay for sex),
clients (people who pay for sex), and/or pimps/
managers perpetrate this violence (Decker et al.,
2020), often through encounters that overlap in
time.

The prevalence of violence within and outside of
the occupation is associated with worse mental
and physical health outcomes for WSS. Experi-
ences of violence threaten their health by limiting
their agency to safely engage and advocate for
health-promoting practices. Thus, WSS who
experience IPV were significantly more likely to
engage in sex without a condom, which in-
creases the risk of HIV infection, sexually

© 2024 AWHONN, the Association of Women’s Health, Obstetric and Neonatal Nurses. 1
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Many women who sell sex experience violence; however,
their experiences with intimate partner violence screening
are not well-understood.
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transmitted infections, and unintended preg-
nancy (Peitzmeier et al., 2020). Experiencing IPV
was also associated with worse symptoms of
depression, anxiety, and posttraumatic stress
disorder (Kanayama et al., 2022; Park et al.,
2019), which exacerbates the downstream
mental and physical health consequences for
WSS.

The American College of Obstetricians and
Gynecologists (2021) and the U.S. Preventive
Services Task Force (2018) published practice
guidelines for health care providers and recom-
mended screening for IPV as an essential step to
link women to support and follow-up care.
Screening for IPV, however, remains inconsistent.
For example, as few as 27% of women who
received care in family planning clinics or primary
care clinics reported being screened for IPV by
their providers (Ramaswamy et al., 2019). Some
health care providers hesitated to screen patients
for IPV because of lack of training, time con-
straints, or lack of available referral networks for
patients who disclose IPV (lbrahim et al., 2021).
However, screening for IPV might be an important
component to delivering trauma-informed care
through recognition of the prevalence and effect
of violence and trauma in women'’s lives (Decker
et al., 2017; Roberts et al., 2019).

Screening can offer health care providers an op-
portunity to provide education about IPV and to
link survivors to support services. Most WSS use
health care services regularly. In a study among
WSS in Baltimore, Maryland (N = 218), nearly half
of participants (45%) reported having a regular
provider (i.e., a primary care provider), 50% had
been to the emergency department during the
past 3 months, and most (80%) had health insur-
ance (Zemlak et al., 2021). However, reports of
experiences of IPV screening among marginalized
women such as WSS are largely absent from the
published literature despite the high prevalence of
violence experienced in this population. Under-
standing IPV screening experiences among these
women may have important implications for
improving referrals to IPV support services.

Best practices for implementing screening
among women more likely to experience

JOGNN, m, m—W; 2024. https://doi.org/10.1016/j.jogn.2024.02.005
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cumulative traumatic episodes due to extensive
experiences of violence by multiple perpetrators
remain limited (Zemlak et al., 2021). The current
clinical screening paradigm links disclosure to
the provision of resources or referrals (Auster
et al., 2023). Women who sell sex often experi-
ence stigma within the health care system that
results in delayed care, unsatisfactory experi-
ences, and diminished capacity to disclose
ongoing violence exposures (Rocha-Jiménez
et al.,, 2018). These biases likely diminish the
frequency and quality of IPV screening questions
in a health care setting (Ma & Loke, 2019; Zemlak
et al., 2020). Clearer understanding of experi-
ences of IPV screening among WSS may lead to
tailored interventions to improve IPV screening
among marginalized populations of women.
Therefore, the purpose of our study was to
examine experiences of IPV screening among
WSS.

Methods

Design

For this study, we used a qualitative descriptive
design, which is used to elicit straightforward
descriptions of experiences and perceptions
(Sandelowski, 2010). Researchers focus on
discovering the nature of specific events. A
qualitative descriptive design is particularly
helpful to understand the health experiences of
populations who have traditionally been silenced;
those whose voices are not often heard or rep-
resented in research (Doyle et al., 2020). We
aligned this study design with the aim of obtain-
ing a “true understanding” of experiences of IPV
screening among WSS. We carefully monitored
confidentiality and data security and obtained
institutional review board approval from Johns
Hopkins Bloomberg School of Public Health. We
attended to consolidated criteria for reporting
qualitative research (COREQ) guidelines in
planning and reporting of this study (Tong et al.,
2007). These guidelines include a 32-item
checklist for comprehensive reporting of qualita-
tive studies.

Setting

This qualitative study was nested within a parent
study called Enabling Mobilization, Empower-
ment, Risk Reduction, and Lasting Dignity
(EMERALD), a longitudinal cohort study among
street-based WSS in Baltimore, Maryland
(Sherman et al., 2021). In the EMERALD study,
researchers  recruited 385 women  from
September 2017 to January 2019 using a

http://jognn.org
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targeted sampling frame to identify times and
places sex work is likely to occur (Allen et al.,
2018).

Participants

Eligibility criteria for the EMERALD study included
age 18 years or older; assigned female sex at
birth and identify with female gender; exchanged
sex for money, goods, or drugs in Baltimore City
at least three times during the past 3 months;
willing to undergo testing for HIV, gonorrhea, and
chlamydia; and willing to provide locator infor-
mation (e.g., phone number, e-mail address,
Facebook  Messenger). Exclusion criteria
included inability to provide written consent in
English, impaired related to alcohol or drug use,
cognitive impairment, and enrolled in the SAP-
PHIRE study (a previous cohort study among
street-based sex workers in Baltimore City). Par-
ticipants were eligible to participate in this quali-
tative study if they were part of the EMERALD
study cohort, age 18 to 49 years, and willing to
participate in one interview to discuss interper-
sonal relationships, violence, and sexual
relationships.

Data Collection

During the COVID-19 pandemic (June 2020 to
October 2020), we recruited women to partici-
pate in the qualitative study through contact via
preferred contact methods (e.g., phone numbers,
e-mail, Facebook Messenger) provided as part of
EMERALD study participation. We read an insti-
tutional review board-approved verbal consent
form to eligible and interested women, and if they
provided verbal consent they were enrolled in the
qualitative study. The method of data collection
for this study was telephone interviews. One
researcher, the first author (J.Z.) conducted the
interviews. We encouraged participants to be in
safe private places during the interviews because
their safety and comfort were priorities. The
interviewer used verbal check-ins to assess their
comfort and willingness to continue the interview.
Throughout the recruitment process, the inter-
viewer kept a reflexive journal to log thoughts and
perceptions and to record various topics,
including flow of the interview, initial thoughts,
and possible data meanings. We developed a
trigger protocol with referrals in place for partici-
pants who experienced distress or safety con-
cerns. We audio-recorded interviews that lasted
45 to 60 min. We mailed participants a $50 Visa
gift card to compensate them for their time. We
sent completed audio recordings for professional

JOGNN 2024; Vol. m, Issue m

transcription, and then J.Z. checked them for
accuracy and completeness.

Interview guide. We developed a semi-
structured interview guide to facilitate a discus-
sion regarding experiences with IPV screening.
After initial questions to build rapport, we asked
participants about their experiences of violence
and then about their past experiences with IPV
screenings. The first author (J.Z.) used a reflexive
journal kept during recruitment to guide minor
adjustments to the interview guide. Sample
questions and prompts from the interview guide
included the following: (a) “Describe your expe-
rience with health care providers asking you
about intimate partner violence”; (b) “How
important is it for health care providers to ask you
about experiences of violence?”

Data Analysis

We used the six-step, reflexive thematic analysis
method described by Braun and Clarke (2022).
Consistent with this reflexive thematic analytic
method, in Step 1 the researchers (J.Z. and D.W.)
familiarized themselves with the data by listening
to audio-recorded interviews, reviewing profes-
sionally transcribed transcripts, and rereading
the entire data set. After becoming familiar with
the data, we began Step 2: generating codes. We
considered that certain semantic codes were
likely related to how questions were phrased. For
example, we used semantic codes that closely
communicated the statements of participants
(e.g., ‘“health care provider asked about
violence”). Throughout the coding process, we
also developed latent codes that reflected
meanings beyond the surface level (e.g., “resil-
ience”). We kept reflective memos during coding
and throughout the analysis process and used
them to discuss our experiences of coding,
interpretation of the data, and coding decisions.
After coding transcripts, we began Step 3:
generating themes. During this process, we used
memos, used word clouds, and established
codes to identify patterns and potential themes to
arrive at Step 4: reviewing potential themes. Once
initial themes were constructed and defined, we
mapped them out in Excel spreadsheets with
definitions and exemplar quotes in Step 5:
defining and naming themes. We met to discuss,
review, and name the themes. When we wrote our
report/results, team members again reviewed
themes and refined selection of exemplar quotes
that highlighted the voice of participants (Step 6:
producing the report).
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Health care providers inconsistently use intimate partner
violence screening, which limits opportunities for linking
survivors to support services.

We carefully considered our own positions and
the lenses through which we viewed the data in
the analysis process. Our identities, personal
experiences, and professional roles were
important to consider as we interpreted data. All
members of the team identify as cisgender
women. The first author (J.Z.) and three other
team members are nurses with clinical experi-
ence in caring for members of marginalized
populations and survivors of IPV. The first author
is a nurse practitioner who has cared for WSS in
her practice. Her clinical experience of
providing violence screening and sexual and
reproductive health services to marginalized
women within the U.S. health care system sha-
ped the development of the research question.
The senior author (S.S.) on our team has more
than two decades of experience in conducting
research and uses a harm reduction lens when
leading projects with and for WSS. Our team
members have expertise in public health,
violence research, HIV prevention, social de-
terminants of health, and structural drivers of
health inequities. These areas of expertise sha-
ped how we considered our final presentation of
the results and their interpretation in our
discussion.

Results

Participant Characteristics

A total of 22 women aged 24 to 45 years
(mean = 34.7) participated in a single semi-
structured interview. Women who sell sex often
have different types of sexual partners. Over
their lifetimes, all the participants in our study
had client sexual partners and intimate sexual
partners. Lifetime experiences of violence by
one or both partner types were common, with 18
participants (82%) reporting client-perpetrated
violence and 12 (55%) reporteding IPV. Most
participants (n = 20, 91%) identified their race
as White. More than one third of the participants
(n =8, 36%) were able to recall being screened
for IPV by a health care provider, but 14% (n = 4)
were unsure if they were screened in the past.
Participants described accessing care in varied
settings such as the emergency department,
primary care, and the offices of obstetricians-
gynecologists.

JOGNN, m, m—W; 2024. https://doi.org/10.1016/j.jogn.2024.02.005
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Themes

We identified two overarching themes in our
analysis: Preferences for IPV Screening and
Barriers to Disclosure of IPV Experiences.

Preferences for IPV Screening. \We identified
two subthemes in the first overarching theme,
Preferences for IPV Screening: Consistency and
“They Should Care Enough to Ask.”

Consistency. In response to questions and
prompts regarding IPV screening experiences,
one participant who survived IPV noted that IPV
screening practices were absent: “I've never
been asked anything by a doctor like that”
(Participant 27). Despite absent or inconsistent
screening  practices, participants  valued
dependable and regular screening: “I think it's
definitely important [screening for IPV]. | don't
see a lot of doctors do that” (Participant 27).
Similarly, another participant acknowledged how
disclosure seemed more likely with screening:
"No, | have not been asked. If you are asked by a
doctor, you might open up” (Participant 40).

Among those who recalled being screened for IPV,
participants reported that IPV screening had
occurred primarily in the offices of obstetricians-
gynecologists or with primary care providers with
whom they had established trusting relationships.
When asked to describe health care encounters
that included IPV screening, one participant
recalled most often being screened by her primary
care provider: “The doctor, she covers a lot. ...
She makes it known that if | need her, | can always
call her. | don't feel uncomfortable. | know | can call
her. It's nice to know” (Participant 436).

Participants noted that screening occurred only
after a relationship was formed and their pro-
viders knew them well. These screenings
occurred more often during visits for injuries or
sexually transmitted infections instead of as part
of routine care. One participant described
disclosing an abusive relationship when she was
screened by a primary care provider with whom
she had a trusting relationship:

| was in several relationships that were
physically violent. | stayed with the same
doctor for years. | was going to the doctor
for black eyes or hiding bruises on my
arms. | was open with them and told them |
was in a physically abusive relationship.
(Participant 98)

http://jognn.org
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Other participants noted that they were routinely
screened during obstetrician-gynecologist visits
for prenatal care: “That's the first question they
ask: Am | in an abusive relationship, and am |
scared to get out of it?” (Participant 40). Another
noted, “I know the [obstetrician-gynecologist]
doctor does [ask about IPV]. He has experience
on people who are abused” (Participant 101). The
screenings at obstetricians-gynecologists’ visits
often felt integrated as a regular routine aspect of
care.

“They Should Care Enough to Ask.” Under
the second subtheme, participants described a
preference for being asked about IPV consis-
tently with each health care encounter and
expressed how this step showed that providers
cared about their well-being and understood the
potential effect of violence on women’s mental
and physical well-being. However, one partici-
pant acknowledged the challenge associated
with self-disclosure:

Because, you know, it [IPV] goes on a lot of
the time, you know. It's hard to, um, you
know, talk to people about it. But you know,
if you're asked about it, you know, by a
doctor and you might open up. | think they
should at least care enough to ask.
(Participant 303)

Participants described feeling cared for when
health care providers asked about violence:

| think it's really important for providers to
ask because sometimes a patient might
not feel comfortable bringing it up. If a
provider lets her know “I'm here, you're
safe, this is a safe spot, you could talk to
me,” they might feel more open about
talking about it. (Participant 341)

Participants saw health care providers as poten-
tial safety nets. One survivor of client-perpetrated
violence stated the following:

That's [screening for IPV] super important.
There’s a lot of women that are not going to
answer truthfully. If they're asked the
question every time, and there’s only one
woman that asks for help, and it only saves
one person from being hurt, well it would
be worth it, right? (Participant 436)

Participants noted that consistent screening with
each encounter allowed them to consider

JOGNN 2024; Vol. m, Issue m

disclosure of IPV at a time that felt best for them:
“l think it's important in a way because you never
know that the person that you're asking is
currently going through a situation like that at that
time, and you could save them from that”
(Participant 105).

Barriers for Disclosure of IPV Experi-
ences. The second overarching theme, Barriers
to Disclosure of IPV Experiences, included two
subthemes: Stigma and Ineffective Screening
Methods.

Stigma. Some participants described how
they felt judged by health care providers because
of the frequency of their visits for reproductive
concerns, sex work, and substance use and
indicated that these experiences prevented them
from disclosing violence. One participant
described her low expectations for a health care
provider’s response to her disclosure: “l want one
that didn’t judge me or treat me like | was a piece
of shit” (Participant 303).

Participants who felt stigmatized during health
care encounters described barriers to building
trusting relationships with providers. They indi-
cated that they kept experiences of violence pri-
vate because they feared that divulging violence
in addition to substance use or sex work would
result in judgment: “... because you don’t want to
just get instantly judged [by the health care pro-
viders]. Even if they didn’t say anything about it
[sex work], they're going to have their own
opinion. Everyone does” (Participant 105).

Ineffective Screening Methods. Participants
described the varied IPV screening protocols
(e.g., face-to-face, before visit survey) used by
health care providers. Many advocated for IPV
screening, but they felt that implementation was
important and could facilitate or hinder disclo-
sure. For example, one participant described how
IPV screening practices could feel uncaring: “It
was very clinical. | mean, [the family planning
clinic] approaches it [asking about IPV] a little bit,
but | feel it was in and out and not a very thera-
peutic way” (Participant 315).

Participants noted that they preferred to be asked
about IPV face-to-face by a provider who was
genuinely interested in learning about their ex-
periences. Based on participant responses,
ineffective screening seemed to correlate with the
provider’s need to fill out a form rather than actual
concern for the patient:
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Providers should use trauma-informed and healing-
centered approaches to develop trust with women and
facilitate their disclosure of intimate partner violence.

Yeah, | think they should directly ask. ...
When you're back in the exam room, 9
times out of 10 you'll be back there—you
[the health care provider] can see some-
one’s reaction. You [the health care pro-
vider] can judge better by asking someone
a question and reading them than you can
on some paper. (Participant 318)

Participants reported the ability to sense whether
providers asked out of obligation or genuine
concern for patients’ well-being:

| feel like it's important, but they need to
experiment in doing it in different ways. It
was like they asked, but it was a quick
overpass. | felt like | would bother them if |
told them about my situation. It felt like that.
(Participant 361)

Participants favorably viewed providers who
allowed time and safe space for disclosure by
asking about IPV with genuine interest. They
preferred when providers initiated screening
because they were uncomfortable with starting
the conversation. Asking about IPV face-to-face
allowed providers to assess comfort levels and
nonverbal cues that could be missed using a
paper questionnaire.

Discussion

Our findings provide valuable insights that
deepen understanding of preferences for IPV
screening and barriers to disclosure among WSS.
Participants valued being screened for [PV,
however, barriers such as stigma and ineffective
screening practices influenced their willingness
to disclose. Participants felt there was value in
screening for IPV using a nonstigmatizing
approach, and the presence of a trusting rela-
tionship and use of trauma-informed approaches
were critical to increase willingness to disclose
IPV. Our results have important implications for
IPV screening for WSS and for women from other
marginalized populations.

Participants in our study wanted to be screened
for IPV; however, they described inconsistent
practices similar to women in other studies on IPV
screening (Miller et al., 2021; Perone et al., 2022).
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Previous researchers described provider barriers
to screening for IPV, including personal resis-
tance to a change in practice (Saberi et al.,
2023), discomfort with the topic, time con-
straints, absence of safety plans, and lack of
support for women who report IPV (Palmieri &
Valentine, 2021). In some instances, participants
described an absence of screening or a sense
that screening was rushed. These instances may
be exacerbated among WSS because of stigma
about their occupation, high rates of drug use,
and other factors and may reflect provider- or
health care system-level barriers that impede IPV
screening.

Often, the absence of IPV screening in a visit is
presented as a provider-level issue (Sharpless
et al.,, 2018). However, this position fails to
acknowledge that health care systems are
responsible for building infrastructure that
adequately supports providers so they can
screen. This infrastructure must include
adequate time for trust-building visits, appro-
priate training in trauma-informed care, an
interdisciplinary approach to safety planning
(Bair-Merritt et al., 2014), and effective referral
mechanisms. Infrastructure building should be a
priority within health care systems because IPV
is not a rare occurrence for women who seek
health care and carries significant ramifications
for mental and physical health. Thus, providing
the necessary systematic support for screening
has potential benefits to significant patient
populations.

Some participants described how screening felt
like a compulsory component of a visit rather than
the provider's genuine interest in potential
violence. In these experiences, participants felt
that providers failed to recognize the effect that
trauma can have on all facets of patients’ lives.
Disclosing trauma, even long after the traumatic
event, can be triggering and retraumatizing for
many women (Palmieri & Valentine, 2021). Thus,
nurses and other care providers who screen for
IPV must also be trained in trauma-informed care.
Screening for IPV with a trauma-informed
approach may promote disclosure in a way that
is not retraumatizing. The experiences of partici-
pants in our study highlight that screening alone
is insufficient and that screening with a trauma-
informed approach is warranted (Decker et al.,
2017). In fact, current strategies call for devel-
opment of healing-centered approaches that are
not centered on disclosure as the prioritized
outcome (Auster et al., 2023).
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Healing-centered engagement approaches may
be particularly well-suited for use with members
of marginalized populations such as WSS
because of their focus on partnership and
empowerment, which aligns with the screening
preferences described by WSS (Auster et al.,
2023). Healing-centered approaches are
strengths-based approaches that move beyond
focusing on harm and injury with a shift in focus
from “what happened to you” to “what’s right for
you” (Ginwright, 2018). For example, in current
IPV screening paradigms with a focus on “what
happened to you” (i.e., violence), a response of
“no” about abuse might not result in additional
discussion of IPV in a clinical setting. The use of
motivational interviewing techniques using a
healing-centered engagement approach may
help care providers to shift from disclosure-driven
practice to practice grounded in the autonomy
and strengths of patients (Auster et al., 2023).
The provision of universal education (e.g., brief
education regarding healthy relationships and
IPV resources) and harm reduction counseling
regarding IPV in each clinical encounter, regard-
less of IPV disclosure, may result in more mean-
ingful discussions and future downstream
benefits (Todahl et al., 2020). This approach was
effective among adolescent family planning pa-
tients (Miller et al., 2015). In a randomized control
trial, participants who received universal educa-
tion on relationship abuse from their care pro-
viders showed improved recognition and
knowledge about sexual coercion compared with
those who received usual care. Notably, partici-
pants who engaged more intensively with the
intervention, such as having discussions with a
health care provider or receiving an educational
brochure, demonstrated increased knowledge of
relationship abuse resources and self-efficacy to
use harm reduction behaviors (Miller et al., 2015).
Research on the implementation of healing-
centered approaches, universal education,
routine screening, and care planning is ongoing
(Miller et al., 2018). These approaches should be
examined in primary and acute care settings, and
future research on the use of alternatives to IPV
screening, such as healing-centered engage-
ment, among WSS is warranted.

Nurses and other health care providers should
also receive adequate training on the down-
stream health effects of violence. Among WSS,
IPV was associated with more mental health
symptoms (Park et al., 2019), greater risk of HIV
infection (Peitzmeier et al., 2020), and unintended
pregnancy (Zemlak et al., 2021). If health care

JOGNN 2024; Vol. m, Issue m

providers are aware of these downstream con-
sequences, they will be more prepared to incor-
porate IPV disclosure into holistic health care
planning inclusive of HIV risk reduction, unin-
tended pregnancy prevention, and mental health
management. Care planning in these cases can
expand to include discussions about pre-
exposure prophylaxis for HIV (Jeffers et al., 2022)
and woman-controlled contraceptive methods
(Zemlak et al., 2021).

Implications for Practice

Health care for WSS must be safe, and the pro-
vider must recognize consensual sex work as
legitimate work (Cimino, 2014). A focus on
building trust rather than enforcing strategies for
alternative work centers on the needs of WSS
rather than minimizing the complexity of their
work (Cimino, 2019; Preble et al., 2016). Nurses
work in a variety of settings in which WSS seek
care; they are trained and well-positioned to meet
WSS where they are and to serve as leading
health advocates for survivors of IPV. This holistic
care approach, grounded in a trusting relation-
ship, might improve health outcomes among
women who experience violence.

Limitations

The findings of our study should be considered in
light of some limitations. We conducted the study
when COVID-19 stay-at-home policies limited in-
person research. We contacted participants by
telephone, which may have resulted in a sample
of women with more structural stability than
women who are street-recruited. Participants’
recent experiences with IPV screening may have
been affected by varied access to in-person
health care related to the COVID-19 pandemic
during the study recruitment period. The partici-
pants in our study were part of a larger longitu-
dinal cohort study. The experiences of WSS in our
study may be different from those of WSS who
chose not to participate. Finally, the data repre-
sent the perceptions and recollections of IPV
screening of participants; we did not observe the
process directly.

Conclusion

Our findings highlight that the study participants,
who were WSS, highly valued screening for IPV,
yet they experienced screening for IPV inconsis-
tently. Disclosure of IPV was more likely to occur
in settings of trusting care provider relationships
with adequate safety planning. Efforts to integrate
IPV screening into care setting are needed and
should explore use of healing-centered
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approaches. Future holistic care initiatives for
violence-exposed women must include signifi-
cant health system support for trauma-informed
care, IPV screening, and increased access to
care.
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