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Abstract

In the United States, intimate partner violence (IPV) is the most common cause of non-fatal injury for women. The Nurse-Family Partnership (NFP) is an evidence-based maternal and early childhood health program where nurse home visitors seek to develop therapeutic relationships and provide health promotion interventions with low-income, young pregnant women and first time mothers and their children, from early in pregnancy until the child’s second birthday. In this program, nurses have a responsibility to identify women exposed to abuse and provide supportive interventions. The purpose of this study is to understand the impact of this work on nurse home visitors’ professional and personal selves. A secondary qualitative content analysis was conducted using a sample comprised of 27 nurses, 18 community partners, and 4 nurse supervisors from an original case study by Jack et al. (2012) for the development of a nurse home visitation IPV intervention. Conventional content analysis and constant comparative techniques were used to code 8 nurse focus group transcripts and 43 transcripts from face-to-face, semi-structured interviews with the community partners and supervisors. Nurses identify that clients are exposed to multiple types of violence. These experiences increase the complexity of delivering the NFP home visitation program. Nurses also experience high levels of uncertainty related to how to respond to disclosures, and how to address IPV. The presence of IPV also significantly impacts many facets of the nurse-client relationship. At times nurses struggle with wanting to “fix” the client’s relationship with her partner; yet understand this is not a healthy response. Setting boundaries and clearly defining one’s role in this work is complex, and many nurses experience high levels of anxiety, worry and fear for their clients. Supervisors and community members confirm nurses’ experiences but also provide strategies for reflective supervision and community level support. Nurse home visitors are in a unique position to provide care for women exposed to IPV and recommendations are provided for nursing education, practice and research in this field. 
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CHAPTER 1

INTRODUCTION AND LITERATURE REVIEW
The Nurse-Family Partnership (NFP) is an evidence-based maternal and early childhood health program where nurse home visitors seek to develop therapeutic relationships and provide health promotion interventions with low-income, young pregnant women and first time mothers and their children (Olds, Sadler & Kitzman, 2007). The NFP program seeks to promote long-term achievement for vulnerable first time mothers, their children, their communities and society (Nurse-Family Partnership, 2011). The program’s overarching purpose is to provide the child with the best possible start to life, which it achieves by focusing on three major goals. It seeks to: 1) improve pregnancy outcomes through helping mothers engage in preventative health practices; 2) increase child health and development by helping parents provide responsible and competent care for their children; and 3) increase the economic self-sufficiency of the family by supporting parents in the development of a plan for their own future (NFP; Olds et al.). These goals are supported through the work of the nurse home visitors who focus on six content domains with their clients: personal health, environmental health, friends and family, the maternal role, use of health care and human services, and maternal life course development, which includes planning for future pregnancies, education and employment (Dawley, Loch & Bindrich, 2007).  

The NFP is a targeted public health intervention; and women who are eligible to participate must meet a specific set of criteria. This includes: no previous live births, demonstrate low income, and are enrolled prior to the end of the 28th week of pregnancy (NFP, 2011). The program consists of approximately 64 planned home visits over a two and a half year period (14 prenatal home visits and 50 home visits after the infant is born), and the visits continue until the child’s second birthday (NFP; Olds et al., 2007). Outlined in the recommended schedule of visits, it is suggested that nurses visit bi-weekly except during the first month of the program, and the first month post-partum where they visit weekly (Kurtz- Landy, Jack, Wahoush, Sheehan, & MacMillan, 2012). In the last three months of the program, the nurse home visitor meets with the family monthly. However, nurse home visitors can use their professional clinical judgment to adapt the home visitation schedule to meet the needs of the client. The infant’s father and other family members are encouraged to participate in the home visits (Olds et al.). Nurses try to establish trusting relationships that make a measurable impact (NFP). 

Over the last 35 years in the United States (US), three randomized control trials (RCT) have been conducted to measure the effectiveness of the NFP on a series of maternal and infant health outcomes (Olds et al., 2007). Consistent and repeated outcomes of the program include an improvement in prenatal health, increased intervals between 1st and 2nd pregnancies and births, reduced rates of subsequent pregnancies and births, increased maternal employment, a decrease in women’s use of welfare, improvement in the quality and safety of the home environment, an increase in children’s readiness and academic achievement, a reduction in childhood injuries, a decrease in the injuries detected in the medical record, reduction in children’s mental health problems, and reduced costs to government and society (Olds et al.). Using a sample from the RCT conducted in Elmira, New York, a 15-year follow-up was also conducted by Olds et al. (1998) to assess whether there were any differences in nurse-visited mothers versus a comparison group of mothers. Results showed adolescents from the nurse-visited group reported fewer instances of running away, arrests, convictions and violations of probation, lifetime sexual partners, cigarettes smoked per day, and days having consumed alcohol in the past 6 months (Olds et al.). Parents of the nurse-visited adolescents reported fewer behavioral problems related to drug or alcohol use (Olds et al.). 

The NFP values ongoing program improvement and follows a five-step framework to implement enhancements when needed: understanding program challenges, formative development of innovations, piloting innovations, rigorous testing of innovations and translating learning into NFP practice (Olds et al., 2013). Specific priority topics with the NFP that have been identified as requiring enhancement include supporting nurses to identify and address maternal mental illness and intimate partner violence (IPV) in the home (Olds et al., 2007). For this study, IPV is defined as any physical, sexual or psychological harm done to a person by a partner or former partner (CDC, 2013a). 

As part of the 15-year follow-up study to the first NFP RCT conducted in Elmira, NY, Eckenrode and colleagues (2000) led the analysis to determine the impact of exposure to IPV on the effectiveness of NFP in reducing the number of substantiated cases of child abuse and neglect. In this analysis, of the 400 women who enrolled in the primary NFP RCT, 324 of these women and their children participated in the follow-up study (Eckenrode et al.). In the RCT, one group was visited by a nurse from pregnancy until the child’s second birthday (plus routine prenatal care), another was visited by a nurse during pregnancy (plus routine prenatal care), and the other group who received routine prenatal care only served as a control. The cohort was followed for 15 years and a large number of parameters were measured including those related to IPV. 
In this analysis, among the group of women who reported < 28 situations of exposure to IPV, participants who received the long-term NFP home visits compared to women in the other groups had fewer reports of child abuse and neglect in the 15-year follow up period  (Eckenrode et al.). However, when women reported exposure to >28 events of IPV, engagement in the NFP home visits did not reduce reports of child maltreatment. Based on these findings, the authors concluded that the presence of IPV may attenuate the effectiveness of the NFP home visits to reduce the incidence of child abuse and neglect; however exposure to IPV did not affect other NFP program outcomes that were measured. In a paper summarizing the findings from the first 25 years of evaluating the NFP, with a specific focus on the RCT studies conducted in Elmira NY and Memphis, TN, Olds (2002) identified the need to augment and improve the program so that nurses can better support women exposed to moderate to high levels of IPV. 
With an identified need to enhance the NFP guidelines with respect to how IPV is assessed and responded to within the program, Jack and colleagues (2012a) conducted a qualitative case study and utilized findings to inform the development of the NFP IPV intervention. In this case study, the researchers interviewed NFP clients who self-reported exposure to moderate to severe IPV, nurse supervisors and community stakeholders, as well as conducting focus group interviews with NFP nurses; and sought to develop a nurse home-visitation intervention for IPV (Jack et al.). 
Based on findings from these interviews, a five component NFP IPV enhancement was created and included: 1) a comprehensive nurse education program on IPV; 2) a manualized intervention and clinical pathway for identifying, assessing and responding to IPV within the home visit context; 3) guidelines for implementing NFP agencies to support nurses and supervisors in delivering an IPV intervention; 4) supervisor guidelines for reflective supervision; and 5) a clinical consultation or coaching support system. 
Literature Review

The following literature review begins with an overview of the search strategy used, followed by an in-depth discussion of IPV, including definitions, global prevalence rates, women’s mental and physical health and IPV, risk factors and outcomes for IPV during pregnancy. The impact of IPV exposure on child-related outcomes will also be briefly summarized. I will conclude this review by summarizing the literature related to how the profession of nursing has responded to the issue of IPV, including nurses’ educational needs, attitudes, and emotional responses to working with women who have experienced abuse and their families, as well as the organizational barriers and facilitators that influence nurses’ capacity to work with this population. Please refer to Appendix A for a comprehensive review of the quality of the literature presented. 
Search Strategy

Databases were searched with the objectives of gaining general knowledge about IPV, nursing practice standards, nurses’ experiences working with women exposed to IPV, and nurses’ experiences of conducting home visits with women experiencing IPV. Databases searched included: Web of Science, CINAHL, PubMed, Sociological Abstract and Ovid. Searches were restricted to the years 1994-2014. Search terms used included: domestic violence, battered women, nurs*, nurs* experience*, intimate partner violence, violence towards women, home visiting, nurs* home visiting and partner abus*. Reference lists from relevant articles were hand searched for further relevant sources. A search for key authors was also conducted.  
Intimate Partner Violence

The Centers for Disease Control and Prevention (CDC) defines IPV as any physical, sexual or psychological harm done to a person by a partner or former partner (CDC, 2013a). Due to the sensitive and controversial nature of this topic, gathering prevalence and incidence rates on IPV can be difficult. Many women do not want to report IPV for fear of retaliation, or because they think they are at fault (WHO, 2012). In other cases, cultural norms, such as gender inequitable norms and those that connect manhood and aggression can hinder reporting IPV rates (WHO, 2012). Another challenge when searching for the prevalence of IPV is the definition used by the researcher to describe the exposure. Specifically, terms such as “battering,” “domestic violence” and “intimate partner violence” are at times used interchangeably. Though many definitions exist, the consensus on the difference is domestic violence can include elder and child abuse, while IPV is strictly abuse between spouses, boyfriends, girlfriends or ex-partners (WHO, 2011). Due to these issues, prevalence rates vary by country and reporting method used. Global, US and Canadian Statistics are discussed to give the reader a general overview of the issue. 

Global statistics tend to focus on domestic violence. Lifetime prevalence of domestic violence has a wide range and varies by country. The WHO conducted a multi-country study on women’s health and domestic violence against women, with data collected in ten countries and from over 24,000 women (WHO, 2012). This study found large variations between countries, with 13-61% of women reported ever having experienced physical violence by a partner, 4-49% reporting severe violence, and 6-59% reporting an incident of physical violence by a partner at some point in their lives (WHO). The categories were not mutually exclusive. This study displays the global nature of the issue of violence against women, as well as the wide-range reported from different countries. These differences can be attributed to societal, community, relationship and individual factors (WHO). In the US, 26.4% of women, and 15.9% of men reported experiencing some combination of physical violence (threatened, attempted or completed) and/or unwanted sex in their lifetime (Breiding, Black & Ryan, 2008); while the National Intimate Partner and Sexual Violence Survey 2010 reports 35.6% of women in the US have experienced rape, physical violence and/or stalking by an intimate partner during their lifetime (Black et al., 2011). In Canada, the ‘Violence Against Women Survey’ collected information on women aged 18 years or older in 1993, 1999 and 2004. In the survey, women were asked if they had been physically or sexually assaulted in the past year and/or in the past 5 years. The 5 years rates declined from 12% in 1993, to 8% in 1999, and 7% in 2004; with the 1-year rates also declining from 3% in 1993 and 1999, to 2% in 2004 (Statistics Canada, 2010). Examination of police reports from the year 2010 in Canada for the prevalence of IPV of women over the age of 15 years, reveals a rate of  574 per 100,000 people. It should be noted that because of the sensitivity of this issue not all occurrences are reported to police, or stated in questionnaires.  

Women’s Health and IPV

In the US, IPV is the most common cause of non-fatal injury for women (Gunter, 2007). Among pregnant women, homicide is the second leading cause of injury-related deaths (Chang, Berg, Saltzman & Herndon, 2005). Reported health outcomes for women encompass a wide array of physical and mental health sequelae after and during pregnancy. These will now be discussed in detail.  

Mental health effects of IPV. The effects of IPV can cause psychological harm in a number of ways including the woman feeling shame and guilt about the situation (Gunter, 2007), as well as suffering from depression (Campbell & Lewandowski, 1997; Kernic et al., 2003), emotional abuse (Campbell & Lewandowski, 1997; Kernic et al.) and anxiety (Kaur & Herbert, 2005; Campbell, 2002). Women who are exposed to IPV can also suffer from stress-related illnesses such as post-traumatic stress disorder (Campbell; Gunter, 2007), suicidal ideation (Campbell; Gunter; Kaur & Herbert), insomnia (Campbell; Kaur & Herbert), and social dysfunction (Campbell, 2005). Substance abuse can also be an issue, with exposed women potentially abusing drugs (Campbell; Gunter) and developing a dependency on alcohol (Campbell; Gunter; Kernic et al.). These mental health effects are far reaching and potentially cause major problems in an individual’s personal life. Although these health issues may be invisible, they require treatment.  

Physical health effects of IPV. The physical health sequelae of IPV encompass all body systems. General physical health sequelae that cross systems include: general trauma (Campbell & Lewandowski, 1997; Gunter, 2007), death (Gunter), back pain (Campbell, 2002; Gunter; Kaur & Herbert, 2005), chronic somatiform disorder (Gunter), pain (Campbell, 2002), broken bones, tendon and ligament damage (Campbell & Lewandowski), and parenthesias (Kaur & Herbert). 

Gastrointestinal issues can also arise and include abdominal pain (Gunter, 2007; Kaur & Herbert, 2005), irritable bowel syndrome, and eating disorders (Campbell, 2002; Gunter; Kaur & Herbert). Injuries to the head can cause headaches (Campbell, 2002; Gunter; Kaur & Herbert), hearing, vision, and concentration problems (Campbell & Lewandowski, 1997), and fainting and seizures (Campbell; Kaur & Herbert). Cardiac issues, such as chest pain and palpitations (Campbell; Kaur & Herbert), as well as hypertension, can also develop (Campbell). 
The reproductive and genitourinary consequences of IPV can lead to sexual dysfunction (Campbell & Lewandowski, 1997). Sexually transmitted diseases, vaginal bleeding, vaginal infection, pelvic pain and urinary tract infections are consequences of IPV on women’s reproductive health (Campbell & Lewandowski; Gunter, 2007; Kaur & Herbert, 2005). Dysmenorrhea and pelvic inflammatory disease (Campbell & Lewandowski), and dyspareuria (Gunter; Kaur & Herbert) have also been reported. Unplanned pregnancy is also a consequence of IPV (Campbell & Lewandowski; Gunter). 
In summary, IPV has the potential to have major life threatening physical and mental health effects. These effects may hinder a woman’s ability to live a life without chronic health issues, and care for any children she might have. In addition, women who are pregnant may also experience additional negative health outcomes. 
Risk factors for IPV. Risk factors for experiencing IPV have been noted by several authors, and the CDC provides a comprehensive list, which includes low income, low self-esteem and young age (CDC, 2013b). In a study to identify risk factors for IPV exposure among a sample of women seeking emergency department care, Wathen and colleagues (2007) conducted a cross-sectional study with English speaking women, 18-64 years old, in two emergency departments in Ontario, Canada. Results showed IPV was significantly associated with being separated, in a common-law relationship or single, having depression or somatic symptoms, having a male partner employed less than part time, or having a male partner with a drug or alcohol problem (Wathen). In this study, youth was also found to be a predictor (Wathen). The sample included women between the ages of 18-64 years old (Wathen). The average age for women with IPV exposure was 32.9 years, while the average age for women without exposure was 36.7 years, a significant difference (p < 0.004) (Wathen). Each unit of increase in the number of indicators corresponded to a four-fold increase in the risk for IPV (OR = 3.92, 95% CI; 3.06-5.02). Women having three or more risk indicators had a greater than 50% probability of a positive score on the Composite Abuse Scale (CAS) (Wathen). The CAS is a validated instrument and assesses four domains of partner abuse; emotional, physical, severe combined abuse and harassment (Hegarty, Bush & Sheehan, 2005). 
A self-report study conducted in the US used the Pregnancy Risk Assessment Monitoring System (PRAMS), a population based system that uses self-report to monitor maternal behaviours and experiences before, during and shortly after pregnancy (Saltzman, Johnson, Gilbert & Goodwin, 2003). Prevalence of abuse before pregnancy was highest in women less than 20 years old, black, unmarried, with less than 12 years of education (Saltzman et al.). Prevalence during pregnancy increased when a women was less than 20 years old, had less than 12 years of education, was involved in stressful experiences and fights, had increased arguing, if there was a drinking or drug problem present, had recently separated or divorced, or had been homeless (Saltzman et al.). In 75% of the cases, the husband or partner was the abuser (Saltzman et al.). 
In addition to calculating prevalence, Stewart and Cecutti (1993) also reported risk factors for experiencing abuse. They divided the results into 3 factors; social instability, unhealthy lifestyle and physical health (Stewart & Cecutti). Social instability included low age, unmarried, lower level of education, unemployment, and unplanned pregnancy (Stewart & Cecutti). Unhealthy lifestyle included poor diet, alcohol, illicit drug use and emotional problems; while physical health included health problems and prescription drug use (Stewart & Cecutti). The authors also note that the abused believed they had little internal control over the health of the baby, and that chance was the biggest factor in determining the outcome of the pregnancy (Stewart & Cecutti). 
While most of the risk factors stated thus far have been focused on women, Campbell (2002) noted some male risk factors for becoming an abuser, including history of arrest, substance abuse, poor education, unemployment and ex-partner status. The CDC notes how the type of society has an impact on potential for abuse, especially societies which adhere to traditional gender norms, such as women staying at home, not entering the workforce, being submissive to men, men supporting the family and making the decisions (2013b). This is an important indicator and should be noted by healthcare providers.    

Pregnancy and IPV
A major concern is the impact of IPV exposure among women who are pregnant. 

Prevalence of IPV during pregnancy. WHO estimates that, internationally, prevalence rates of exposure to IPV during pregnancy range between 4% and 12% (WHO, 2011). The CDC states the prevalence in the US is between 4% and 8% (CDC, 2013). A study by Saltzman and colleagues (2003) found a prevalence of abuse of 5.3% during pregnancy, 7.2% during the 12 months before pregnancy, and 8.7% when the prevalence before and during pregnancy was combined (Saltzman et al., 2003). In Canada, Muhajarine and D’Arcy (1999) interviewed 543 pregnant women receiving prenatal services in Saskatoon. Women were interviewed once in their second trimester, and again late in their third trimester. Results showed that 5.7% had experienced physical abuse during their pregnancy, with 8.5% experiencing physical abuse within the 12 months before the second interview. Of the 5.7% who experienced abuse during pregnancy, 63.3% reported that their husband, boyfriend, or ex-husband was the abuser (Muhajarine & D’Arcy). Though women from all ethnic backgrounds and demographics experienced abuse, aboriginal women were found to have a greater risk (Muhajarine & D’Arcy). Also in Canada, Stewart and Cecutti (1993) conducted a self-report survey of women attending prenatal health care visits, or admitted to hospital for delivery in both a large city and a small town. In a sample of 548 women, 6.6% had experienced physical abuse during pregnancy, and 10.9% had experienced physical abuse before pregnancy (Stewart & Cecutti). Of those abused, 77.8% remained with the abuser. Sixty-six women received medical treatment as a result of abuse, but only one disclosed to the healthcare provider the cause of the injury (Stewart & Cecutti). Both of these studies provide similar prevalence rates for physical abuse during and before pregnancy. Limitations may have occurred through only sampling women coming to prenatal visits. There may be women experiencing IPV who do not attend these visits. Another possible limitation is enquiring about physical abuse, but not emotional or psychological abuse.
Pregnancy outcomes and IPV. The biggest threat and danger from IPV exposure during pregnancy is death of the mother and/or fetus from trauma (Campbell, 2002). Low birth weight has also been noted and can have serious consequences for the baby and his or her ability to thrive (Bullock & McFarlene, 1989; Kearney, Munro, Kelly & Hawkins, 2004; Lipsky, Holt, Easterling & Critchlow 2003; Parker, McFarlene & Socken, 1996; Schei, Sameulson & Bakketeig, 1991;  Valladares, Ellsberg, Pena, Hogberg & Persson, 2002). Abdominal trauma leading to placenta damage, premature uterine contractions or premature rupture of membranes has also been reported (Newberger et al., 1992). Having unplanned or unintended pregnancies can also increase a woman’s risk for IPV (WHO, 2011). Decreased gestational weight gain (Moraes, Amorim & Reichenheim, 2006), decreased breastfeeding, or early discontinuation (Lau & Chan, 2007; Silverman, Decker, Reed & Raj, 2006), infection related to forced sex, exacerbation of chronic problems such as hypertension and diabetes from trauma, increased risk of miscarriage (Campbell, 2002), inadequate prenatal care (Campbell,1992; McFarlene, Parker, Soeken, & Bullock, 1992), stress leading to unhealthy behaviours by the mother (smoking, alcohol use, illicit drug use) (Campbell, 2002), delayed prenatal care and unsafe abortion (WHO) make IPV during pregnancy a major health issue for women that must be addressed. The women experiencing the abuse may not be the only ones effected. In addition to the unborn fetus, there may be other children present witnessing the abuse experienced by the female partner. In the next section, child exposure to IPV is discussed.    
Child Exposure to IPV

Exposure to, or witnessing of, IPV has potentially negative effects on the child. Bogat, DeJonghe, Levendosky, Davidson, & von Eye (2005), conducted a study asking mothers whether their toddlers who witnessed male violence towards them suffered trauma symptoms. Dyads (48) of mothers and children, with the child being 1 year old and fitting the inclusion criteria of 1) mother experienced IPV during the 1st year of the child’s life, and 2) indicated her infant “saw or heard” one or more of these incidents, made up the sample. Mothers were asked to complete the Toddler Temperament Scale, which assesses children 12-36 months old for rhythmicity, adaptability, approach-withdrawal, intensity and negative mood (Bogat et al.). Mothers also completed the Infant Traumatic Stress Questionnaire (ITSQ), the Severity of Violence Against Women Scales (SVAWS), Beck Depression Inventory (BDI), and the PTSD Scale for Battered Women. Results show that 79.2% of mothers self-reported at least 1 trauma symptom seen in their child in response to an experience with IPV (Bogat et al.). eighteen out of forty-eight infants displayed at least 1 trauma symptom in the 2 weeks following an episode of IPV, which they witnessed (Bogat et al.). Symptoms of increased arousal, numbing or interfering with development, and new symptoms, such as fears, and increased aggression were also reported (Bogat et al.). The number of episodes of IPV witnessed by the infant, as reported by mothers, was positively correlated with the total number of infant trauma symptoms (r =.33, p < 0.05). Infants only exhibited trauma if their mothers did, and when exposed to severe IPV. When exposed to less severe IPV, the trauma symptoms were similar to those children who had witnessed non-violent arguments between their mother and a partner (Bogat et al.). The total number of trauma symptoms experienced by the mother was significantly correlated to the total number of infant trauma symptoms (r = .49, p < 0.01), which suggests that infants are very aware of how their mothers are feeling (Bogat et al.). 
McFarlane, Groff, O’Brien and Watson (2003) conducted a study comparing 258 children aged 18 months to 18 years who had been exposed to IPV, with 72 non-exposed ethnically similar children. Mothers completed the Child Behaviour Checklist (CBCL) on a randomly selected child within the age range. For ages 6-18 years, the previous 6 months were focused on, while for ages 18 months-5 years, the previous 2 months were focused on (McFarlane et al.). Results showed no significant differences in age groups 18 months-5 years, however, there were significant differences with regards to internalizing (p = 0.01) and externalizing behaviours (p = 0.006), as well as total behaviour problems (p = 0.002) in the exposed group in the 6-18 year old age range (McFarlane et al.). Examples of internalizing behaviours are depression, withdrawal or anxiety, with externalizing behaviours being aggression or delinquency (McFarlane et al.). The authors note that though the behaviour ranges of the exposed children are above the norm, they are not high enough to be considered for a clinical referral (McFarlane et al.). These children caught in the middle between the normal and abnormal ranges are not receiving treatment (McFarlane et al.). This represents a possible gap in the system, as early detection could prevent symptoms from becoming potential problems in the future. 
Kernic et al., (2003) looked at the same outcomes, internalizing behaviours, externalizing behaviours and total behavioural problems in children 2-17 years old also using the CBCL. The sample was composed of IPV exposed dependent children whose mothers were victims of police-reported or court-reported IPV and participated in the Women’s Wellness Study. Standardized normative samples for the Achenbach’s CBCL’s for ages 2-3 and 4-18 years were used as comparison (Kernic et al.). A limitation of this study is how the exposed and comparison group differed at baseline. Mothers in the exposed group differed in sociodemographics with 78.5% experiencing physical violence within the past year, with the majority experiencing severe physical violence (Kernic et al.). The majority of mothers had also experienced some form of severe psychological aggression in the past year, 80% being severe. Seventy-five percent of mothers had a history of emotional and/or physical abuse lasting longer than 1 year, had problems with depression and alcohol abuse, and almost 60% suffered from severe depression (Kernic et al.). 
The authors also monitored child maltreatment and reported on children who had been exposed to IPV and experienced child maltreatment, and those who had only been exposed to IPV (Kernic et al.). For children exposed to IPV without maltreatment, risk for internalizing behaviours was not significantly increased, but, for those exposed to IPV and maltreatment, the children were more than twice as likely to have a borderline to clinical level score for internalizing behaviours than the comparison group (RR = 2.6, 95% CI: 1.5-3.6). For externalizing behaviours, both groups had an increased risk, with the IPV only group being 1.6 times as likely, and the IPV and maltreatment group being 3.0 times more likely to be at the borderline or clinical level versus the comparison group (Kernic et al.). Similar results were found with total behavioural problems. The authors also examined type, severity and duration of IPV to discover if these factors had an impact. Only duration added to the effect of IPV exposure, with children exposed to long-term maternal IPV being significantly more likely to be in the borderline or clinical ranges for total behavioural problems. 
Bauer and colleagues (2006) also used the CBCL to study exposure to IPV and child behaviour. Significant associations were found between child exposure to IPV and externalizing behaviours, internalizing behaviours, attention problems, and social problems. This review of the literature demonstrates exposure to IPV has harmful effects on children. As Kernic and colleagues (2003) point out, there are maternal factors at play too. Stressors such as family dysfunction, decreased nurturing by the mother, marital conflict, decreased social and community support, interactions with police and the court system, foster placement, the threat of physical violence, age and gender can influence the child and cause traumatic symptoms (Campbell & Lewandowski, 1997). Child exposure to IPV is a major issue in children’s health, but with programs like the NFP, these issues can be dealt with upstream, and stopped before the children become exposed.
NFP clients are potentially at risk for IPV. In 2012, Scribano, Stevens and Kaizar (2013) conducted a study to determine the prevalence of IPV before, during and after pregnancy to determine correlates associated with IPV exposure. Data from NFP clients, who were at least 13 years old, and who had given birth at least 12 months before the study start date were collected (Scribano, Stevens & Kaizar). Two measurements were used: the Abuse Assessment Screen (AAS) to compare abuse rates in the previous year, during pregnancy and 12 months after pregnancy, and the short version of the Rand Mental Health Screen to measure maternal affect (Scribano, Stevens & Kaizar). 
The sample was composed of 10,855 women, with 8.1% reporting IPV in the 12 months prior to pregnancy, 4.7% reporting IPV during the first 36 weeks of pregnancy and 12.4% reporting IPV in the 12 months following delivery (Scribano, Stevans & Kaizar, 2013). Scribano and colleagues found that mothers experiencing IPV 12 months after delivery were significantly younger than mothers not experiencing IPV (p = 0.026, p < 0.001, respectively). Drug use and cigarette smoking were significantly associated with IPV exposure before and during pregnancy (Scribano, Stevans & Kaizar). Positive affect and personal belief scores taken at the start of the NFP program were significantly worse in those reporting IPV exposure (Scribano, Stevans & Kaizar). Women reporting IPV at 12 months after delivery were significantly associated with lower rates of contraceptive use, and higher rates of experiencing another pregnancy at 12, 18 and 24 months (Scribano, Stevans & Kaizar). This study provides valuable information about the characteristics of women enrolled in the NFP who are exposed to IPV. 

Nursing and IPV
The literature surrounding nurses and home visitation is expansive, but little was found on nurses’ experiences of home visiting and providing services to women and families exposed to IPV. The literature review was widened to include nurses in all settings and their experiences working with women who had experienced IPV.  Across this body of literature, it appears that studies conducted fall into four major categories: 1) nurses’ educational needs related to IPV; 2) attitudes of nurses towards IPV; 3) emotional responses of nurses to working with women and children exposed to IPV; and 4) organizational attributes or how the organization the nurse works for provides support or barriers to the nurses experience of working with women exposed to IPV. These issues can lead to professional practice issues, which decrease the level of care provided to these women. 
Nurses’ IPV education needs. Nurses are on the front line of healthcare in a variety of roles. As such, nurses have unique opportunities in multiple settings to identify, assess and respond to IPV if they have the educational preparation required to do so. The literature suggests nurses do not have adequate education to ensure they can consistently perform these responsibilities. Wathen and colleagues (2009) conducted a survey and environmental scan in Ontario, Canada to understand what educational opportunities future healthcare providers were being given on the topic of IPV. All potential university and college programs providing allied health, dentistry, medicine and nursing programs were contacted. Ninety-five percent of eligible programs responded and took part in completing a survey and interview. Only 57% of these programs indicated that some form of IPV education was provided in their educational program or curriculum (Wathen et al.). An overview of IPV, risks for IPV, characteristics of victims and perpetrators, methods for identification of IPV, interventions, and availability and access to community resources were topics generally covered by the programs (Wathen et al.). Apart from the allied health students, nursing students were the most educated on this topic, with 83% of undergraduate nurses receiving education, and 41% of postgraduates. Of the 57% of organizations who educated students on the topic of IPV, the average time dedicated to this topic was between 1-4 hours, with no rigorous evaluation, possibly leaving students not really prepared for managing an interaction with someone exposed to IPV (Wathen et al.). 
A consistent finding across studies was nurses’ lack of education and knowledge concerning IPV, as well as nurses’ requests for more training on this topic (Chung, Wong & Yiu, 1996; Dos Reis et al., 2010; Efe & Taskin, 2012; Moore, Zaccaro, & Parsons, 1998), they had a poor knowledge base (Dos Reis et al., 2010), they were unsure how to ask questions about IPV (Chung et al.; Sundburg, Saleh-Stattin, Wandell & Tornkvist, 2012), and were uncomfortable addressing the issue of IPV (Sundburg et al.). Nurses concluded that professional development on this issue was needed (Häggblom & Möller, 2006; Goldblatt, 2009; van der Wath, van Wyk & Janse van Rensburg, 2013), and that current training was inadequate (Gutmanis, Beynon, Tutty, Wathen, & MacMillan, 2007). Nurses wanted to feel prepared, but did not (dos Reis et al., 2010; Moore, Zaccaro & Parsons, 1998), and indicated that not having enough knowledge and basic skills was the biggest barrier preventing them from intervening (Häggblom & Möller, DeBoer, Kothari, Kothari, Koestner & Rohs, 2013; Häggblom, Hallberg, & Möller, 2005; Natan & Rais, 2010). When training was provided at in-services, few nurses reported attending (Häggblom et al.). Some nurses sought their own knowledge and did personal research to feel more prepared (Häggblom & Möller, 2006). Nurses reported wanting mentoring, debriefing with colleagues and managers, and more resources to help them care for women affected by IPV (Häggblom & Möller). 
The NFP program identified IPV as a priority issue and developed an educational curriculum in response to nurses’ stated educational needs. Jack and colleagues (2012b) conducted focus groups with nurses in order to understand their educational needs in relation to IPV. The study found nurses expressed concern about not having the skills to facilitate an IPV disclosure when their “gut feeling” was telling them a client was being abused (Jack et al., p.8). Nurses also required a deeper understanding of the cycle of abuse, types of violence women are exposed to in intimate relationships, clinical risk indicators suggestive of IPV exposure, the impact of IPV on women and children and the stages of abusive relationships (Jack et al.). Nurses identified needing knowledge about how to care for different cultures, and expressed a knowledge deficit about issues related to housing, justice and how local law enforcement responds to the issue of IPV (Jack et al.). Further development in skills such as assessment of IPV, motivational interviewing with abused women, safety planning, and conducting risk assessments were also identified as specific needs (Jack et al.). Specific to the NFP program, nurses wanted to know how to weave together their IPV assessment and intervention with the core NFP curriculum (Jack et al.). NFP nurses also required additional skills in establishing therapeutic boundaries with women and children who had been exposed to violence, and how to manage feelings of compassion fatigue and frustration (Jack et al.). These results lead to an IPV NFP nurse and supervisor program of education being created.  
In summary, nurses, because of their positions in healthcare are key to identifying, assessing and responding to IPV. Currently, nurses are not being given adequate educational opportunities to sufficiently provide care to women and children exposed to IPV. The NFP program has acknowledged this need for professional development and has developed a curriculum to enhance nurses’ knowledge on the subject. In the next section, nurses’ attitudes to IPV, and how they can be a hindrance to proving care, are discussed. 
Attitudes of nurses. In this section, the attitudes of nurses towards women who have experienced IPV are examined. Attitudes refers to how nurses respond to the individuals they are providing care to, and how they think of them, while emotions, discussed in the next section, refer to what the nurses themselves are feeling in response to working with a woman exposed to IPV. As the following literature demonstrates, attitudes can be a major factor in determining how nurses treat women exposed to IPV, and whether they identify, assess and respond to IPV appropriately. 
The personal attitudes of nurses towards women exposed to IPV have an impact on their level of care. The amount of IPV education received by the nurse appears to strongly influence whether IPV care was initiated or not (Sundborg et al., 2012).  Some nurses displayed the attitude that the women suffering from IPV were responsible for what was happening to them (Chung et al., 1996; Goldblatt, 2009; Sundburg et al.), and felt it was not their place to intervene as it was a family problem (Efe & Taskin, 2012). These prejudicial attitudes were found to prevent intervention in some cases (Efe & Taskin; Sundburg et al.). Other nurses described IPV as not a normal situation, and one that needed reporting (Natan & Rais, 2010). These nurses displayed expertise and confidence in their role as nurses caring for a woman who had been exposed to IPV, and believed that for the woman exposed to abuse, a nurse was the most important contact on the healthcare team to make (Häggblom & Möller, 2006, Natan & Rais). Henderson (2001a) conducted a qualitative in-depth exploratory study comparing community based nurses and hospital based nurses and their experiences with IPV in the UK and Canada. Nurses (n = 48) participated in 8 focus groups, as well as individual interviews. Nurses worked in maternity, emergency, mental health and in the community. Community based nurses were more likely to have a well thought out plan with regards to IPV, while hospital based nurses responses were based on four criteria; 1) whether the woman was open to discussing the abuse, 2) the clinical area (the emergency department compared to a maternity unit), 3) judgement about the woman's worthiness, and 4) how confident the nurse felt about dealing with the issue (Henderson). In this study, Henderson found that some nurses felt the onus was on the woman to open the discussion about IPV and initiate the topic, and that they should ‘ask’ for help instead of the nurse initiating the conversation. This finding was in contrast to the experiences expressed by nurses working in the emergency department who were more comfortable raising the topic of IPV for discussion compared to the nurses who worked on the maternity ward (Henderson). Nurses who do intervene were found to have a plan, which included developing a support system for the woman including contacting social work, thinking about finances and a safe place to stay, and contacting the community nurse (Henderson). This study also reported that when judging a woman's worthiness, nurses looked at race, class and culture (Henderson). If the nurse felt confident about discussing the issue, they would open a dialogue about abuse otherwise the topic was not brought up by the nurse (Henderson). This study sheds light on how nurses’ attitudes can impact the level of care these women receive.  Some nurses expressed the opinion that some people were not worth helping because you could not change them (Henderson). 
These findings suggest specialized professional development opportunities for nurses on IPV-related topics is needed to avoid negative attitudes and judgements being disseminated, resulting in a reduced level of care for this high-risk population. Augmented training has been shown to increase nurses’ understanding of the difficulty of the situation faced by women who have experienced IPV (Häggblom et al., 2005). 
Emotions of nurses. The emotions that one experiences and internalizes has the potential to impact their experiences and behaviours in the workplace. In this context, nurses’ emotions refer to how the nurses feel about the situation they are in, specifically, managing and interacting with women who have experienced IPV. 
In a qualitative study using semi-structured interviews, dos Reis and colleagues (2010) sought to understand nurses’ experiences when caring for women who had suffered sexual violence. A sample of 6 nurses working in a specialized hospital, in Campinas, South-Eastern Brazil were interviewed privately. Interviews were semi-directed, using open-ended questions, an interview guide and a demographics form. Verbal and non-verbal expressions were noted and the interviews were audio-taped and transcribed verbatim. 
Results were divided into two categories, what the nurses thought, and how they felt. The nurses thought that when caring for women who have experienced sexual violence, a nurse must humanize the care and be receptive to the woman (dos Reis et al., 2010). The nurses felt a complex mixture of emotions when providing care for abused women (dos Reis et al.). The nurses noted that sometimes they do not like having this type of client to care for because they are “not in the mood” and do not have “the energy” (dos Reis et al., p. 328). When this happened, the nurses needed time to collect themselves and take the perspective of the women in order to provide the care needed (dos Reis et al.). They often did not feel prepared to provide the care needed (dos Reis et al.). An important finding was how nurses described their work causing fear in their personal lives. They feared for themselves and their family, as witnessing the effects of violence made it a reality for them (dos Reis et al.). They felt impotent about the violence and wanted to know how to help, and how to break the family and cultural cycle (dos Reis et al.). Overall, nurses felt the desire to “run away” and the desire to care for the women at the same time, thus they felt conflicted (dos Reis et al., p328). Nurses used debriefing and reflection as inner resources to help cope with their work (dos Reis et al.). This study provides insight into how nurses feel when working with women exposed to violence, and how it can affect their personal lives. 
In a phenomenological study conducted in Israel using hospital and community based nurses, Goldblatt (2009), conducted in-depth interviews in Hebrew seeking an understanding of nurses’ experiences working with abused women, their thoughts, feelings, attitudes, reactions, and how they approach screening and treating these women. Female nurses working on wards, in the emergency department or based in the community were interviewed and the resulting theme was ‘struggling on the work and home front’ (Goldblatt). Nurses were found to have a range of reactions, with some setting clear boundaries between themselves and the clients, while for others the boundary was blurred, and they felt themselves being drawn in to the woman’s situation (Goldblatt). When this occurred, a myriad of emotions were felt by nurses, including frustration, helplessness, misunderstanding, pity, and anger at both the survivor of the violence and perpetrator (Goldblatt). When discussing how their work affected their home life, nurses stated they felt drained and terrified by their experiences (Goldblatt). Nurses would talk about what they had seen with their husbands because they needed to feel safe (Goldblatt). Husbands would often reassure the nurses that they were not abusive males (Goldblatt). Nurses noted that it shaped the way they mother their children, always using non-violent methods, and how it undermined their belief in a safe world (Goldblatt). The belief that no one is immune from abuse aroused deep fear and uncertainty in the nurses about the safety of their children (Goldblatt). Some nurses reported that they try very hard to separate work and home life, and that this is vital for preserving a sense of self-control (Goldblatt). Other nurses would rather relinquish the emotional or caring aspects of nursing and just complete the physical aspects when caring for a woman who has suffered abuse (Goldblatt). This study provides valuable insight into how nurses feel, and the complex spectrum of emotions they cope with when working with women who have experienced abuse.   
Häggblom and Möller (2006), conducted a grounded theory study in Finland with a purposive sample of 10 nurses working with local government health organizations in community, emergency, outpatient clinics, maternity and psychiatric nursing. Nurses were interviewed and the findings were divided into two categories; 1) nurses’ personal perceptions toward IPV, and 2) nurses’ feelings about being equipped to intervene (Häggblom & Möller). Nurses felt they were guided by their emotions and intuition when caring for a women exposed to IPV, and perceived that their support was extremely meaninigful to the woman (Häggblom & Möller). Individual reactions included feeling overwhelmed, frustrated, anxious, experiencing psychological stress, powerlessness, helplessness, loneliness, and feeling a lack of support (Häggblom & Möller). Some nurses expressed that they must ignore their own emotions in order to be able to continue completing their job (Häggblom & Möller). Nurses described the horrors of the physical injuries they had seen, and nurses with abuse in their own past reported feeling more frustrated and powerless (Häggblom & Möller). 
The second category of findings describes whether nurses felt equipped to manage and support a client who had experienced abuse. This category was divided into four subsections: ‘nurses feeling equipped’, ‘nurses professional role’, ‘feeling skilled’, and ‘feeling supported’. ‘Nurses feeling equipped’ described when nurses felt that they had the knowledge to complete care and included nurses stating they were guided by ‘know how’, and had used books, brochures and personal research to gain knowledge (Häggblom & Möller, 2006). They also expressed the importance of understanding the long process of leaving, and expressed concern about not detecting women who had experienced abuse. Community nurses expressed uncertainty about how to proceed when meeting only occasionally with women exposed to abuse (Häggblom & Möller). 
‘Nurses professional role’ was another subsection and nurses described how they felt that their role was the most important on the healthcare team to make contact with exposed women, care and manage them (Häggblom & Möller, 2006). They felt a commitment to the woman, and were concerned about preventing deadly threats to the women’s safety (Häggblom & Möller). ‘Feeling skilled’ explored the nurses feelings about how they felt they had been prepared for managing these cases. Nurses described receiving no comprehensive training in IPV (Häggblom & Möller). Some had training in related fields and expressed feeling confident and secure when interacting with women who had suffered abuse, while some expressed that all training had been their own intiative (Häggblom & Möller). The final subsection was ‘feeling supported’. Nurses reported receiving strength and encouragement from colleagues, but were frustrated and angry with colleagues who failed to identify or showed ignorance, or remained passive (Häggblom & Möller). Nurses wanted their colleagues to have an active voice, with some feeling neglected by colleagues (Häggblom & Möller). Nurses also stated that organizational support was non-existent (Häggblom & Möller). This study illustrates the complexity of nurses emotions when managing IPV. It provides insights into how nurses feel about the training they have received, their professional role and how supported they feel by colleagues and their organization. 
In a descriptive phenomenology study, a purposive sample of 11 emergency nurses from two different departments in urban settings in South Africa were asked to describe their experiences of caring for women exposed to IPV (van der Wath et al., 2013). One hospital was used for general medical emergencies, while the other was specialized and only received complicated emergencies (van der Wath et al.). Interviews were unstructured with an initial broad, open-ended questions being asked. Probing, reflection and paraphrasing was used to ensure participants were being understood (van der Wath et al.). Interviews were audiotaped and transcribed verbatim (van der Wath et al.). 
Findings suggest the experiences of witnessing survivors’ suffering is disruptive and can cause recurrent memories for nurses (van der Wath et al., 2013). Distressing emotions such as anger, sympathy, depression, sadness, fear, and shock occur when hearing stories and caring for these women (van der Wath et al.). Memories can last a short or long time, and vivid memories can occur, causing distress (van der Wath et al.). Nurses feel relief when their client shows improvement, and when they feel they are helping the woman (van der Wath et al.). The authors note that when nurses feel sympathy rather than empathy, it is not conducive to providing care as sympathy causes burnout, becoming overwhelmed by emotions, focuses on self rather than the woman and can lead to compassion fatigue and emotional disengagement (van der Wath et al.). Van der Wath and colleagues provide interesting and unsettling findings in this study about the potential consequences nurses experience through caring for women exposed to IPV, including recurrent memories that cause emotional distress. It is important to understand the impact this work has on nurses, and what supports and resources they need. 
In South Africa, a survey of all practicing female nurses in two hospitals and 20 primary healthcare clinics was conducted to understand whether nurses experiences of domestic violence influenced their management and care of women involved in domestic violence or rape cases (Christofides & Silo, 2005). A standardized questionnaire was completed through face-to-face interviews by trained fieldworkers which asked questions about socio-demographic data, quality of care, which was measured through knowledge, attitudes, reported practice pertaining to the management of domestic violence and sexual assault cases, and personal experience of physical and emotional abuse, and exposure to abuse from family or friends (Christofides & Silo). Out of the 212 who responded (response rate of 52%), 107 were hospital-based nurses, and 105 were community-based nurses (Christofides & Silo). Results indicated that 81.6% of nurses reported seeing clients who had been exposed to domestic violence (Christofides & Silo). The major result from this study was that if a nurse had either a personal exposure to domestic violence, or had a family member or friend who had experienced domestic violence, they were better able to identify and manage the client (Christofides & Silo). The authors suggest that the degree with which nurses identify with clients who have experienced domestic violence may be a predictor of quality of care (Christofides & Silo). The authors recognize this as an area for future research.  Being able to care for a woman who has been exposed to IPV is a major aspect of being a nurse. As we have seen from the above literature review, some nurses find it difficult to care for these individuals and thus remove themselves emotionally from the situation. This study shows that nurses who can relate to the women provide better care. A better standard of care should always be sought, and this study provides valuable insight into why some nurses care well for these women and others do not. 
In summary, nurses reported feeling satisfied about the care they give to women who have experienced IPV (dos Reis et al., 2010). When nurses can help, they experience positive feelings (Henderson, 2001a). However, not all emotions experienced were good. The range of emotions expressed was intense. Nurses felt empathy, but also a desire to run away (dos Reis et al.; Goldblatt, 2009), impotence, fear, indignation, and relief (dos Reis et al.), frustration, (Goldblatt; Häggblom & Möller, 2006; Henderson, 2001b), helplessness, powerlessness and anxiety (Goldblatt; Häggblom & Möller). Anger, sympathy, sadness, depression and shock were also experienced (van der Wath et al., 2013; Goldblatt; Henderson, 2001b). Visualization of the survivors’ stories evoked concern for the survivor, but also disruptive and recurrent memories of the incident (van der Wath et al.). Some authors noted nurses suffered from vicarious traumatisation (Goldblatt) or indirect trauma (Clark & Gioro, 1998) after caring for women exposed to IPV. Nurses reported struggling with their perceptions of their professional role as carers when they felt overwhelmed with the situation (Goldblatt; Häggblom & Möller). In one study, some nurses failed to understand how the level of violence could occur, and found it difficult to separate home and work life, though this was a very important separation for them (Goldblatt). A spectrum emerged from Goldblatt's study, on one end, nurses became too involved and were negatively impacted by caring for the woman, while on the other end nurses distanced themselves emotionally from the situation and found IPV survivors inconvenient clients, leading one to assume that the level of care provided was not as high as it should have been. Nurses reported feeling like they must ignore their own emotions in order to care for the woman, and felt accountable to help the woman through this experience (Häggblom & Möller). Nurses with abuse in their past felt more frustration when dealing with IPV situations than others who had no personal experience with abuse (Häggblom & Möller), however, those who had experienced abuse, or had a family member who had were found to be better carers (Christofides & Silo, 2005).
Challenges of addressing IPV in the home context. IPV is a sensitive and often difficult topic to approach in any setting, but there are unique challenges nurses face when addressing IPV in the home. In an article discussing lessons learned from a domestic violence intervention for the home visiting context, Bullock, Sharps & Bandarini (2011) outline several challenges nurses may experience when working in a home where IPV is present. A considerable barrier to screening and addressing IPV is when the male partner is present at the time of the visit, preventing screening (Bullock et al.). Another barrier found was the nurses’ lack of knowledge about how to address IPV. This caused stress among nurse home visitors who felt inadequate and also caused a fear that they would embarrass themselves (Bullock et al.). Nurse home visitors felt stress when trying to control their own feelings about the subject when addressing the issue, and also feared for their safety, as well as the safety of the women they visited (Bullock et al.).  
The ‘lessons learned’ from the focus groups conducted with home visitors by Bullock and her colleagues include several steps that can be taken to counteract the challenges listed above. The nurse home visitors wanted training with local resources including shelters and law enforcement to better their understanding of the resources available, and the law (Bullock et al.). Role playing during training sessions helped increase comfort levels of home visitors by allowing them to say the words out loud, and practice how to ask questions. An important finding demonstrated that the training provided could only be utilized once the home visitor addressed their own attitudes and beliefs about violence and addressed any personal experiences they may have had (Bullock et al.). Communication styles were very important and need to be addressed to ensure a non-judgemental approach (Bullock et al.). Nurses expressed feeling concerned about whether their duty to report situations to the authorities would ruin the trust and rapport built with the client, and also felt the lack of resources available was a barrier (Bullock et al.). When the male abuser was in the home, nurses suggested having brochures available, and would try to meet the client at another location (Bullock et al.). The home visitors recognized the work as difficult, and suggested regular debriefing meetings should take place with staff and management (Bullock et al.). 
In a study discussing the feasibility of screening for IPV during home postpartum visits, Jack, Jamieson, Wathen and MacMillan (2008) also discussed barriers that are specific to the home visiting context. Given the importance of ensuring the safety of the client, again the presence of a partner arose as a problem as it would be unethical to ask about her exposure to violence in front of a potential perpetrator. The presence of other family members, including children over the age of 18 months, also limits a client’s ability to share this information in a private and confidential manner (Jack et al.). Lack of time during the home visit and the nurses’ respect for the time and priorities of the client can also present as barriers (Jack et al.). During the postpartum stage the mother can be tired, needs to tend to her baby, or her other children and does not necessarily have the time to discuss IPV. The nurse home visitors noted how different a discussion concerning IPV is to traditional health topics and how it can be emotionally draining (Jack et al.). The nurses suggested that most mothers were already overwhelmed by the end of a typical postpartum visit, and launching into an emotionally heavy topic may not be conducive to screening (Jack et al.). Nurses themselves may be limited by their own experiences with abuse, as mentioned above (Jack et al.). 
Evanson (2006) focused on public health nurses in rural communities and the unique challenges they face. Rural nurses faced barriers and facilitators that were often different based on the perspective taken. The nurses reported that establishing and maintaining relationships with clients was easier because they interacted with them in many settings. This also made identification of IPV potentially easier as they saw and were able to assess the woman in many settings and with different people, however this also presented a barrier, as the nurse may know the client personally which could make disclosure less likely. Confidentially was extremely important to these nurses, but also could be difficult to maintain as the nurses could be working with extended members of the same family, or families who interacted with their children in schools or on sports teams. Maintaining the trust of the client was extremely important as a breach of trust with one family could ruin the reputation of the nurse in the entire community. Community resources were thought of as good as the nurses felt they knew the people they needed to contact, however access to, or the availability of shelters, and other agencies providing supports to increase a woman’s safety were often limited in a small town or rural location. While setting boundaries between professional and personal life was important, the nurses felt they had more flexibility in rural communities, but were careful not to become embroiled in family dynamics. Support for rural nurses was very important and they sought feedback from external sources to validate their work and reduce their emotional labour. Finally, Evanson (2006) identifies that opportunities for informal support can be limited as nurses in rural communities can only use other nurses or team members as a source of support.

Nurses working in the home context face distinctive challenges when addressing IPV including: the presence of the partner or other family members, time constraints, client priorities, language barriers, fear for their and the client’s safety, stress concerning the situation, and lack of knowledge about how to address IPV. Facilitators include training, role playing, nurses confronting their own attitudes and beliefs about abuse, addressing communication styles, and concerns about confidentiality. The home visiting context provides both challenges and unique opportunities when addressing IPV and should be studied further.      
Organizational attributes. The level of organizational support can also influence and impact the level and quality of nursing care provided and impact nurses’ perceptions about their jobs.  Nurses need to know their organization supports them through education, and has the structures and resources in place to ensure adequate staffing levels in order to provide the best care they can to clients. Throughout the literature discussed below on nurses, IPV and organizational support, it is clear some nurses do not feel supported and express that their ability to provide support to women exposed to IPV is lacking because of this. 
When discussing their experiences some nurses noted their organization's support was not conducive to caring for IPV survivors. In a survey study by Sundborg and colleagues (2012) measuring nurses’ preparedness in encountering women exposed to IPV, only 8% reported that training was provided on the employers initiative, while 82% reported being interested in receiving training to increase competence. More than four-fifths (86%) of nurses felt insufficiently prepared to provide care to women exposed to IPV (Sundborg et al.). Apart from training, issuing guidelines for nurses about how to intervene with clients exposed to IPV is an important part of being a supportive organization. In this study only 5% of nurses had used existing guidelines, suggesting that other nurses did not know the guidelines existed, or were not sufficiently trained in how to use them (Sundborg et al.). One-quarter (25%) of nurses had information packages available to them to use as handouts for women exposed to IPV, and only 7% reported having a designated person at their workplace who was responsible for quality improvement in nursing care (Sundborg et al.). Nurses noted a lack of support from their organization, lack of a relevant mandate when dealing with IPV, and lack of guidelines on appropriate nursing care (Sundborg et al.). 
In a study by van der Wath and colleagues (2013) (described previously), the authors conclude that in order to support nurses who care for women exposed to IPV, interventions such as supervision, training and emotional support are needed from organizations. 
DeBoer and colleagues (2013) conducted a cross-sectional survey of hospital-based emergency department nurses in the United States. Nurses reported organizational barriers such as lack of training, with 44% of nurses feeling they were unprepared to manage women exposed to IPV (DeBoer et al.). In addition, 40% of nurses reported lacking opportunities to screen in the emergency room due to lack of privacy (curtains only) or because a family member was present (DeBoer et al.). Although these percentages do not reflect the majority, it is important to be aware of organizational barriers that exist, and these percentages do reflect nurses who do not feel adequately supported. 
The barriers and challenges nurses face when intervening with women exposed to domestic violence in emergency departments were highlighted in a study by Efe and Taskin (2012). The authors conducted in-depth interviews with 30 emergency department nurses in Turkey. 70% of nurses reported being overworked and not having enough time to intervene with domestic violence cases (Efe &Taskin). Thirty percent of nurses reported being unable to be alone with the client, either they did not have a private room to use, or family was present and they were afraid to ask in front of the family in case the relatives would hurt them or the woman (Efe &Taskin). In this instance, organizational support could increase the amount of women being identified as exposed to domestic violence by providing more staff, and providing private rooms for women to be assessed.     
Organizational support is important for the identification, assessment and management of women who have been exposed to IPV. Work environmental barriers such a lack of private spaces for assessment, lack of staff, lack of education and routine mandates for nurses to follow are all organizational barriers identified by nurses that could help to improve nursing care of women exposed to IPV. 
Nursing practice standards. As licensed professionals, nurses must maintain a defined level of competency and practice standards set by their governing body. Professional practice issues arise during nurse home visits and nurses must be supported through these challenges to provide the best care possible. Nursing practice standards are decreed by the appropriate college and determine the standards a nurse must meet in order to hold a licence with that college. The College of Nurses Ontario (CNO) has seven practice standards including accountability, continuing competence, ethics, leadership, knowledge, application of knowledge, and relationships (CNO, 2013). A professional practice issue is any issue that may prevent a nurse from achieving these standards, and can be broken down into two parts, any issue which puts the patient at risk, or any issue which interferes with the nurse meeting the standards of practice, employer guidelines, or other clinical standards (CRNBC, 2014). Nurses and employers are both responsible for meeting these standards. The nurse is responsible for meeting the standards and taking action if they can not, and the employer is responsible for providing nurses with resources to ensure they meet the standards, as well as working with the nurse on any issue which arises (CRNBC). Professional practice issues include unsafe work environments, and not enough staff leading to decreased care (CNO). 
Overall Strengths and Limitations of the Presented Literature
Domestic violence and IPV remain difficult and sensitive topics to research. Consequently, many of the studies presented used self-reporting methods of data collection, such as telephone or self-report questionnaires or surveys. Recall bias can be a concern when using this type of data collection. In some instances the reliability and validity of the questionnaires was also questionable. In some studies sample size was small, and in most studies, convenience sampling was used. When sample size is small it is difficult to interpret how powerful and transferable the results are. A few studies had low response rates, again leading to concerns about the findings, and whether a response bias occurred. 

Although the literature presented had limitations, all studies had methodological strength. Many studies found a clear and significant result. Sample size was appropriate for many studies, and resulted in the achievement of saturation of themes. In-depth interviewing techniques were used to collect data. Studies that collected data from nurses working in hospitals did so from many wards, increasing the validity and transferability of the results. Overall the literature presented is methodologically strong, adds much needed information to the overall literature available on domestic violence and IPV, and presents areas for future study. 
Summary 
The above literature review provides a broad summary of the impact that working with women exposed to IPV has on nurses. Nurses are feeling a wide range of emotions including helplessness, fear, powerlessness, impotence, stress, anxiety, depression, sadness, fear, shock, and sympathy; they are suffering from burnout and are overwhelmed. Working with exposed women can lead to changes in nurses personal lives, such as how they interact with their husbands and children, and how safe they feel at home. Recurrent and vivid memories of the women they have helped can cause distress. When assessing the home context the same impacts and more apply for nurses. Home visiting requires the nurse to work within the context of the client’s home environment, and visits are completed by the nurse on an individual basis. Working as a nurse home visitor provides unique challenges that highlight safety concerns based on not only the client and her family, but also the safety of the nurse while they provide support to the family. Safety concerns identified by the nurse not only affect but add another level of stress to an already stressful environment. Other family members may also be present during assessments, making it difficult to complete assessments for IPV. Although there is much information we do know, there is also a great deal still to learn. More detail is needed to fully understand the impact working with women exposed to IPV has on nurses, and how are their personal lives altered? And what resources are needed to ensure nurses as fully equipped with knowledge to address these situations effectively? In the home environment, how do we ensure the best possible situations for assessments are provided to allow the nursing assessment and interventions to work? How do we make nurses feel safer? There is plenty of research to be done, and the current proposed study hopes to shed more light on this topic. 
CHAPTER 2-METHODS

Purpose of Study

The purpose of this study was to explore nurses’ experiences and descriptions of home-visiting with socially and economically disadvantaged pregnant women and first time mothers enrolled in the NFP program, who have self-reported current or past exposure to IPV. The study aimed to identify the professional and personal impacts that working with this particular group has on the provision of nursing care. I also sought to identify the organizational supports the nurses deemed necessary to do work of this nature and to report on the specific educational needs of nurse home visitors. Currently, there is a lack of professional development and a gap in nurses’ knowledge about IPV. Supporting nurse home visitors to address IPV is currently an identified priority for innovation and enhancement within the NFP program (Olds et al., 2013). Information from this study will continue to inform the development and improvements to the NFP IPV intervention currently being evaluated (Jack et al., 2012). 
Research Question

What are nurses’ experiences and descriptions of home visiting socially and economically disadvantaged pregnant women and first time mothers exposed to IPV? 

Objectives:

1) To describe the experiences of nurses home visiting women enrolled in the NFP who are exposed to current or past IPV; 

2) To describe how working with women exposed to IPV impacts the nurse-client relationship and the delivery of professional nursing care; 

3) To identify the perceived impact of this work on the nurses’ personal lives outside of the workplace;

4) To explore what nurses identify as the resources or supports needed to engage in the work of home visiting women and children exposed to IPV; and

5) To explore supervisors’ and community stakeholders’ perceptions of the challenges nurses experience and their recommendations for supporting home visitors to engage with women exposed to abuse. 
Methods

The NFP IPV research team conducted a case study to develop a nursing intervention to identify and respond to IPV, specific to the NFP home visitation context (Jack et al., 2012). The case study sought to understand the problem of IPV as experienced by stakeholders, assess the needs and wants of clients within the NFP program, analyze current practices and examine possible methods to aid women who experience IPV from a community perspective (Jack et al.). Data analysis was conducted concurrently using conventional content analysis and constant comparison methods. 
The current study was designed as a secondary qualitative analysis of a subset of the data collected from the study conducted by Jack et al. (2012). The subset included the nurse home-visitor focus groups, as well as the one-on-one interviews conducted with the nurse supervisors and community stakeholders. This subset was selected because it would provide the most informative and relevant data to answer the research question and address the study objectives. While the nurses’ experiences and descriptions were the crux of the research study, research objectives included discovering needs, resources, and supports the nurses required to competently fulfill their role. Information from the community stakeholders and nurse supervisors added additional insight and different perspectives to these objectives. The data from these additional data sources was anticipated also to confirm or validate the experiences described by the nurses, thus acting as a data source triangulation strategy. 
Design

Qualitative methods focus on understanding social phenomena in their natural environments (Graneheim & Lundman, 2004). Emphasis is placed on the participants and their experiences, especially the meanings they give to those experiences (Graneheim & Lundman). Nursing research often deals with important and sensitive issues, making content analysis well suited to investigate nursing issues (Elo & Kyngas, 2007; Vaismoradi, Turunen, & Bondas, 2013).     

The principles of qualitative secondary data analysis were used to conduct this qualitative study. Secondary data analysis is defined as a method that answers a question that is different from the original research question and uses a pre-existing data set (Heaton, 1998; Hinds, Vogel & Clarke-Steffan, 1997; Szabo and Strang, 1997; Thorne, 1998). In the section that follows, the uses, advantages, disadvantages, ethics and rigor of secondary data analysis will be discussed.
Secondary data analysis can be used to generate new knowledge, theories or support for already existing theories (Heaton, 1998). It can also be used as a means of verification, refutation or refinement of existing research (Heaton, 2003). It extends the context researchers are able to use for data analysis and interpretation (Thorne, 1998) while also creating a wider use for the data already collected, which is especially important and useful when it concerns rare and inaccessible subjects, as qualitative research often does (Heaton, 1998; Szabo, 1997; Thorne). On a practical note, only limited opportunities for original research are available (Heaton, 1998) and secondary analysis is a method for conducting research while reducing costs (Szabo & Strang; Thorne). Other advantages include being able to view the research with a detachment the original research team may not have had, thus giving the secondary researcher different insights into the data (Szabo & Strang). It is also a good method for students as it is not only cost effective, but also provides a focus on analysis and interpretation, which is difficult to achieve in a classroom (Szabo & Strang).     
Potential issues and disadvantages to secondary data analysis include not being a member of the original research team (Heaton, 1998, Thorne, 1998). Although this can also be an advantage, it can be a disadvantage in that salient features of the context, or research process may not be evident to a secondary analyst (Thorne). Thorne points out that most qualitative data sets are small enough so as to have the potential to provide statistically improbable conditions, which could be exaggerated in a secondary analysis. The secondary analyst also has a lack of control in the generation of the data set, which could lead to issues such as an inability to follow strict methodological guidelines when answering the new research question (Szabo, 1997). Finally, any bias from the original study has the potential to be intensified during a secondary analysis and could impact the results (Hinds, Vogel & Clarke-Steffan, 1997; Szabo; Thorne) and analysis. As this is the case, it is extremely important for the secondary analyst to have direct contact with the original research team if possible (Hinds, et al., 1997). 
Ethical considerations must be made when conducting a secondary data analysis. Issues such as informed consent (Hinds, et al.; Szabo, 1997; Thorne, 1998); confidentiality, non-maleficence and fidelity (Thorne, 1998) must be considered, as they would be in any other study. In the case of secondary data analysis, it is important to have access to all research materials used in the original study in order to achieve this (Thorne, 1998). Similar to ethical consideration, strict methodological rigor must also be employed to ensure the validity of the research. 
In summary, secondary data analysis is the use of pre-existing data to answer a question that differs from the research question used in the original study. It has many uses, including generating new knowledge, verifying existing knowledge, and achieving maximum use of data, especially important when researching sensitive topics. Disadvantages include potentially not having first hand knowledge of the data, and intensifying any biases in the original research. A discussion of how the methodological limitations were addressed can be found in the data analysis section. A detailed description of the methods of this study will now be presented. 

Sample

The sample for this secondary data analysis was comprised of the 27 nurses, 18 community stakeholders, and four nurse supervisors from the Jack et al. (2012a) original case study on the development of a nurse home visitation intervention for IPV. Among NFP sites who met study eligibility criteria and who volunteered to be considered for participation in the process of developing the IPV intervention, four sites from three states were selected. These four sites were located in the mid-west and north central US and met the following inclusion criteria: 1) site had graduated at least one cohort of clients from the NFP program; 2) nurses were providing services to women exposed to IPV; and 3) no current involvement in other research studies. For the purpose of this multi-case study, the principle of maximum variation sampling was also used to inform selection of the sites. The sites varied in terms of 1) length of time implementing NFP; 2) characteristics of local families served; and 3) geographic variation (e.g., dense urban community or rural-urban community). Full-time nurse home-visitors from these 4 NFP sites were asked to participate. Each nurse holds a minimum of a baccalaureate degree and has a maximum caseload of 25 clients (Jack et al.). Snowball sampling was used to identify potential stakeholders to invite to participate in this study. At each of the four participating NFP sites, the research assistant and the PI (Susan Jack) asked the NFP supervisor and the NFP nurse home visitors to identify agencies, and then specific individuals within those agencies that had a key role in planning or implementing part of the community response to IPV (Jack et al.). 
For the purpose of my thesis, the sample was broken into three data sources and analyzed within and across source groups. The three data sources were nurse home-visitors, nurse supervisors, and community stakeholders. This sample was selected because it is the nurses’ experiences and descriptions of home-visiting that are of specific interest. The nurse supervisors and community stakeholders provided valuable perspectives from a position outside of nursing, and also provided triangulation. Triangulation is the concept of using multiple data sources, investigators or theories to cross-check data as a measure of trustworthiness (Guba, 1981). The supervisor data also informed the challenges experienced by nurses, as well as solutions to these challenges. The community stakeholders were also able to identify the supports, resources, and strategies they provide to meet the nurses’ identified needs and challenges. 
Data Collection

Data collection for the Jack et al. (2012) study involved interviews with NFP community stakeholders and nurse supervisors, and focus groups with NFP nurse visitors. The nurse data constitutes eight focus groups, while the supervisor and community stakeholder data are one-on-one interviews. The NFP nurse data collection consisted of two focus groups, each approximately eight months apart, conducted at four sites for a total of eight focus groups. Focus group size ranged from 4-7 participants. Semi-structured interview guides for each focus group were used with each lasting between 120-150 minutes. Focus groups were audio recorded and transcribed verbatim. The first focus group explored reflection on the nurse home-visitors’ experiences in working with women and children exposed to IPV and their needs when working with this population. It also asked participants to describe current strategies used to identify, assess and respond to IPV, and to make recommendations for strategies to enhance management of IPV within the NFP program. The focus groups also explored the nurses’ thoughts on client, organizational, cultural and systematic factors influencing nurses’ abilities to respond to IPV. 
The second focus group allowed nurses to reflect and respond to summaries of nurse and client data collected up to that point; these focus groups were a method to assess accuracy of interpretation of the data collected. Knowledge and skills required by nurses to address IPV during home visits, issues regarding nurses perceived competence and capacity to respond to IPV, perceptions of the acceptability of the Domestic Violence Survivor Assessment (DVSA) (Dienemann, Campbell, Landenburger & Curry, 2002) and the Composite Abuse Scale (CAS) (Hegarty, Bush & Sheehan, 2005), and the feasibility of using motivational interviewing techniques to enhance client self-efficacy and stimulate behaviour change were new topics that were also explored.

The 18 community based stakeholders and the four nurse supervisors participated in two semi-structured interviews, lasting between 60 and 90 minutes. Forty-seven interview transcripts were analyzed. The first interview sought to understand the stakeholders’ current role in supporting women exposed to IPV and to identify organizational, cultural and systemic influences on developing enhanced NFP interventions to support this population. The second interview summarized the first to assess accuracy of interpretation, and also sought to explore strategies for supervising professionals working with families exposed to violence, the role of agencies in collaborating with the NFP to address client needs, the role of the nurse home visitor in intervening with perpetrators of violence, and the perceptions of specific nurse home visitor roles in responding to IPV. Community stakeholders and nurse supervisors received a $25 gift card per interview for participating in the study. The nurse participants did not receive any monetary compensation, however, a catered meal was provided to accompany each focus group.
Data Analysis

In this secondary analysis of the dataset, the principles of qualitative content analysis were applied to all of the interview and focus group transcripts. Content analysis describes research methods aimed at describing text (Vaismoradi et al., 2013), and is used when the researcher seeks to avoid any preconceived notions and enables the findings to come from the data (Hsieh & Shannon, 2005). Content analysis describes data through systematic and objective means, with the purpose of discovering new insights and providing practical guides to action (Elo & Kyngas, 2007). Through the use of this method, interviews become broad descriptions of the phenomenon arranged into categories (Elo & Kyngas). 

Hsieh and Shannon (2005) describe three different types of content analysis; conventional, directed and summative. Directed content analysis refers to a directed approach that is deductive and aims to validate a pre-existing theory or framework (Hsieh & Shannon). Summative content analysis quantifies words or content and explores their usage. It also includes interpretation in order to understand the underlying meaning of the words. Conventional content analysis aims to describe phenomenon when there is limited available research. This is the type of analysis that was used in this study. Advantages include receiving data directly from participants with no pre-conceived ideas, while a challenge can be the inability to fully understand the context for the situation, and therefore failing to identify categories (Hsieh & Shannon). 
Content analysis as a process was first documented in the 1950’s and was focused on quantitative research (Graneheim & Lundman, 2004). Since its inception it has been used for analyzing a variety of research at a range of depths (Graneheim & Lundman). There are many differing opinions of how to conduct content analysis based on both its history and the researchers’ beliefs, but researchers agree that an essential element is that the text contains multiple meanings (Graneheim & Lundman). These multiple meanings take the form of manifest and latent content. Manifest content refers to the analysis of what the text states, while the latent content is the interpretation of the underlying message (Graneheim & Lundman). Depending on the research purpose, analysis can be inductive or deductive, and which method is used depends upon the research purpose (Graneheim & Lundman; Hsieh & Shannon, 2005; Vaismoradi et al., 2013). Deductive approaches are used when the research aim is to test a pre-existing theory or framework, while inductive approaches are used when there is limited knowledge about the topic and all codes and categories are derived from the text (Vaismoradi et al.). Both deductive and inductive approaches were used in this study. 
While there are variances in the descriptions of how to preform content analysis, the general steps include reading the data in its entirety in order to get a sense of the whole, deciding what the unit of analysis is, deciding between manifest or latent content, creating codes and categories, abstraction, and reporting the findings (Elo & Kyngas, 2007; Graneheim & Lundman, 2004; Hsieh & Shannon, 2005; Vaismoradi et al., 2013). The unit of analysis refers to the object under study and can refer to a variety of things depending on the research purpose and researcher. In this context, the unit of analysis would commonly refer to the entire interview or focus groups, or specifically designated sections of each pertaining to the research purpose (Graneheim & Lundman). Codes are a means of grouping words, sentences or sections of the text that have a similar meaning, or describe the same thought about a situation, and should remain in context (Graneheim & Lundman; Vaismoradi et al.). Categories are groups of codes and must be comprehensive and incompatible with other categories (Graneheim & Lundman). Abstraction or the creating of themes is the final step and the step where the in-depth interpretation occurs (Elo & Kyngas; Graneheim & Lundman; Vaismoradi et al.). When the researcher has defined the categories, they must look for an underlying pattern that emerges across categories (Elo & Kyngas; Graneheim & Lundman; Vaismoradi et al.). Themes are not always mutually exclusive and can overlap, and sub-themes can also be created (Graneheim & Lundman). These steps can be thought of as a tree, with codes condensing to sub-categories, then categories, which condense to sub-themes and themes to give the researcher a specific to broad look at the topic and complete the analysis stage (Hsieh & Shannon). For this research project, the steps outlined by Elo and Kyngas were used to guide analysis and are described below.    
The steps described by Elo and Kyngas (2007), were used to conduct the content analysis. Specifically, this process includes preparation, organization, abstraction, and rigor, which are described in detail later in this section (Elo & Kyngas). Both deductive and inductive approaches were used to analyze the data, which is supported by the Elo and Kyngas approach to analysis (Elo & Kyngas). A deductive approach was used to broadly code the data into groups based on the ‘needs, practice, problem’ framework by van Meijel, Gamel, van Swieten-Duijfjes & Grypdonck, (2003). An inductive approach was used for further coding because the purpose of the research was to discover what the data reveals in its specific context, and there is limited data available on this topic (Vaismoradi et al., 2013). This resulted in coded categories derived from the data (Hsieh & Shannon, 2005). 
The context of the data is also very important, and analysis must be conducted within the context of the data (Vaismoradi et al., 2013). As such, a framework was used to provide and ensure context remained throughout data analysis. The framework by van Meijel et al., (2003) uses a needs, practice and problem lens. This framework was used by the original researchers and thus is suited for this analysis as the original research was designed with the framework in mind. The framework is divided into four sections: problem definition, needs analysis, problem analysis, and current practice analysis (van Meijel et al.). This framework helps the researcher to identify the problem from the perspective of those involved; in this case, the NFP nurse home visitors, nurse supervisors and the community stakeholders. The needs analysis allows the researcher to analyze the findings of the research and discover what can be common about the intervention, and what needs to be individualized (van Meijel et al.). During the problem analysis, the researcher explores how the problem is experienced by those involved (van Meijel et al.). Analyzing current practice allows the researcher to understand what works, and what does not from the perspectives of those involved; once a full assessment of the problem exists, solutions can be found (van Meijel et al.). The use of this framework helped to focus the research and resulted in an assessment of the nurse home visitors’ needs to address the problem of IPV and an analysis of current practice within the NFP program. 

Preparation phase. The original researchers transcribed the data verbatim and removed all identifying information. This study used both interviews and focus groups, therefore, methods best suited to analyze each format were utilized, as described below. The unit of analysis for the interview was the entire interview. There is currently a debate about what the unit of analysis is when dealing with focus groups, however, there is a consensus that the interaction among the group, and the effect of being in a group on participants must be taken into account (Carey, 1994; Krueger 2009; Morgan, 1997). Carey’s method for analyzing focus groups was used with slight modifications. Carey suggests focus groups should be split into three levels of analysis: individual, groups and contextual (Carey). The ‘individual’ level analyzes the response of the participant while ignoring the group context, the ‘group’ looks at interactional and sequential information, specifically watching for censoring, conformity and ‘group think’ (Carey). The ‘contextual’ unit describes the relationship between the individual and group opinion, and the researcher must ask themselves, do they match? Or is the opinion against the majority? (Carey). In this analysis, only the ‘group’ and ‘contextual’ units of analysis were utilized. It is believed these are most pertinent to the purpose of the study as the study is focused on the group opinions and the views of NFP nurses at large, rather than individual opinions of NFP nurses. The NFP nurse focus groups were the first to be analyzed, as these participants were the focus of the study. The second round of focus groups were coded next, with the supervisor interviews, and then the community stakeholder interviews coming after. 
Manifest data were analyzed. The entire document was read in its entirety several times to get a sense of the whole and to immerse the coder within the data (Elo & Kyngas, 2007). Elo and Kyngas suggest the researcher ask themselves the following questions while reading: Who is telling? Where is this happening? When did it happen? What is happening? And why? These questions were thought of during the initial readings of the interviews. 
Data were given to the coder by the principal investigator of the original study. To ensure data security and participant confidentiality the following steps were taken. Data was transferred to the researcher’s password protected computer with an encrypted USB key. Any data pertaining to the study were also saved on an encrypted external hard drive. All identifying features had previously been removed. The original datasets will be kept for three years after the study has been published in accordance with the McMaster Student Research Ethics Board. The original study by Jack et al. (2012) was approved by the Hamilton Health Sciences/McMaster Faculty of Health Sciences Research Ethics Board, and the Institutional Review Boards of West Virginia University and the University of Colorado. 
Organization phase. Open coding occurred after the preparation phase. Notes and headings were hand written in text while the researcher read the interviews, using as many as was necessary to describe all aspects of the text, with categories being freely created at this stage (Elo & Kyngas, 2007).  After this step was completed, notes and headings were transferred to coding sheets in NVIVO 10 (QSR International). The third step of organization was the creation of lists and categories, which were grouped under higher order headings (Elo & Kyngas). In this stage the data were thought of as ‘belonging’ to a group, not just having similarities (Elo & Kyngas). Categories are devices for describing occurrences and were named using characteristic words from the text (Elo & Kyngas).
Abstraction. Abstraction is the process of forming a general description of the topic through grouping categories together (Elo & Kyngas, 2007). Categories are grouped as main categories with subcategories within each main category. Main categories provide the base for a general description of the topic. Abstraction is the final step of analysis and continues as long as is reasonable (Elo & Kyngas). 
After completing coding in the organizing phase, main and subcategories had emerged, providing a pattern for the entire dataset, which became a general description. Data analysis is not linear and a frequent review of the data occurred (Vaismoradi et al., 2013). Themes were compared across data sources and types. This occurred in order to identify any variations between data sources and types, and also to triangulate findings. The outcome of this process is descriptions of the impact nurse home visits have on nurses where women have been exposed to IPV. Using a “needs, practice, problem” lens, this description provided valuable insight into developing resources for nurses in the NFP program. Journaling occurred after each session of analysis and was discussed with the research supervisor on an as needed basis. 
Memoing is a specific technique used in qualitative research to enhance validity and was used throughout the analysis phase of this study. Memos are typically written by the researcher for self-utilization at a later date (Montgomery & Bailey, 2007) and serve as a record of the researcher’s emerging and developing ideas about the research (Glaser, 1998). Memos can help the researcher move from raw data to theory, or the wanted end result of the research (Montgomery & Bailey). Birks, Chapman and Francis (2008) promote the use of memos in qualitative research and suggest that through the use of memos researchers can immerse themselves in the data, explore the meanings the data holds, maintain continuity and sustain momentum once engaged within the research process. Another point Birks and colleagues (2008) make is how beneficial memos are in relation to initiating and maintaining productivity in researchers, which is especially relevant to novice researchers and thus the current study. The authors also state that writing memos allows the researcher to engage with the research at a higher level, and with a heightened sensitivity to the meanings hidden in the raw data (Birks et al., 2008).  

Birks and colleagues (2008) use the acronym MEMO to outline the uses and benefits of using memos in qualitative research, which will now be briefly discussed. The ‘M’ in MEMO represents ‘mapping research activities’. By mapping research activities, researchers create a decision-making trail or audit trail, which increases validity as all the researchers decisions are accounted for and explained (Birks et al.). ‘E’ stands for ‘extracting meaning from the data’ and relates to the analysis phase of the research. These memos demonstrate how the researcher took the raw data and developed concepts form it (Birks et al.). ‘Maintaining momentum’ is the second ‘M’ in MEMO and acknowledges that researchers have unique subjective influences, and theses influences are exerted on the data during analysis (Birks et al.). Memos create an opportunity for researchers to acknowledge these influences and discuss and justify decisions made throughout the research process (Birks et al.). They also allow researchers to keep a record of perspectives they have during analysis, and if these are changed by certain ideas that come from the data. ‘O’ stands for ‘opening communication’. The authors suggest that memos are an effective way of communicating thoughts about the research to others (Birks et al.). In this study, memos were sent to the thesis supervisor to receive input and comments about the ongoing analysis. 
Anything can be written in memos (Glaser, 1998), including ideas, thoughts, feelings and impressions, which all need to be preserved throughout the research process, meaning that memo writing should be a priority for researchers (Birks et al., 2008). Montgomery and Bailey (2007) recommend four things to think about while writing memos: What is happening within these lines of data? What underpins the action/event/statement? How does this code label relate to an earlier one? and How does this memo compare to that memo? These four questions formed the basis of the memos created in this study. The last question was especially relevant for triangulation between the sources of data. 
When thinking about form and structure for memos, Birks and colleagues (2008) suggest using a form and format that the researcher is comfortable with. During this study, pen and paper memos, as well as memos created using NVIVO were used. The authors also suggest linking supportive documentation to memos. This was achieved in this study using NVIVO memos as the software allows memos to be connected to documents. Creating a title reflecting the content of the memo and dating the memo is an essential part in order to use memos effectively (Birks et al.). An example of the memo created during this research is presented in Appendix B. 
Double coding was used during this research project to ensure dependability was achieved. Two randomly selected focus groups and a nurse supervisor interview were double coded by my supervisor after I had coded the data. A meeting was held to discuss the codes, differences, similarities and any conflicting perspectives about the data. 
Venn diagrams were used in the analysis of the data. Venn diagrams are used as a tool to display categories where themes and concepts have membership (Mahoney & Sweet Vanderpoel, 2015; Shin & Lemon, 2009). Regarding this study, it displays the findings in a clear manner, while clarifying for the reader the logical progression of the researchers thoughts (Mahoney & Sweet Vanderpoel). The Venn diagrams (Appendix C) that were created display the triangulation of the data, where more research was required, and where the data differed based on the different perspectives of the nurse, nurse-supervisor and community stakeholders. A Venn diagram was created for each objective. This provided a clear depiction of concepts emerging from each perspective, as well as allowing an-inter-objective analysis of concepts emerging from all objectives. The creation of the Venn diagrams allowed for a greater analysis of the data. The Venn diagrams guided the creation of the three themes discussed in the findings.  
In summary, this study is a secondary qualitative analysis of a previous research project. Conventional content analysis, with an inductive approach, was used. A needs, practice, problem lens to analysis, using Van Meijel and colleagues (2003) framework was used to focus analysis. Van Meijel’s et al. (2003) framework for using qualitative evidence to build nursing interventions was used as a conceptual model to guide the organization and coding of the data within this secondary analysis. Within this framework, they describe the utility of conducting needs, problem and practice analyses to develop a comprehensive understanding of the issue requiring intervention. 
Rigor

Rigor was promoted throughout the analyses to ensure results are supported by a methodologically strong approach, which ensures valuable findings. Qualitative research uses specific methods to ensure rigor. Rigor was enhanced in this study by ensuring trustworthiness, credibility, transferability, dependability and confirmability (Lincoln & Guba, 1985). Trustworthiness is the degree to which the reader has confidence in the findings and believes they are valuable (Lincoln & Guba). It is therefore important for the researcher to reflect and report all decisions and ensure the reader can clearly identify the steps taken to enhance rigor in the study. This was done in this study by the use of memoing and journaling. Credibility relates to whether or not the study findings are plausible (Lincoln & Guba). During this study the use of quotes was used to enhance credibility as it shows the reader where the findings came from (Graneheim & Lundman, 2004; Guba & Lincoln). Credibility was enhanced through peer debriefing and debriefing with my supervisor and committee members which promoted new insights and ideas to be explored throughout the research process (Guba, 1981), as well as promoting consensus between researchers (Lincoln & Guba). Peer debriefing occurred with the investigator’s supervisor. A debrief occurred once every two weeks, and when necessary, to discuss any issues or challenges the investigator was facing. 
Transferability refers to providing sufficient contextual information to allow readers to evaluate whether the information is suitable for their populations (Lincoln & Guba, 1985), and I believe this has been achieved. Dependability refers to the consistency of findings (Guba, 1981). If another researcher repeated the study using exactly the same methods, would they find the same results? The transparency of the research process and decisions are important in order to achieve dependability. Steps to achieve this included providing an audit trail of every decision made that relates to the research. Krefting (1991) describes how coding themes, stepping away from them for two weeks, and then recoding them, can help researchers determine whether the results are comparable. To ensure reliability during the coding process, the investigator’s supervisor coded a random, independently selected segment of data constituting 10%, in order to verify the appropriateness of the analysis. This occurred once the investigator had completed coding for the nurse focus groups, as well as after completion of the first supervisor interview. Inter-coder reliability was assessed through comparison and discussion of the separate coding results. There was also a continuous, open-ended dialogue between the supervisor and the researcher to ensure the analysis was correct (Guba & Lincoln). 
Confirmability addresses whether the findings and recommendations of the study are supported by the research process and data (Guba, 1981). When credibility, transferability and dependability are achieved, the study findings can be confirmed (Guba). In order to achieve this, an audit trail was recorded throughout the research process. A record of the data, analytical decisions and coding notes were included, and will enhance the confirmability of the study (Guba). Triangulation of data sources occurred as the NFP nurse home visitors’, supervisors’ and the community stakeholders’ data was analyzed. The primary researcher used member checking with all interviews that were analyzed. Krefting (1991) suggests the researcher keep three types of journals; a daily schedule and logistics journal, a methods log describing how decisions were made, and a personal diary, which reflects the researcher’s personal journey through the research. The personal journal includes thoughts and feelings about the research, new questions, ideas and problems encountered, and frustrations with the process (Krefting). It is hoped that through this diary any biases or preconceived notions of the researcher are noted and appropriate action has been taken (Krefting). Influences, biases, new insights and ideas, and new questions that arise were noted and discussed with the supervisor and thesis committee members.
Although the above methods for achieving rigor were instituted, there are unique issues that still needed to be addressed when completing a secondary analysis. Thorne discusses seven of these issues that will be described below. The researcher may unknowingly violate the confidentiality agreement made between the participant and original researcher (Thorne, 1998). In this case, informed consent was acquired during the original research and the information used for this secondary analysis did not include any identifying information, and therefore ethics approval was not needed. No harm was intended while conducting this research. The issue of fidelity was addressed through reaching saturation (Thorne). If saturation had not been achieved through the data, confirmation would have been acquired from stakeholders and managers. Representational problems can occur if sampling was not representative in the original study (Thorne). This was not the case in this study and a thorough accounting of the original sampling has been completed. Removing the voice and the possible bias of the researcher in order to hear the voice of the participant occurred (Thorne). Although there is a high risk for misrepresentation in secondary analyses this can be counteracted through communication with the original researchers (Thorne). This communication results in researchers who know the primary data very well and can check interpretations (Thorne). Having a large time lag between studies can pose a problem as opinions might have changed (Thorne). In this case, the original study was published in 2012, with data collected from 2008-2009, and therefore should not be an issue. 
In summary, this was a qualitative secondary data analysis research project. The sample included focus groups with 27 nurses and individual interviews with 18 community stakeholders and four nurse supervisors. An inductive, qualitative content analysis approach was used. Transcribed data were organized into codes, categories and later themes. Context was considered very important while analyzing the data. Memos and double coding were among many strategies used to enhance rigor throughout the study. Lincoln and Guba’s (1985) methods for enhancing rigor were used and included ensuring trustworthiness, credibility, transferability, dependability and confirmability. 

CHAPTER 3: FINDINGS
In this chapter, an in-depth description of nurses’ experiences of home visiting with young pregnant women and first-time mothers who have experienced abuse in their intimate relationships will be provided. In this secondary qualitative data analysis, the description and exploration of this phenomena has been developed through the triangulation of data from 8 focus groups conducted with NFP nurse home visitors, 8 interviews with nursing supervisors and 21 interviews with community partners. The focus of this study was to specifically examine from the perspectives of all the study participants how nurses’ roles and professional practices are impacted in the provision of care for these clients. 
Demographics

From a case study of nurse home visitors, nurse supervisors and community partners, a purposeful sample of 49 individuals were included in this secondary qualitative analysis across three unique data sources: 1) NFP nurse home visitors (n = 24); 2) NFP nurse supervisors (n = 4); and 3) community partners who provide auxiliary services or supports to clients enrolled in the NFP program (n = 18).  Demographics are presented in Table 3.1. 
The purposeful sample of nurse home visitors as a whole had extensive knowledge on the topic of IPV, with each nurse who participated confirming she had experience in assessing clients for exposure to IPV, as well as experience working with women who had past or current exposure to IPV (Jack et al., 2012a). The purposeful sample was found to be typical of the full population of nurse home visitors in the U.S. (Jack et al., 2012a). Maximum variation sampling was used to ensure the sample included new and more experienced nurses. In 2008 when the data for the original case study were collected, the mean age of the nurse participants was 44 years. Nurses had a mean of 20 years of experience, and specifically an average of four years working as nurse home visitors. Nurses held varying levels of education, including a Master’s degree (8%), Bachelor’s degree in Nursing (69%), Diploma in Nursing (15%) or Associate degree (8%). Since maximum variation sampling method was used, the average numbers of years of experience was expected and desired. Nurses participated in two focus groups, held 6 months apart, across the four selected NFP sites, for a total of eight focus groups, with seven to eight nurses per group. Each focus group ran for approximately 120-150 minutes, which resulted in transcripts ranging in length from 37-39 pages. 
The average age of nurse supervisors was 51 years at the time of data collection. Supervisors held an average of 6.8 years of experience in their position. Nursing supervisors participated in two one-on-one semi-structured interviews, also 6 months apart across the 4 selected sites. Each interview lasted between 60-90 minutes and resulted in transcripts ranging from 16-34 pages in length. All supervisors held a graduate level education. 
The average age at data collection for community partners was 48.9 years. Employers ranged from shelter, advocacy and crisis center (55.6%), to justice and law enforcement (33.3%), and education (student assistance counselor and associate university professor) (11.1%). Community partners had held their position for an average of 9.8 years. Education level included graduate level (72%), and post-secondary (28%). With the exception of one, each of the 18 participating community partners completed two one-on-one interviews, with each interview conducted approximately six months apart. Community partner interviews ran for approximately 60-90 minutes each, and produced transcripts ranging from 17-34 pages in length. 
Table 3.1: Demographic Characteristics of Study Sample
	Table 3.1
Demographic Characteristics of Study Sample

	Demographic Variable
	Data Source

	
	Nurse (n =24)


	Supervisor (n =4)


	Community Partner 
(n =18)

	Age in years: mean (SD)*

	50.9 (9.1)
	51.3 (5.5)
	55.9 (9.4)

	Years of Experience: 

Mean years Nursing (SD)

NFP


	18.6 (7.7)

4.3 (1.5)


	6.8 (2.9)
	9.8 (8.0)

	Education:
n (%)

Associate Degree

Bachelors Degree

Graduate Degree

Nursing Diploma

Post Secondary


	2 (8%)
16 (69%) 

2 (8%) 

4 (15%) 
	4 (100%)
	13 (72%)
5 (28%)

	Employer

	
	
	

	NFP Implementing Agency (Health Department or Hospital)


	24 (100%)
	4 (100%)
	

	Domestic Violence Shelter, Advocacy or Crisis Center


	
	
	10 (55.6%)

	Justice/law enforcement


	
	
	6 (33.3%)

	Education


	
	
	2 (11.1%)


*SD= Standard Deviation
Central concepts that emerged from each unique data source were mapped out in Venn diagrams as a strategy for triangulation (Appendix C). By examining these diagrams, which were initially structured around the five objectives used to guide the analysis, three overarching themes were identified. Each theme was centered on a unique type of relationship that nurse home visitors engage in. The three themes were triangulated by each group (nurse, supervisors, and community partners), analyzed and presented clear points of convergence of thought.  These themes were: 1) relationship with client, 2) relationship with self; and 3) relationship with NFP organization and community resources. Findings are presented using these themes, with sub-themes and categories within each theme identified and described. Due to the complex nature of this qualitative secondary analysis, with its many layers, a selection of concepts (stress, worry, anxiety, frustration), appear as a common thread throughout all themes. This necessary repetition emphasizes the importance and the centrality of these concepts to the nurses’ responses to the disclosure of IPV, and their ability to provide professional nursing care. Each of these concepts appear in every Venn diagram, and highlight the integral nature of the concepts and how they influence how the nurse experiences relationships in the NFP program. The over-reaching findings of the centrality of relationships within the NFP, and the nature of IPV are presented first, followed by a detailed discussion of each theme. See Table 3.2 for a summary of the findings.

Table 3.2: Summary of Findings

	Theme
	Category
	Concept

	Relationship with Client

Sub-themes:

Importance of the nurse-client relationship in the identification, assessment and disclosure of IPV
	Qualities of the nurse-client relationship
	· Trust

· Safety

· Confidentiality

· Time



	
	How nurses experience the disclosure of IPV
	Facilitators to disclosure

· Healthy relationships

· Adapting language

· Generational abuse

· Lessons, education and facts

· Speaking through the child



	
	
	Responses to disclosure

· Immediate:

· Responding during sessions

· Then what?

· Changing topic

· ‘Don’t want to know’ about IPV

· Long-term

· Listening

· Reducing barriers for clients



	
	
	Challenges

· Nursing role

· Responding to IPV

· Concern regarding consequences of actions

· Boundaries (professional)
· Setting boundaries in the nurse-client relationship

· Client retention and attrition

	The influence of IPV on the planning and provision of professional nursing care

	Nurses experience challenges when attempting to understand client thoughts and actions
	· Clients perceived protection of abuser

· Differing priorities

· When clients do not follow through

· Motivating clients



	Relationship with Self

Sub-Themes:

Challenges experienced by nurses
	· Emotional workload

· Exposure to violence

· Impacts on nurse-client relationship
· Support needed


	

	Moral dilemma
	· Mandated reporter

· Leaving a client in a potentially unsafe situation


	

	Tension between personal and professional self


	· The impact of caring

· Challenges based on personal emotions
	· Intersection of boundaries between personal and professional self

	Dichotomy between personal and professional self

	
	

	Relationship with NFP organization and community

resources
Sub-Themes:

The role of supports between nurse and organization
	· Relationship with peers
· Relationship with team
· Relationship with supervisor


	

	
	· Relationship with NFP organization
	· Nurses knowing their limits with skills

· IPV specific education

· Safety

· Resources

· Networking



	Supports between nurse and community resources
	· Nurse interactions with community resources
	· Availability

· Time

· Barriers




The Centrality of Relationships in the NFP

Upon analysis of the data from nurses, nurse supervisors and community partners, an overarching finding was the centrality of relationships in the NFP program (Figure 3.1). Figure 3.1 displays a visual representation of the centrality of not only relationships in the NFP, but also the central role the nurse plays in all relationships. The nurse is the center of the model, experiencing relationships with her clients, supervisors, community resources, and herself. The importance of these relationships cannot be underestimated and provide an important framework in which to view the findings described in this chapter. 
Figure 3.1: Nurses’ experiences caring for women exposed to IPV
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The Nature of IPV

Another important contextual aspect that influences the interaction between nurses, clients, the NFP organization and community resources is how clients perceive and understand their experiences of violence. Although data related to client’s personal perceptions of violence were not included in this secondary analysis, nurse home visitors spoke at length of their perceptions of how the women they regularly visit respond to exposure to violence in their lives. Some nurses reported that clients define violence differently, with some clients not calling an incident violent if they did not need to go to the hospital to seek treatment. Clients normalizing violent behaviours were also discussed by nurses. Nurses fear their clients are normalizing violent behaviours when they do not respond to violent experiences the same way nurses do. Some nurses described clients appearing to be detached and unaffected by violent experiences. This was particularly noted in their examples of clients who experience predominantly verbal and emotional abuse.  Some nurses noted that for many clients, IPV or abuse is limited to only their experiences of physical abuse, with few acknowledging that regular occurrences of verbal or emotional abuse as IPV.  
Some nurses discussed clients describing violence occurring to family members and friends as an everyday occurrence. The emotional detachment shown by some clients was distressing for nurses. Another aspect of clients minimizing violence encountered by nurses occurred when clients minimized their own experiences of abuse. Some nurses described how when they began to inquire about the experience, clients would claim it was “not as bad” as the nurse thinks, and did not want to discuss it. Nurses struggled to convince clients concerning the seriousness of a violent situation when clients believed the situation was not very serious. Listening to clients disclose IPV experiences and minimize the violence caused nurses to experience emotional distress. Many nurses worried for the safety of their clients, and how the clients thought process might be conducive to her staying in the abusive relationship. Nurses sought knowledge and resources to ensure they could provide their clients with the most suitable information and hopefully alter their perceptions of violence. 

For some clients, simply being in their own home was dangerous and was a concern for many nurses. In some cases, clients had current or previous partners who knew where they [the client] lived and this potentially put both the nurse and client in danger. Nurses discussed violence with clients and tried to convey how serious threats can be, with one nurse expressing: “I said to this girl if he said that he will kill you, he really could kill you” [NHV, Focus Group 920]. Nurses expressed that at times there were clients who did not take threats to their physical safety seriously, often failing to follow through on nurse safety plans. Nurses were very concerned and shocked that clients did not seem to understand the cycle of violence, and how quickly situations can escalate, with one nurse describing: 

I think the hardest part is that not getting them … not letting them realize how much danger they’re in. I’ve had two that every time they no showed, I was worried that they were dead and you know you … and it’s very hard to convince them of how much danger they’re in [NHV, Focus Group 920].

Nurses find it difficult to convince clients their personal safety, and the safety of their children are at risk, as one nurse stated:

I have tried really hard with her to get her to see it but it’s not clicking yet or she doesn’t want it to or she doesn’t want to face it, she just keeps letting him do whatever he wants to do. It’s very frustrating [NHV, Focus Group 960]. 
Upon further discussion, some nurses speculated there were various reasons for their clients thinking and behaviour. Nurses discussed that in some cases the client was protecting the abusive partner from punishment. Some nurses described how clients sacrificed their own health to protect their partners. In one particular incident a nurse assessed her client after a violent incident and found she needed stitches. The client would not go to the hospital because she knew it would send her partner to jail. The nurse was very frustrated that the client was protecting the abuser and placing her health second to his wellbeing. This type of situation was very distressing to the nurses as they worried not only about the client, but also about any children who were exposed to these violent situations. Nurses also described how some clients blame themselves for the abuse they receive, and think of abuse as part of a normal life, with one nurse commenting, “But it’s still very, very concerning that she doesn’t see it [the abuse] as anything abnormal I would say” [NHV, Focus Group 920] and “she would not pursue that or even identify that as an interpersonal violent incident, to her that’s just everyday stuff” [NHV, Focus Group 920]. 
Nurses postulated that another reason for clients minimizing violent experiences was cultural norms. Most nurses reported many of their clients experienced violence between their mothers and fathers, or mothers’ partners when growing up. This generational violence led clients to believe that violence was a normal part of any relationship and when their partners began to exhibit violence, the clients did not see this as abnormal. With one nurse stating “it’s like she’s expecting it […] I think she grew up in that environment and it’s acceptable” [NHV, Focus Group 940].

Nurses often experienced frustration given the lack of health, social service or domestic violence resources available to women in their communities. In other cases, the frustration was exacerbated when resources were available but access was limited due to long waiting lists for services. Nurses often expressed how when they needed resources for clients in violent situations, they were unavailable for months. This led to increased fear for client safety by nurses.

Clients’ views on violence influence how they will respond to IPV, which in turn influences how nurses relate to the women on their caseload. When IPV is occurring or has occurred, the nurse’s relationship with self, regarding her challenges in providing care in seeking additional resources and services, and her interactions with the NFP organization and community resources are also impacted. 
Theme 1: Relationship with Client
The first theme that emerged from the study findings was the relationship between the nurse and client. This theme was further divided into subthemes concerning the nursing process, specifically: 1) the identification, assessment and disclosure of IPV, followed by, 2) the planning and provision of professional nursing care. These will now be discussed. 

The Importance of the Nurse-Client Relationship in the Identification, Assessment and Disclosure of IPV
Nurses described the nurse-client relationship as critical to facilitating client disclosures of IPV while also addressing how opportunities for disclosure are influenced when the quality of the relationship varies, how time is a factor; both the timing of the start of the relationship in relation to the stage of pregnancy, and also the length of time the relationship has lasted. Supervisors described the relationship as a development of trust and partnership between individuals and flexibility by the nurse. 

Nurses described how the nurse-client relationship was an integral part to the NFP program, but achieved new significance when IPV was present. There was general consensus among participants, particularly community partners that nurse home visitors within the NFP program are well suited to supporting socially and economically disadvantaged women to address IPV. One community partner expressed,  “I think they [NFP nurse home visitors] are in a better position than anyone because of their relationship to encourage and empower people to seek change without it coming as a demand” [STAKE, Interview 603]. The nurse-client relationship not only increases the likelihood of disclosure, but also increases the likelihood of the client listening to and acting on the information provided by the nurse. 

IPV is a sensitive topic, and one which warrants due care when discussing it. Nurses articulated how a strong nurse-client relationship built trust and allowed them to discuss sensitive topics such as IPV. When nurses began to notice potential signs of abuse, they described how the nurse-client relationship allowed the nurse to speak from the heart and approach the subject of IPV in a non-threatening manner. Using the nurse-client relationship as the basis of a discussion about potential IPV allowed nurses to connect with the client on an intimate level, and ensure the client knew the nurses’ intentions were to help the client, and not to harm her relationship with her partner, or remove children from her care. Although nurses seek to guide clients in making healthy decisions, nurses prioritized that the nurse-client relationship must be maintained even when clients do not make changes in behaviours or their situations. In adhering to the principles of the NFP program, nurse home visitors emphasized the importance of planning care based on client needs and prioritizing client plans for her future. While this can be challenging for nurses, it is essential for the care of women experiencing IPV. 

Qualities of the nurse-client relationship. There are many different ways in which nurse home visitors come to learn that their clients have experienced violence or abuse in their relationships. Many of the participants tied the act of disclosing IPV experiences by the client directly to the quality of the nurse-client relationship. The ‘quality’ of the nurse-client relationship and how the aspects of it facilitate or impede, the identification, assessment and disclosure of IPV will be discussed using the following properties: 1) trust, 2) safety, 3) confidentiality, and 4) time. 
Trust between client and nurse. As the nurse-client relationship involves both the nurse and client, the trust in the relationship must be bidirectional. In most circumstances nurses considered the existence of a trusting nurse-client relationship to be a requirement for a client to feel safe in disclosing her IPV experiences stating; “my experience, more often than not, is [you get disclosure] after you’ve been in a relationship with them” [NHV, Focus Group 920], a belief echoed by supervisors and community partners.
Many nurses expressed how trust could be seen to change over time. In the NFP program, nurses are required to complete a formal Relationship Assessment tool that includes questions about client’s exposure to physical and emotional abuse, as well as questions about injuries related to violence. This assessment is completed at baseline (first or second home visit), again at 36 weeks gestation and then when the child is 12 months of age. For many nurses, it was their experience that some clients might chose not to disclose any abuse or exposure to IPV; as one nurse described: “at the point that we bring those questions up it’s very early and I think the answer is definitely no [to whether disclosure occurs]. I think that they need to be brought up again once they feel more safe with us” [NHV, Focus Group 901]. If IPV was occurring, however, as the trust between nurse and client grew, nurses believed clients were more likely to begin to disclose IPV. This developing trust results in the nurse knowing the client, knowing what questions to ask and when the most appropriate time is, and gives the nurse a better understanding of where the line between support and alienation is for each particular client. Many supervisors discussed how this trust allowed clients to feel comfortable and open to suggestions and education regarding their lives and raising their child, with clients trusting the nurse so “when the nurse said that she can do it, she [the client] started believing that she can do it and she did get out…” [SUPER, Interview 805]. A trusting relationship between client and nurse was seen as essential for positive outcomes to occur by most supervisors and community partners. One community partner further emphasized that the existence of a strong nurse-client relationship then also facilitates a client’s capacity to initiate relationships with other agencies, stating, “if the person develops that relationship [with the nurse] and then rather than actually walking them through the process it would encourage the victim, based on that personal relationship, to seek out additional services from an advocacy group” [STAKE, Interview 603]. Community partners expressed the belief that trust between the nurse and client would allow the nurse to put direct questions to the client and have the client answer them honestly. 

Although many nurses described clients needing to build a trusting relationship with the nurse before feeling comfortable enough to disclose IPV, some nurses described clients who disclosed IPV early in the nurse-client relationship. Nurses described this event as being a consequence of client personality, with some clients expressing very personal information without needing a strong nurse-client relationship first, described how there are “some people [who] will tell you everything the first visit. You know they tell you more than you ever wanted to hear [NHV, Focus Group, 901]. 
According to many supervisors, trust in the nurse was also a major aspect of whether a client would disclose IPV or not. Trust in the nurse allowed the client to feel safe disclosing IPV or other issues while knowing the nurse was her advocate and a support for her. Most supervisors expressed the opinion that clients who did not trust their nurse would not disclose IPV. Clients need to know the nurse is present to assist and guide them without judgment. 

A difficulty encountered by some nurses when clients disclose, is whether they are being truthful about the level or existence of IPV. They expressed a deep want to believe the client, but due to other cues noticed, such as behavior in front of the partner or inconsistencies in the description of IPV, they sometimes found this problematic. This challenge is exemplified in the following quote; “You want to believe the client, you know, which you do, but then you’re thinking wow, she could totally be the one causing the problems, lying about [IPV] … you know it’s very hard” [NHV, Focus Group 960].  Most nurses agreed that in these situations, a more thorough assessment of the situation was required. 
Safety. Both nurse and client safety is a top priority for NFP nurses, supervisors and community partners. The following section presents the analyses of NFP nurses, supervisors and community partners discussions regarding 1) nurse safety as a priority, 2) safety preparedness and plans for nurses, 3) personal protection strategies used by nurses, 4) nurses’ concern for client safety, and 5) presence of the abusive partner.  

Nurse safety. Safety is a priority for nurses, supervisors and community partners, with nurses and supervisors describing having numerous discussions about “keeping the nurse and the client safe” [NHV, Focus Group 901]. Most nurses, supervisors and community partners acknowledged that nurses could be in very dangerous situations when making home visits in the presence of IPV. Supervisors described how nurses expressed worry and fear for their safety when IPV had been disclosed, stating “they may have concerns… for their own personal safety if they feel that he’s violent you know something might happen to me, or I may walk into some type of situation” [SUPER, Interview 201].  However, most nurses expressed they did everything they could to maintain their safety with the resources they were given. Community partners believe nurses need to understand the potential dangers of being in a home where IPV is occurring. Some community partners noted how “often times if you have an abusive partner he views anyone in that woman’s life as a threat because it takes away from his power and control” [STAKE, Interview 606]. This could lead to a dangerous situation for the nurse, and community partners wanted the nurses to be prepared.

Apart from not knowing the current situation inside the household upon arrival, nurses also face safety concerns as there is a potential for violence to occur during their visit. Most supervisors expressed confidence nurses knew to leave the home and protect their safety in this instance. Supervisors described how “In some cases the perpetrator is such that they don’t let anybody from the outside come and visit so they try to take the client away –  [asking] like why is the nurse coming?” [STAKE, Interview 805]. As the NFP nurse engages with the client, builds the nurse-client relationship and completes the NFP intervention, it may present a negative picture to the abusive partner, who seeks to possess complete control over his partner. The abusive partner could take several areas of the NFP intervention, such as educating clients about self-esteem, self-confidence and how to gain financial independence, as a direct attack on this control. Supervisors expressed worry that the nurse has the potential to become a target for the abusive partner, and may be in danger when attending home visits. As such, supervisors were very concerned with identifying potential threats to nurse safety, and ensuring nurses had methods of deescalating potentially violent situations, as well as having support during home visits if needed, noting they “have discussed you know if they’re [nurse] uncomfortable having someone go out with them. I offer to go out with them, or meeting the client at a different location possibly” [STAKE, Interview 201]. 

 NFP nurses expressed concern regarding the resources that were available to them to deal with IPV and to ensure the best care for the client. They described how often needed backup services to ensure their client’s and their own safety were not available and expressed a need for more resources dedicated to safety for themselves and their clients. Many community partners agreed that NFP nurses need specific safety training and expressed great concern for the safety of nurses. One community partner explained that: 
“The big thing is obviously awareness, awareness training…the practitioners could be in danger and probably don’t even think that way because they’re not going in for conditions that would put them in danger necessarily but they’re walking into a situation where those conditions may be there” [STAKE, Interview 802]. 
Safety preparedness and plans for nurses. Many nurses discussed the lack of a concrete safety plan for themselves, stating: “I don’t think we really have a plan” [NHV, Focus Group 901]. At the end of each day most nurses described having an agency plan that involved checking in, either with a supervisor, colleague or other member of the team. However, some nurses expressed discontent with these types of check-in plans. Some nurses discussed how if they forget to call their supervisors, they often did not receive a check-in call until the following morning, resulting in nurses experiencing worry concerning their safety. Another method some nurses described using was prearranging a check-up phone call soon after the session started with another nurse. The two nurses involved had prearranged code words to use in case anything was amiss. In cases where a supervisor is on vacation, nurses call each other to check in. Most nurses did believe their supervisors would support them if they decided the location was unsafe and consequently did not attend their session. In these instances many nurses attempted to meet clients in public locations where they thought they were safer. This tactic also alleviated the issue of the presence of the partner during sessions and allowed the nurses to speak freely with clients. 

Personal protection strategies used by nurses. NFP nurses have various strategies they use for personal protection. All nurse’s carry cell phones to be able to call for help as clients do not always have a phone, a plan supported by community partners who suggested the nurse should “always have a phone with her” [STAKE, Interview 804]. Many of the nurses have 911 (US police number) pre-programmed into their phones for quick dialing. A small number of nurses described how they asked for zappers (tasers), but were denied. Nurses also requested mace, with some reporting having received it, while others reported they had been told they would receive it in the future. Other methods discussed by nurses were “not carrying your purse” [NHV, Focus Group 901], not visiting in the kitchen where dangerous objects were present, trying to place themselves between the door and the client, parking on the street and not in the driveway to prevent their car being blocked, and only visiting clients during the day time. 

While some nurses discussed feeling safer working with these tools in place, many did not express positive emotions regarding their personal safety when delivering care to a client when IPV had been disclosed. This resulted in nurses experiencing emotions such as stress, anxiety and fear for their and their client’s safety.

Nurses’ concern for client safety. A range of different types of perpetrator emerged when NFP nurses expressed concerns for the safety of their clients.  In some situations clients’ partners are abusive, while in others the clients themselves are abusive to their partners. There were also incidences where both partners were abusive. Nurses expressed concern for clients who they perceived as provoking their partners, and feared for the consequences, as summarized in the following quote describing a client who was abusive to her partner: “And we all think that – there’s a group of us – that one day he’s going to snap and we’re going to be seeing him in jail and her six feet under” [NHV, Focus Group 901]. Or as one nurse expressed “You know girl I think I’m going to turn on the news and see you dead” [NHV, Focus Group 920]. Most nurses described how safety planning for the client should be a priority. Most nurses described how clients did not understand how dangerous their situation was, and how quickly it could change. They expressed concern for client safety and stated they often experienced worry and anticipated negative outcomes.
Many community partners discussed the necessity for nurses to create a safety plan with clients when IPV was occurring, describing how “Absolutely the very first thing is safety. If the nurse recognizes that there [is] intimate partner violence happening in the home, she needs to assure [ensure] that her patient is safe. That’s first and foremost always” [STAKE, Interview 801]. 
 Community partners believed safety was the number one priority for both nurses and their clients in IPV situations, and expressed the need for nurses to have the knowledge base to make sound safety plans, and to be able to discuss this topic with clients. They listed items which they believed should be included in client safety plans such as how to recognize a situation is escalating to a dangerous level, how to leave with any children present, where to go, who to call for help, where to store documents and where to store objects that are needed when clients leave. 

Presence of the abusive partner. The presence of the abusive partner was another aspect of home visiting that presented a potentially unsafe situation for nurses. Supervisors reported the presence of the partner during sessions could cause nurses emotional distress and worry concerning their own and their client’s safety. When an abusive partner was present during sessions, nurses were divided on what approach they would take. Most nurses agreed that context was very important in this situation and dictated what action they took. The action taken by nurses can be viewed on an action spectrum with the nurse taking no action on one end, and the nurse taking action on the other. 

Some nurses expressed how they felt uncomfortable addressing abuse when the abuser was present and did not “know that I’d do it while he [perpetrator] was there” [NHV, Focus Group 901]. They feared for their safety, as well as their client’s safety, especially after the session was over stating “I just don’t want to do it. When I leave. I feel like for me that I would be placing her in harms way” [NHV, Focus Group 920]. They feared their actions of discussing the abuse when the abuser was able to hear, would place the client in danger. In these instances, nurses would not discuss abuse until the client and nurse were alone. Most supervisors supported these thoughts and encouraged nurses not to discuss IPV in their presence, stating the nurses “obviously need to discuss [IPV] in private away from him, and they may have concerns about that as far as what he might do to the client because she disclosed it or maybe for their own personal safety” [SUPER, Interview 201]. 

Other nurses described how whether they addressed the topic of abuse or not was dependent on the particular client and her partner. Some nurses described how once a relationship was established, there was a potential to discuss abuse with the abuser and client together, stating “Once you’ve got a relationship, I mean most of them will sit and talk” [NHV, Focus Group 920]. A few nurses described how they focused on the negative effect on the child in these cases. Some nurses described how if verbal abuse were occurring in front of them during the session, they would intervene and address it as unacceptable behavior. Nurses who engaged with abusive partners were also aware of the potential danger to the client and were very careful with what was said. When nurses perceived they knew clients and their partners, and judged the partner amenable to discussion, they pursued this avenue of care with the best intentions.
In contrast to some nurse’s thoughts, that engagement with an abusive partner was sometimes beneficial, most supervisors and community partners agreed nurses should not engage the abusive partner in any way that could be viewed as confrontational, and thought unless the nurse witnessed the abuse “it would be absolutely inappropriate to say anything based on what the survivor shared because that could really put her in danger” [STAKE, Interview 202]. 
Supervisors and community partners also described concern for nurse safety in the presence of the abusive partner, expressing “it could be that he [the perpetrator] might follow the nurse around and hurt the nurse. So I wouldn’t want my nurse to get involved with the perpetrator in that aspect because of the safety of the nurse” [SUPER, Interview 805]. However, supervisors were aware some nurses did engage with the abuser. Community partners discussed how confronting the abusive partner could have very negative effects, including making the abuser feel threatened and putting the client in danger after the nurse leaves. 
Community partners agreed that any attempt at discussion of abuse by the nurse could be taken as a threat by the abuser. As a main aspect of abuse is control, the abuser could see the nurse as a threat to his control. Responses to this could include abusing the client, children, nurse, or stopping the nurse from visiting again. Another issue discussed by community partners was how the nurse got her information. If the nurse has not witnessed the abuse, the abuser will know the client has disclosed to the nurse, which could create a very volatile and unsafe situation for the nurse, client and any children present. The nurse must be very careful when engaging with the abuser. 

While community partners agreed direct confrontation would not be an effective or safe method for nurses to use, most did agree nurses could raise the topic in the context of healthy relationships. In this context “if everything is framed as this is a part of our curriculum, we like to talk to couples about healthy relationships, and it’s general information that’s fine” [STAKE, Interview 606]. In this context the abuser would also not suspect the client had disclosed, thus removing the potential for a dangerous situation to occur. Some community partners believed nurses should wholly focus on the client, and not engage the abuser in any way. They stated the nurse should be focused on the client, and should refer to specialists if the topic arose and the abuser sought help.
Confidentiality. Confidentiality between nurse and client is an important quality of the nurse-client relationship and the assessment and disclosure of IPV. Most nurses described ensuring clients understood the confidentiality between nurse and client, stating; 

I think just being supportive and very much stressing the confidentiality of it, you know just so she feels safe that you’re not going to be going and telling everyone what she just told you that might help with the trust a little bit [NHV, Focus Group 940].
Confidentiality allowed clients to feel safe when disclosing IPV. A difficulty concerning confidentiality in the nurse-client relationship is the role of the nurse as a mandated reporter. This topic will be discussed in detail in theme 2. 
Time. Many nurses described time as an important factor in the creation and maintenance of the nurse-client relationship. In the NFP program, women are enrolled in the program and receive their first home visit before the end of the 28th week of pregnancy.  There is variation though in the timing of enrolment, with some clients enrolling early in the second trimester and others enrolling closer to the 28th week. For clients who enroll earlier in the program, this provides the advantage of receiving more home visits and for nurses to have more time to establish a therapeutic relationship. Some nurses discussed the importance for the nurse-client relationship to begin as early in pregnancy as possible. Many nurses described how this gave them a longer time in which to establish trust and a stable foundation for the relationship. 
Nurses also discussed how in most cases, the more home visits completed gave clients more time to understand the nurses role, and for the client to become comfortable with the nurses presence and guidance, a thought echoed by supervisors and community partners. Many community partners expressed the importance of “taking some time to build that relationship because if you don’t have that trusting relationship nothing she [the nurse] does is going to matter [produce good outcomes] [STAKE, Interview 606]. When clients begin the program later in their pregnancy, some nurses described how haste was needed in order to impart the knowledge the client needed before the birth, stating “you have to get them prepared to deliver the baby and then you have to get them prepared to take care of the baby” [NHV, Focus Group 901]. In these situations, nurses expressed they did not have adequate time to build the nurse-client relationship to an extent where the client would feel comfortable to disclose IPV before the birth. 

Many supervisors believe a major part of a strong nurse-client relationship is the ability of the nurse to be flexible; expressing nurses should have “flexibility… within reason” [SUPER, Interview 601]. Nurse flexibility ensures the client’s needs are met when the client wants them met and is ready to take action that will result in change. Although the NFP nurses have an intervention to complete, they must be aware of the client’s needs and wants, and change their goals for each session accordingly.

Community partners also noted the extended relationship allowed the nurse to be able to assess her client more thoroughly than other programs allowed as nurses “are in a better position than anyone because of their relationship to encourage and empower people to seek change without it coming as a demand or … and it would be seen more as [a] neutral person is looking out for that person as a person [by clients]” [STAKE, Interview 603]. 

This special position and access allows the nurse to notice subtle “change[s] in the type of behaviour of the mother, the victim, as far as they start to all of [a] sudden after being very open with the nurse, they start to withdraw” [STAKE, Interview 603], and discover the cause. Lastly, the duration of the nurse-client relationship in the NFP program allows the nurse to provide continuity of care for the client, which is especially important in the event of IPV disclosure and subsequent care. Many community partners agreed how important it was for the client to have a staple caregiver, and how the NFP nurse provided stability in the provision of care for the client in a very unstable period of her life.
A small number of nurses discussed how the length of time a nurse-client relationship endures can also serve as a hindrance to the disclosure of IPV. These few nurses described how once a strong nurse-client relationship had been established, some clients did not want to disappoint nurses and would not disclose IPV for fear of doing so, instead “they…disappear I think if something’s going on and then they come back” [NHV, Focus Group 901].

How nurses experience the disclosure of IPV. This section describes how nurses facilitate the disclosure of IPV, how they experience and react to disclosure, and how nurses respond to disclosure. The analysis revealed that disclosure and facilitating the disclosure of IPV was a difficult, albeit, important task for nurses in their care of exposed clients. The addition of IPV into the care plan for clients was met with many emotions from nurses, including worry, concern, stress and above all, a deep desire to help clients. 

Facilitators to disclosure. Facilitators to disclosure included discussions with clients regarding 1) healthy relationships, 2) adapting language, 3) generational abuse, 4) using lessons, education and facts, and 5) speaking through the child. 

Healthy relationships. A more direct and non-threatening method nurses used to facilitate disclosure was to initiate discussions about healthy relationships. Some nurses found discussing the client’s relationship in general provided an avenue to ask about IPV. Nurses described opening with general questions about clients’ relationships such as “what activities have you done as a couple since my last visit?” [NHV, Focus Group 920]. This provided the nurse an opportunity to assess the client’s relationship while providing education pertaining to healthy relationships. This also provided an opportunity for nurses to better understand the client’s relationship and develop a stronger nurse-client relationship. Many nurses described using discussion about how relationships change when children are born as another means to assess the client’s relationship. This was noted as an important method by nurses as it allowed follow-up questions to be asked once the baby was born. Consequently, if the client chose not to disclose, or there was no abuse before the birth, nurses were given another legitimate opportunity to discuss the client’s relationship after the birth. Questions could be asked such as “remember when we discussed how relationships can change after the baby comes? Has yours?” [NHV, Focus Group 920]. This would present an important opportunity for nurses to assess for IPV, especially as many experience discomfort when addressing the topic of IPV, and many nurses expressed how clients do not like to be asked about IPV multiple times. By using methods such as discussing healthy relationships, it allows nurses to assess the client’s relationship in a non-threatening arena and without overtly asking if the client is being abused. 

Adapting language. Once the nurse suspected IPV was occurring, some nurses described how changing the language they used often received better responses from clients. This included replacing the word ‘abuse’ and ‘violence’ with the word ‘control’. Nurses discussed how, because clients often have a different view towards violence than nurses, this allowed them to ask questions focused on the actions of the client’s partner. An example of this type of questioning is “does he keep you from doing things?” [NHV, Focus Group 920]. Again, this avenue of questioning not only allows the nurse to assess the client’s relationship status, but may also provide a new perspective for the client to look at her relationship. Many nurses believed this method may cause the client to think about her relationship, and when combined with education about healthy relationships, provides a great opportunity for clients to grow and optimally recognize they are in abusive relationships. 

Generational abuse. In conjunction with discussions about healthy relationships and adapting their language, many nurses used the topic of generational abuse as a facilitator to disclosure if the client had previously disclosed a history of generational abuse. Again, these methods gave nurses an opportunity to discuss a sensitive topic in a less intrusive and threatening way. Some nurses discussed how clients might raise the subject of IPV by describing violence they had witnessed. 

They [NFP clients] often times have told us about domestic violence that they’ve seen, and so that can sometimes be an opener. You know, “I remember when you shared with me about your mom and you know a lot of times women end up in relationships like that and they don’t mean to or plan to. [NHV, Focus Group 920]
Some nurses used this as a means of opening up dialogue with clients surrounding abuse. 

Using lessons, education, and facts. Providing information to clients about IPV in a lesson-type mode was also noted as an effective method to facilitate disclosure. Many nurses who suspected abuse felt comfortable approaching the topic in this manner. As stated above, many nurses did not feel comfortable addressing IPV overtly, and many clients did not want to be asked questions surrounding abuse. By using a lesson and presenting facts about IPV, the nurses maintained the nurse-client relationship and could state it was a mandatory portion of the program. Nurses discussed how “it’s just information provided not by me but through another source that’s just real non-threatening to them” [NHV, Focus Group 920]. This method allowed nurses and clients to be more comfortable with the topic, while also allowing the nurse to conduct an assessment and provide the client with important information about IPV. 

Some nurses discussed using facts in an attempt to make the client understand how much danger she was in when IPV had been disclosed. Facts about how many women are killed each year, what signs are present in the client’s relationship and what those signs can lead to.  Many nurses are concerned, worried and experience stress regarding their clients when IPV is disclosed and this is illustrated here by them as they desperately try to make the client understand how much danger she is in. Nurses would discuss these facts in regards to “if I don’t know what’s happening, I can’t help you” [NHV, Focus Group 940], to urge clients to disclose.

Speaking through the child. Speaking through the child was a method some nurses used to facilitate disclosure of IPV. When the client questioned changes in the child’s behavior, some nurses used follow up questions such as “has anything else changed?” [NHV, Focus Group 920]. Similar to the methods used in discussing healthy relationships and generational abuse, this gave nurses the opportunity to assess for IPV in a circumspect and non-threatening manner. When IPV had been disclosed, speaking through the child became an important tool for nurses to ensure clients understood the gravity of the situation. Nurses educated clients about the effects of IPV on children, often being able to give examples of how the child’s behavior has changed, or become destructive. Some nurses also discussed what the client’s goals were for her child, and how these could be interrupted by the presence of IPV exposure. A more direct approach mentioned by a few nurses was questioning what would happen to the child if the client died as a result of the current IPV. Nurses described how this ‘hit home’ for clients the seriousness of the problem. Speaking through the child, and the methods described above reflect how the nurses try to gather data while maintaining the very important nurse-client relationship.

Responses to disclosure. Nurses responses to the disclosure of IPV can be divided into their immediate responses to disclosure during a session, and their long-term responses, where planning and resources are available. 

Nurses’ immediate responses to disclosure during a session. When a client discloses IPV, nurses experience a myriad of emotions in response and express uncertainty in how to respond, stating “but I don’t really know what to, what to say to her” [NHV, Focus Group 960]. 

Then what? Many NFP nurses reported experiencing emotions surrounding inadequacy when responding to IPV disclosures. Many nurses expressed uncertainty pertaining to the next step after a client discloses IPV. Nurses were unsure what to do after the initial steps of safety planning, referring and supporting clients by listening had been completed. This uncertainty caused nurses to feel stress. They described how they wanted to “fix everything” [NHV, Focus Group 960], but could not. 

Most nurses were very concerned about doing and saying the right thing for their client. Following a disclosure particularly, some nurses expressed distress in not knowing how to best respond. One nurse home visitor stated that:

That’s the thing, Now you need to do what? We don’t you know, we don’t know. I mean you’re not taught that in nursing school what to do [in response to a disclosure of IPV]. It’s like, “What do you say? Am I saying the right thing?” [NHV, Focus Group 901]. 
Some nurses experienced distressing emotions such as helplessness and fear when faced with a client disclosure of IPV as they were very concerned about negatively impacting the client with their actions. The nurses care and concern for their client was evident in their desire to help their client to the greatest degree possible. 

This fear and anxiety for nurses extends beyond not just knowing what to say following a disclosure – but also includes knowing on an ongoing basis how to communicate and support those clients in the program who to chose to remain with their abusive partner. One nurse further wondered:
What do I say? I mean there’s a fear of [the] unknown for us because no one taught us in nursing school how to motivat[e], you know to do a motivational interview and to help people who were, you know, getting beat[en] up every day [NHV, Focus Group 901].
A challenge faced by nurses in this regard was the preservation of the nurse-client relationship while experiencing a need for more training surrounding IPV disclosure. Most nurses expressed how important it was for clients to make disclosures to them, while acknowledging they did not have the knowledge or resources to effectively help their clients, resulting in the negative emotions of stress, anxiety, worry and concern for clients. One nurse expressed this sentiment perfectly with the following statement about nurse-client conversation:

… Ok you need help. Well where will I go? I don’t know is always the same answer. You need to get out of here. Where am I going to go? I don’t know. You need help. Where do I get it? I don’t know [NHV, Focus Group 920]. 
Nurses respond by changing topic. Following a disclosure, some nurse home visitors acknowledged that in the absence of knowing how to best respond, the action they took was to change the topic of discussion, in effect avoiding the information shared by the client. This response was rationalized by nurses in two different ways: 1) they experienced a need for training about how to address IPV disclosure, or 2) they did not want the session to focus on a negative event. 

As described above, many nurses felt unprepared for IPV disclosures. In one focus group, a nurse home visitor stated:  

I almost like hate it when it [the topic of IPV] comes up because I just don’t know what [to say], other than to say, “It’s not helping, ok, that’s not normal.” And then ok so what else can I tell them? That only goes so far and then I’m stuck… I don’t know where to go. So I need something for me to feel more competent in it [NHV, Focus Group 920].
Nurses expressed concern and experienced stress when thinking about the negative impacts that could result for the client and the nurse-client relationship if they approached the subject in an incorrect way. This resulted in some nurses listening to their client’s disclosure, assessing the safety of their client and any children present, and pursuing a different topic for the remainder of the session. 

As most nurses expressed how important the nurse-client relationship was to the continuation of the program, nurses were concerned that spending an entire session discussing IPV and ending with IPV as the topic could have negative consequences for the client’s mood and therefore, the nurse-client relationship. Nurses were very aware of how important it was to discuss IPV and assess safety, but some felt a better approach was to, after assessing safety, provide small pieces of information before changing to a less negative topic, exemplified in the following quote:

It helps sidetrack them a little from their thoughts, you know where I talk about it, I make sure everything is ok, I make sure they’re safe, and then we get into let’s, let’s play. Let’s get down and let’s do some fun stuff with the baby [NHV, Focus Group 901]
This method ensured the client did not become overwhelmed by information about IPV, gave the client time to reflect on her disclosure, gave the nurse time to collect resources and ensure she was prepared for the following visit, as well as leaving the session on a positive note, and maintaining the positive association the client had with the nurse home-visits. Although some nurses expressed using this method because they were unsure of how to respond, it allowed them to become more comfortable with their IPV role in between visits, decreasing the stress some experienced. 

Nurses don’t want to know about IPV. Due to a lack of knowledge and available resources, a few nurses noted they experienced negative emotions towards IPV when it was disclosed, stating “it’s easier on me not to know some of that stuff [about IPV]” [NHV, Focus Group 920]. Some nurses discussed how if they could not effectively support the client, then they would rather not discuss IPV. These nurses assessed client safety, and helped clients to develop safety plans, however, expressed emotions such as a powerlessness to help beyond this. This experience of powerlessness was very distressing for nurses and although they wanted to help their clients, and to maintain the ability to continue their work, they sought to remove the focus from the IPV and concern themselves with continuing the NFP intervention. These emotions will be discussed in more detail in theme 2.  

Nurses’ long-term, practical responses to disclosure. The following section details the many practical responses to disclosure that nurses use, including safety planning, providing resources and knowledge to clients, referring clients to specialized services, offering support through listening and understanding the needs and goals of the client. When disclosure occurs, nurses experience an awesome need to help clients in any way possible, describing how “you want to fix everything but you can’t” [NHV, Focus Group 960]. Disclosure of IPV is an intense experience for many nurses and creates countless negative emotions, including anxiety, stress, concern, worry, fear, helplessness, but also more positive outcomes such as happiness, and a sense of making a difference in clients’ lives when goals are achieved. 

Listening. Listening was a technique many nurses used when clients disclosed IPV, both as an immediate and long-term response. Listening was especially useful when clients did not want, or were not ready to take action concerning the IPV.  Nurses ensured that while they listened, they also steered clients with their agenda, and tried to move them in a positive direction. Many nurses described how beneficial listening was to the facilitation and as a response to disclosure; “just to listen to them… like hear their story and see if they’re willing to talk about it” [NHV, Focus Group 960]. Nurses described listening as an important method used. 

Reducing barriers. Many NFP nurses reported that clients exposed to IPV were not always pleased by or amenable to help concerning the topic of abuse. This resulted in a quandary for nurses as they wanted to provide support and resources, but were unable to do so directly. The nurses desire to help and care for the client led to some nurses finding alternative, less obvious methods of helping clients, such as “helping them find different ways to do things without them [the abusive partner]. Maybe not letting them know that that’s what we’re doing” [NHV, Focus Group 901]. Examples some nurses provided included arranging alternative childcare to ensure the client was not reliant on her partner, or increasing the amount of discussions surrounding healthy relationships, and leaving clients with contact numbers for resources ‘just in case’. This provided the nurses with powerful positive emotions and satisfaction that they were able to provide support and care for their clients, when clients were refusing or avoiding more direct methods of care. 

Challenges related to the identification, assessment and disclosure of IPV. NFP nurses face many challenges related to the identification, assessment and disclosure of IPV. The following section describes the challenges nurses face regarding their role and boundaries in the nurse-client relationship, as well as client retention and attrition.   

The role of the NFP nurse in responding to IPV. Many nurses expressed confusion and distress concerning lack of role definition in the NFP program, describing how “we haven’t had a whole lot of [role] definition” [NHV, Focus Group 940]. Many nurses felt a multitude of emotions surrounding role definition concerning clients experiencing IPV. From the nurses’ perspectives, their role, when IPV is occurring, is not defined to an acceptable level. Many are confused concerning the boundary of their role and feel IPV presents “a whole different ballgame” [NHV, Focus Group 901]. 

Nurses question where their role boundaries are versus where a counseling or social work role begins, with some thinking “we really are counselors you know, just not what we woke up one day and said we wanted to be. We are though” [NHV, Focus Group 901]. When IPV is present, some nurses expressed frustration at the perceived counseling role thrust upon them by clients, and expressed a need for role clarification to establish their role, acknowledging that 
Not everything is going to be a clear-cut situation […] but at least it gives the nurse some parameters to know in my job description this is over my head, this is … I no longer can function at this level, she really needs protection” [NHV, Focus Group 940], 
Nurses also stated thoughts such as “it’s like I’m not you know a counselor, a social worker [NHV, Focus Group 960].  Many nurses described feeling clients’ wanted them to be a therapist, yet their client stated they did not want the nurse to be a therapist, though, 

In reality that’s what they treat us like you know by calling us, telling us all these things that have happened, and wanting us to know what abuse is like or know someone that … I mean that’s … you know I mean that’s what they want. So they’re saying one thing and meaning another [NHV, Focus Group 901]. 
Nurses expressed a need to have a clear definition about what their role is compared to the role of a social worker or therapist. Many nurses experience great confusion when trying to define their role in the NFP program when IPV is present, experiencing “all these grey areas of what is my role, what is not my role” [NHV, Focus Group 940].  

Although nurses acknowledged IPV as a very serious situation, they also expressed concern regarding how, when they are working with clients who are experiencing abuse, that this becomes a central focus of their home visits, often limiting the time they are able to spend addressing content in other domains. As one nurse stated:

There’s a point where you can’t service the total needs of the client in terms of the prenatal education. So many times we’ve been in a situation where we just had to stop everything and deal with whatever that DV [domestic violence] situation was and get them support and counseling. The other [prenatal education] might [not] be addressed in quite some time until that gets resolved [NHV, Focus Group 940].

While showing understanding of this as a necessity, nurses expressed displeasure and concern regarding this departure from their traditional role in the program and highlighted the importance of the information contained in the intervention. They expressed frustration when their time was, by necessity, shifted to IPV and felt more role definition would enable them to care for clients in a more efficient manner. 

Again, many nurses expressed how the lack of training regarding their IPV role added to the fears and stress they experienced when providing care. Many nurses expressed a need for not only a more concrete role definition, but also training regarding IPV if they were to address the topic with clients. Due to the intense nature of the nurse-client relationship that is created during prolonged home-visiting programs, training regarding IPV was a top priority, especially regarding the emotional toll IPV adds to the relationship as “the more involved you get, the more emotional it gets for you too and [nurses are] not trained in keeping that all separate” [NHV, Focus Group 940]. Providing the best care possible was a priority and deep desire for nurses. Role definition would enhance the nurse-client relationship and result in clearer relationship expectations for nurses and clients. 

Due to the incredible access the NFP program provides to at-risk new mothers, many other programs have been added to the NFP nurses workloads, which impacts the nurses’ role. Some supervisors noted how this not only takes away from the time nurses spend on NFP work, but also increases the amount of stress the nurses feel as their workload, and especially paperwork load continually increases. Supervisors discussed how nurses express the pressure they feel to become knowledgeable in many different areas due to the addition of new programs to their workload. Many supervisors noted how nurses in the NFP program were hired as NFP nurses, with the focus solely on the NFP intervention, motherhood and pregnancy. With the addition of new programs, NFP nurses have taken on different roles and supervisors expressed how nurses may not be or are not comfortable in these new roles. Many supervisors discussed the importance of defining the role of the nurse to ensure nurses do not feel overwhelmed and are not overworked. 

Many supervisors believe how the client views the nurse to be an important factor in the creation and maintenance of a strong nurse-client relationship. The nurse must “be a support person and have a relationship like a partnership with the client” [SUPER, Interview 805], to ensure success. Some supervisors and community partners expressed how the nurse should be seen as a mentor, rather than a parental figure to the client. If a partnership is developed, some supervisors and community partners reported a more effective power balance between nurse and client. Community partners identified the importance of an equal power status existing between nurse and client. The nurse-client relationship should not contain judgment, but rather the nurse should be seen as an advocate and support for the client. Community partners noted this is especially important for the nurse to have the ability to promote empowerment and self-esteem in the client. When the nurse is seen as a parental figure, some supervisors noted how clients can feel powerless and do not engage with their nurse in a meaningful way. However, when the client feels there is equal power, she is more likely to engage in a dialogue with the nurse, express her needs and wants, and take action. 

Community partners discussed the important role the NFP nurse plays regarding the ability to reach clients and provide effective education, stating “I think the more education you can give the woman that when she is finally and truly ready to go she’ll know exactly where to go and what, what she can expect” [STAKE, Interview 401]. The NFP nurse provides a link between clients and available resources, bringing clients closer to accessing the help, resources and support they needed to reach their goals. 
This makes it difficult for nurses to manage a client’s expectations and causes many nurses to feel stress. Some nurses expressed frustration and worry when clients expected more than the nurse could give. Nurses described clients expecting them to transport them, answer their phone at all hours of the day, return messages promptly, and know the law surrounding abuse, acts that go beyond what the nurse perceives her role to be. Nurses felt pressured and found it difficult to meet these expectations, which caused them to feel stress and anxiety regarding not meeting their client’s expectations. Nurses on a whole wanted desperately to meet their client’s needs and expectations and provide the best care possible. When this did not occur, nurses experienced stress, worry, frustration and anxiety regarding their abilities. This had a negative impact on the nurse-client relationship, as both parties’ expectations of the relationship were not being met. 

Nurse concerned about the consequences of their actions. Many nurses expressed concern regarding how to approach clients once IPV had been disclosed. Some nurses described experiencing uncertainty, anxiety and stress about how to address IPV and spoke to concerns about ensuring it was approached in the correct manner, making the client feel helped, rather than alienated, because “you don’t want to say the wrong thing” [NHV, Focus Group 901]. Nurses described anxious thoughts such as; “are you going to say the wrong thing and then they’re going to be like ok I don’t want to visit with you anymore” [NHV, Focus Group 901]. 

Some nurses described lacking the knowledge base needed to adequately discuss IPV with clients, fearing the outcome of their actions. While nurses listened to client’s disclosures, they wanted to ensure clients understood the seriousness of IPV, while maintaining their own and their child’s safety. Some nurses described the difficulty of educating clients about IPV after disclosure, especially speaking to the true meaning of love, versus power and control. Nurses experienced sadness, anxiety and worry when informing clients about their concerns and what next steps the client should take. Nurses felt uncertainty and fear regarding how the client would react to her words. Maintaining the nurse-client relationship while acknowledging the seriousness of the situation was difficult for nurses. 

Professional boundaries in the nurse-client relationship. The creation of boundaries in the nurse-client relationship is very important to many NFP nurses and helps to define their role. Many nurses spoke about multiple dimensions related to setting and maintaining these boundaries. 

Many nurses discussed the importance of creating boundaries in the nurse-client relationship. Nurses tried to ensure clients understood the nurse was available in a guidance and advocacy-only capacity. Nurses imposed boundaries concerning phone calls, transport, nurse role, and particularly regarding emergency situations. Many nurses discussed enforcing boundaries about phone calls with clients, informing them that while they would sit with the client and support them by dialing the number for community resources, the client must be motivated and determined enough to carry through the action themselves, stating “I mean I would let them know that you know I’m going to help you but ultimately you have to be the one that picks up the phone. I can hand you my phone and let you make the phone call and stuff, but I’m not going to do the footwork for you”[NHV, Focus Group 901]. In addition to being a strictly enforced professional rule, many nurses enforced a boundary regarding transporting clients and did not engage in this action, however, all nurses did not strictly adhere to this rule. Lastly, nurses ensured clients understood the boundaries of the nurse-client relationship with regard to emergency situations. Many nurses were fearful clients would call them in emergency situations and went to great effort to ensure this did not happen. Nurses ensured clients knew whom to call in order to get the help required. 

Some nurses discussed the challenges in setting and maintaining boundaries in the nurse-client relationship. Although most nurses set boundaries with their clients, those clients did not always respect them, resulting in nurses expressing worry and frustration. These particular clients resulted in some nurses being “afraid that they will at 2:00 in the morning on Saturday try to call my cell phone and I won’t hear it and they won’t go for help” [NHV, Focus Group 940]. A few nurses described informing clients they could not ensure they would be able to return messages in between visits. These nurses reported continuing to receive many messages from clients expecting more resources and support than the nurse was able to provide. As many of the NFP nurses described themselves as ‘fixers’ this caused them to feel negative emotions concerning their work, and anxious and stressed with regards to not meeting the clients needs. 

While some nurses found the creation of boundaries easier than others, most nurses agreed boundaries must be created. Many nurses expressed the importance of the client understanding the boundaries in order for the nurse to be able to complete their role and provide care, as well as ensuring client safety in situations where the nurse was unavailable. Nurses feared some clients did not understand, or acknowledge the boundaries put in place because of the nature of the nurse-client relationship, and sought training to aid in this matter. As the nurse-client bond developed, some nurses noted, their clients formed a dependence on them. Nurses emphasized that due to the very delicate nature of IPV, often clients will form a bond and trust the nurse more than other health professionals. This can result in clients contacting the nurse about IPV related situations, instead of contacting the appropriate healthcare professionals. They stated that the nurse-client relationship is very important for the ability of the nurse to support clients when IPV is present, but boundaries are necessary to ensure clients receive the most appropriate care.

The Influence of IPV on the Planning and Provision of Professional Nursing Care

The NFP program presents unique accessibility to clients, and consequently some states in the USA have added additional child health programs for the nurses to complete during their home visits. Some nurses described the additional caseload and resulting paperwork as stress inducing and described it as increasing the pressure on nurses to complete their work in a timely manner. Many nurses described how these issues are compounded by the addition of disclosure of IPV. The following section details the challenges nurses experience in the planning and provision of nursing care for women who have or are experiencing IPV. 

Nurses experience challenges when attempting to understand client thoughts and actions. Nurses described the challenge they experienced in trying to understand the perspective of some clients who were in violent situations, describing how “I try to put myself in their situation [but] sometimes you just can’t because you’re like I don’t know how in the hell they got there” [NHV, Focus Group 901]. Nurses try to view situations from their clients’ perspectives, but sometimes cannot, with some nurses expressing “I don’t understand it” [NHV, Focus Group 960]. Specific thoughts and actions such as; clients protecting their abusers, the divergence between client and nurse priorities, client lack of follow through on nurse suggestions, motivating clients, cultural differences, socioeconomic cultural differences, and client attrition and retention will now be discussed. 

Clients perceived protection of their abuser. Within the context of nurse home visitors planning the provision of nursing care, some nurses were challenged to understand why clients do not leave violent situations, especially when, in the nurses’ opinion, the client seems capable of leaving (i.e., is employed, attends school, has previously removed abusive partner from home). Nurses discussed clients who were protecting their abusive partners and would not leave the relationship, describing how clients displayed a “real protection thing I think between them and they just like protect these men beyond all” [NHV, Focus Group 920]. Some nurses described clients protecting abusive partners from penalties such as jail, and expressed confusion as to why the client would act in this manner. 
Differing priorities. Many nurses discussed a difference in priorities between themselves and clients. Some nurses expressed frustration with what behaviours clients would accept from partners, surmising some clients are “just not where you want them to be” [NHV, Focus Group 920]. Nurses also described what they defined as the skewed views of clients towards the actions of their partners in relation to parenting and shared responsibility in the relationship. Clients described partners ‘watching the baby’ while nurses termed this ‘taking care of his baby’. Nurses described how partners would give clients drugs, diapers, or small amounts of money for diapers and clients would become very excited, while the nurses would be providing resources and information they described as could be life changing and clients would not react in the same way. The differing perspectives caused concern and frustration for nurses; this issue was also discussed by supervisors. 

Nurses also experienced frustration when clients accepted certain behaviours from their partners, especially what nurses termed, abusive behaviors. Nurses described how clients ‘put up’ with verbal and emotional abuse, stating “and you’ve got the ones that don’t realize it and just continue to put up with it, especially the verbal and emotional abuse” [NHV, Focus Group 920]. They also commented on how clients often blamed themselves for the violence that occurred. Nurses also experienced frustration when clients who had ended relationships with abusive partners began them again. Another aspect of this situation was when clients would prioritize maintaining custody of their children rather than disclosing IPV, while not comprehending the potential danger they and their children were in. 

 The clients’ priorities often focus on short-term, tangible issues, such as access to food, diapers and money, while the NFP intervention concentrates on a long-term, life-changing process. Nurses are faced with attempting to improve clients’ self-esteem and empower clients, when those issues may not be their client’s focus. One nurse described her feelings:
You have those clients who you just feel like you’re beating your head against a wall because you just … you know you give them information and you support them and you know encourage them and they just don’t, they sit on that couch day after day and you know they are so excited ah he bought some diapers, oh he gave me $20. You know I’m thinking, “Does he play with the baby, does he hold the baby, does he change the diapers, you know does he do these things that you need to do to bond with the baby?” No [NHV, Focus Group 901].
When clients do not follow through. Nurses described how they are challenged by the frustration they experience when clients do not follow through with plans or suggestions. This included clients not being ready to accept they were in a violent situation and were not thinking about change, clients not accepting the potential threat to their and their babies safety, and clients not acknowledging any abuse other than physical abuse. Often nurses experience being disheartened when they give the client all possible information, resources and help they can, and the client does not do as suggested, or tells the nurse she will and then does not, as the following quote describes:

I think it’s even more difficult to see that the abuser knowing that there’s abuse in the home and the mom has talked to you about it and then she says she’s leaving and then you’re there visiting and he walks in. I’m like … [NHV, Focus Group 901].

This type of situation resulted in nurses wondering why they were putting a great deal of effort into helping these women, rather than spending time with their own families. Nurses also experienced stress when clients sabotaged their own safety plans by telling their partners, or when clients knew they were in unhealthy relationships but failed to leave. This feeling was also present when nurses knew the client was caught in an unhealthy relationship because of financial constraints, wanted to leave but could not find a way to do so. Nurses found it very distressing having the same situation happen over and over again, and described experiencing helplessness.

Motivating clients. Motivating clients is a major part of the NFP program and an area where nurses are challenged. They encounter challenges based on client culture, maturity and the nurses own skill level. Nurses described always making a safety plan with clients as a method to try to ensure safety when clients will not leave abusive situations. They wondered how to move clients from the pre-contemplative to the contemplative stage of change, and how to address these topics when clients are not thinking about change. 

Many nurses also described barriers to motivation, which they and their clients faced. These were based on client’s self-esteem and self-confidence levels. Nurses experienced the following attitude from clients: 

‘Well I can’t be alone [not in a relationship] Participant 3’. And so I [nurse] try to instill that that you’re intelligent, you have a job. She goes, ‘I’ve never been alone, I’ve gone from boyfriend to boyfriend’. She just doesn’t think that she can be alone, and even though she’s alone now with the baby and a female roommate, I just said but you’re doing it right now [NHV, Focus Group 960]. 

Nurses described experiencing obstacles when attempting to motivate clients to adopt health-promoting behaviours. The maturity level or developmental stage of clients also presented an area where nurses struggled to motivate clients. 
Cultural differences. Nurses discussed culture in two different ways. First; culture based on religion or ethnicity, and second; culture based on socioeconomic status. 
Cultural differences based on religion and ethnicity. Many nurses described encountering clients from male dominated religions and ethnic groups. In these cases it was perceived by the client as ‘normal’ for a client to take a subservient role and complete tasks for them in front of nurses. A nurse described one instance that perfectly illustrates this difference. A fight that occurred because a client refused to pick up a banana peel her husband had thrown on the floor. After exchanging harsh words, the husband picked up the banana peel and threw it at the client. Nurses used these opportunities to explain to clients the differences in law surrounding abuse in the US versus other countries, as one nurse stated:

Yeah I mean I don’t know what’s normal for them, it’s not normal here. I mean I tell them that. I’m like it is not normal here in America to get pushed around, slapped, verbally yelled at, and they go to jail here in American for that [NHV, Focus Group 960].

Nurses expressed feeling unease at their lack of knowledge concerning different cultures, and did not always know how to approach educating and providing care for clients who had been raised with male dominated ideals.

Cultural differences based on socioeconomic status. The second type of culture nurses encountered was culture based on socioeconomic status. Many nurses described clients living in a different culture from themselves, which included having different definitions of violence, normalizing violence, and a ‘poverty’ culture. Nurses described how clients commented on how nurses ‘had money’ when they witnessed certain things, such as a nurse having a work and personal phone, or a nurse having a nice car. Many nurses also described a ‘culture’, where girls are raised to believe they require a man to support them and that a female’s role is in the home. In this culture clients reported a man is defined as a good man if he can provide for his woman, no matter the source of the income. This thought process provided a challenge for nurses when meeting with clients as part of the NFP program pertains to teaching clients how to be financially independent.    

Many nurses experienced difficulty when trying to comprehend why their clients did not want to be financially independent, but instead wanted a man to provide everything for them. Some nurses described how the thought of ‘as long as the man is providing for me’ inhibits clients from acting to stop the violence when they are abused. Although clients do not like it, they accept it as part of their relationship and part of their role in the relationship. Most nurses find it difficult and challenging to change clients thought processes. The nurse’s work in this area also has barriers. One barrier some nurses reported facing was the client’s idea of the police services. They informed nurses that during fights with their partners they would tell their partners, “well if you don’t do that I’m going to call the police” [NHV, Focus Group 960], not seeming to understand the full implications of calling the police, or knowing what the police were capable of doing during domestic disputes, such as arresting the client rather than the abuser, and removal of children from the client’s care. This worried nurses and was a cause of stress for them, as nurses would compare themselves to clients in these situations and have difficulty understanding clients’ choices. 

Client attrition and retention - ending a client session after IPV disclosure. Some nurses expressed concern surrounding their lack of knowledge regarding how to end a session during which IPV had been disclosed. Again, nurses experienced great concern, worry and stress when thinking about the negative effects they could have upon clients if the session in which a disclosure occurred was not conducted appropriately. Nurses understood the importance a disclosure represented for the client and had the utmost desire to manage the situation using the most effective methods possible in order to encourage safety and health for the client and any children present in the home. Unfortunately, due to many nurses being unprepared for disclosures by clients, the session, and particularly ending the session provided a stressful experience for nurses. Some nurses were concerned they did not have the knowledge or resources to effectively end a session with their client, and discussed how important the ending of such a session was. Nurses felt great concern about leaving clients after spending a session exploring a very negative and violent experience with them, and asked “how do we end after an hour and a half of digging into a wound you know and then leaving it fresh open?” [NHV, Focus Group 901].
A few nurses discussed issues pertaining to retention of clients. Nurses discussed the impact of the nurse-client relationship on clients deciding to leave the NFP program. There were multiple reasons for this, including, “maybe they [clients] don’t want to share because then it’s like they don’t want to disappoint me” [NHV, Focus Group 960], and having negative experiences with their nurses concerning the disclosure of IPV, with nurses wondering “what do you say to help them enough but not push them away?” [NHV, Focus Group 901]. When clients were engaging in behaviors they believed nurses would be disappointed by, some clients left the program, only to return when they had stopped the behavior. Occasionally, due to the sensitive nature of IPV, the process of disclosure became a negative experience for clients; this impacted their desire to remain in the NFP program and sometimes these clients decided to leave.

Theme 2: Relationship with Self

The following section describes how the experience of providing care for a client exposed to IPV impacts the nurse’s relationship with herself. What I outline is the challenges and consequences nurses experience affecting their personal life when a client reveals past or present IPV. In this theme, I highlight the concept that the nurse is many things to many people. For example, she may be a partner herself, have children and parents while also being a caregiver and professional nurse. This provides context for the reactions, fears and frustrations the nurse may experience when confronted with IPV. 

Challenges Experienced by Nurses 

The occurrence of IPV results in nurses experiencing a “rollercoaster” [NHV, Focus Group 960] of emotions that is “emotionally exhausting” [NHV, Focus Group 940].  As noted previously, nurses experience frustration, anxiety, stress, concern and disappointment as a consequence of IPV exposure. The challenges and consequences pertaining to the nurses relationship with herself can be divided into the following categories; emotional workload, exposure to violence, physical responses to work, impacts on the nurse-client relationship, lives outside work, and support needed. 

Nurses’ emotional and physical responses to work. Providing care to a client experiencing IPV leads to an increased emotional workload for NFP nurses. With that added emotional workload comes challenges for some nurses in setting up boundaries to separate their professional selves from their personal lives. One nurse outlines this challenge by explaining:
The more involved you get with that client, the more frustrated you get with them because you … You know it would be like the difference between a stranger, you’re helping a stranger for an hour and your family member. The more involved you get, the more emotional it gets for you too and we’re not trained in keeping that all separate [NHV, Focus Group 940].
A few nurses described experiencing physical responses when clients disclosed IPV, or violent incidences. One nurse described feeling “sick in your stomach” [NHV, Focus Group 920]; with another describing a “sinking feeling” [NHV, Focus Group 920] and expressing “you don’t know how your gut’s wrenched and how you might want to walk out and just puke or go eat yourself to death at the McDonalds” [NHV, Focus Group 920]. 
Client’s experiences of IPV affects nurses’ personal lives as emotions experienced at work are brought home. Emotions such as frustration, worry, doubt, stress, anxiety and concern about clients cause some nurses to “get stressed thinking of [clients] situations” [NHV, Focus Group 940], and lay “in bed at night thinking is this client safe? Does this client have their medical card?” [NHV, Focus Group 940], while also thinking “you’ve [the nurse] got your own family to worry about” [NHV, Focus Group 940]. Many nurses expressed “feel[ing] helpless” [NHV, Focus Group 920], as while the nurses have a deep desire to help clients, some clients are not ready to accept help, perpetuating the negative consequences nurses experience in their personal lives. 

Nurse exposure to violence. When IPV is disclosed, nurses are exposed to violence through stories their clients tell, by observing client’s physical injuries or witnessing altercations between clients and partners during home visits. When a nurse is not exposed to violence in her life, this exposure to violence at work was described as having a large impact on their emotional wellbeing. The issue of differing definitions of violence between nurses and clients also caused frustration for most nurses, with some describing clients who, in their view, were emotionally detached from the violence they were experiencing. Nurses experienced difficulty understanding clients in these situation where the nurses themselves seemed to have a greater emotional response to the violence the client was experiencing than the client did, which is captured in the following quote: 
I go home, I’m all upset. I’m you know whacked out. I’m driving home you know and then by the time I go back it’s not even mentioned. It’s like oh, all better. Oh that old thing you know. So it’s hard to process sometimes [NHV, Focus Group 920].

Some nurses described the lack of closure they experience after a client disclosed IPV. While the nurse would aid the client by any means available, the nurses themselves often ended home visits without experiencing closure for themselves. Nurses described feeling “helpless” [NHV, Focus Group 901] and vulnerable when working with clients following experiences of IPV. Some nurses also admitted they often worried about the effects IPV disclosure had on their own thoughts and reactions to violence, with one nurse expressing, “that is what is scary, what we have normalized too because we’ve seen it so often” [NHV, Focus Group 920]. When IPV occurs, nurses are exposed to violence, which results in experiences of worry, concern and anxiety.

Impact on nurse-client relationship.  While this has been discussed previously in the section concerning the nurse-client relationship, it is important to note how the nurses relationship with herself, impacts her relationship with her client. Negative emotions nurses experience when working with clients impacts the nurse-client relationship and their ability to provide the best nursing care they can. Increased stress, anxiety and frustration colors the interactions nurses have with clients.  
Support needed. Many nurses expressed a need for support and education in the following areas; how to help a client move from pre-contemplative to the contemplative stage of recognizing abuse, helping clients who do not have the resources to leave (financial or resource availability), and how to leave clients in potentially unsafe situations “because I [nurse] can’t leave them unsafe” [NHV, Focus Group 940]. Each of these situations resulted in a negative emotional experience for nurses, leading to frustration, stress, worry, concern and anxiety. 

Supervisors described the importance of the nurse-supervisor reflections in promoting the wellbeing of nurses, stating “[reflective supervision sessions are] there for the nurse… not there for the client” [SUPER, Interview 806]. However, some supervisors believe nurses need more education and practice regarding how to express themselves, and how to receive closure regarding IPV disclosures. Community partners also expressed concern for nurses’ wellbeing when IPV was disclosed. Many community partners believed “a lot of pressure [is placed] on the nurses to be knowledgeable about something that normally isn’t their background or their area of expertise” [STAKE, Interview 203]. Community partners expressed concern for nurses engaging in work they were not trained to manage and supported nurses making referrals for clients. Nurses, supervisors and community partners expressed the need for nurses to have ongoing and updated support and education regarding IPV to ensure the health and wellbeing of NFP nurses. 

Moral Dilemma

NFP nurses described experiencing a moral dilemma concerning the topics of being a mandated reporter, and leaving a client in a potentially unsafe situation. 

Nurse as mandated reporter. Of great concern to many nurses was the issue of reporting abuse to the authorities. Most nurses agreed that being a mandated reporter was a hindrance to clients disclosing IPV. Many nurses reported clients viewing children’s services as an agency attempting to remove their children from their care, stating “you know it doesn’t work to my advantage to say that I’m a mandated reporter [because] I think a lot of them are afraid of losing their babies” [NHV, Focus Group 960]. As such, nurses expressed knowing that if they reported an issue, they would lose the respect and trust of their client. Although nurses knew what must be done, and reported when necessary, they experienced worry, anxiety, frustration and stress when carrying out this duty. Due to the length of the NFP program, the nurse-client relationships created a strong bond between nurse and client, and nurses did not want to destroy it. When they reported abuse as mandated, many nurses felt grief for the relationship and wondered how to re-establish trust.

Many nurses also expressed concern regarding their legal responsibilities as mandated reporters and feared their legal responsibilities would negatively impact the trust between themselves and their clients. Many nurses described experiencing stress, worry and anxiety concerning this topic. Some nurses expressed concern about the legal requirements placed on them by being a mandated reporter. Nurses were unsure about exactly what a mandated reporter was, and were concerned about finding themselves facing negative consequences from authorities. They described this as a “grey zone” [NHV, Focus Group 940] for them, and they wanted simple, understandable answers to situations that could potentially arise during home-visits. These included what to do if the child was in the house and witnessed an act of abuse, and what the nurse’s responsibilities were if the client knew she and her child were in danger and decided not to act. The issue of clients being minors was also discussed; how does this affect reporting of violent incidents if both the client and baby are considered children?  Most nurses expressed a need for education regarding their roles and responsibilities. 

Leaving the client in a potentially unsafe situation. A personal challenge nurses faced when IPV was present in the home was the dilemma of leaving the client in an unsafe or potentially unsafe position. When IPV was disclosed, nurses felt distressed and fearful for their clients when leaving, often thinking of clients after work hours and while at home. Supervisors echoed nurses’ reports of moral and emotional distress, stating nurses experiencing “want[ing] to leave but [they] also didn’t want to leave her alone with … so [they] [were] kind of in a quandary what to do” [SUPER, Interview 201]. When violence occurred during home visits and nurses removed themselves for their own safety, supervisors reported nurses found this challenging and experienced fear in relation to the event. Nurses grappled with having to leave a client in a violent, or potentially violent situation.
Tension Between Personal and Professional Self
A tension was noted in the nurse’s relationship with self between her personal and professional views. This can be described by the impact of nurse caring in the NFP, and the challenges nurses face regarding their personal emotions. 

The impact of nurse caring in the NFP program. The NFP nurses interviewed reported they believed that through their home visits and the establishment of strong relationships with their clients, that they were making a positive impact on the lives of pregnant women and mothers who had experienced abuse. They described “I am always set back about the impact that we…NFP nurses, the impact that we can make, it’s powerful” [NHV, Focus Group 920]. Most described being highly motivated to work with this population of vulnerable women, as they are very committed to supporting their clients to achieve their goals. They commented that this is possible specifically within the NFP program given its focus on meeting the goals and needs of both mothers and their children. Some nurses described the intense sense of fulfillment they experienced when clients follow through with suggested actions, and positive changes occur in clients’ lives. Most nurses experience pride in themselves and their clients, which in turn encourages nurses to continue to provide the best care and support they can for clients. Nurses experience a deep desire to help and care for clients, and when positive changes occur nurses feel accomplished, happy, and powerful in their ability to drive change in client’s lives. Although there can be challenges within the NFP nurse’s role, nurses experience positive emotions about the work they do, such as happiness when clients achieve desired goals. The negative impact of nurse caring, and why this issue is of great importance is the consequence of IPV disclosure, that is, the more nurses care, the more they are affected by IPV disclosure. IPV disclosure affects nurses and can result in emotional and moral distress. 

Nurses are challenged by their personal emotions. Universally, NFP nurses expressed concern for the safety of their clients. Nurses discussed worrying about their clients’ safety in general and in specific terms. Generally, nurses were concerned about their clients’ overall safety and shared how they often think about clients when they are at home, and worry for them. Specifically, some nurses struggled when they had to leave particular clients in a potentially dangerous situation. This provoked concerns such as “every time you hear on the news that they found a woman’s body, there’s a child that’s been hurt or killed or something you go don’t let it be mine” [NHV, Focus Group 920]. Nurses expressed how difficult it was for them to know when clients were in danger, and how they used resources to help themselves (the nurse) during this period. Some nurses called services, such as shelters for abused women, daily to ensure they were doing everything that could be done for their clients. This resulted in added stress for NFP nurses. Nurses also worried about the impact of discussing certain topics in the clients’ homes. They expressed concern about broaching topics such as violence when others were present in the home, and how it could increase the client’s risk of violence once the nurse left. For the same reason, the nurses did not experience comfort when asking people to leave in order to have privacy during discussions surrounding IPV. Nurses also cited concerns about the safety of the client after the home visit had ended as the reason they did not approach partners. 

NFP nurses believe they experience an increased level of frustration compared to other nurses and service providers. As one nurse described:

I was just saying that I think we have to deal with the level of frustration that many people don’t have to because the clients are not in their care at the point where we have them, such as the shelters. Once they’re in the shelter they’re generally ready to accept treatment, accept help, accept resources. But we have to just sit and watch them and know, go home to our own families and go to bed that night knowing at this point there’s nothing we can do, they’re not ready or they’re not old enough or they’re not financially ready [NHV, Focus Group 940].

Boundaries-intersect between professional and personal feelings. Many nurses discussed the difficulty they experienced when setting boundaries in the nurse-client relationship. Although many nurses agreed it was a necessity, they did not always enjoy the process, or the potential consequences of the boundaries they created. Some nurses described the importance of boundaries in the nurse-client relationship in regard to the nurse maintaining emotional distance from their client. Many nurses expressed how they had a deep desire to aid their clients, which sometimes interfered with their personal lives, causing nurses to think about clients when not at work. As with the confusion expressed by nurses concerning their role definition (described above), some nurses were unsure where to place boundaries in their nurse-client relationship, especially in situations where IPV was present. When nurses were aware IPV was present in the home, many described becoming more emotionally involved with their clients and experienced difficulty maintaining their previously set boundaries. One nurse described telling a client “I said you know Z [client] every time I watch the news at night I look for your face. What are these kids going to do when he finally kills you, you know?” [NHV, Focus Group 920].

Many nurses expressed concern that their clients would call them in emergency situations. This caused nurses to experience pressure, worry, stress and anxiety. Some nurses described the creation of boundaries as a “juggling act” [NHV, Focus Group 940], whereby they wanted to support their clients in every capacity they could, while also ensuring clients understood the limits of their capabilities and accessed support from adequate resources when required. 
Some nurses described how their personal lives were affected when clients did not respect the boundaries put in place by the nurse. In these instances clients would call nurses in between visits, or expect the nurse to be available on weekends for extra support. Many nurses found it uncomfortable to discuss boundaries with clients as they wanted desperately to maintain a good nurse-client relationship, and worried setting boundaries would hinder this. While nurses expressed a desire to help and support clients, they also expressed a need to prevent themselves from becoming too emotionally involved. They worried that becoming too involved would negatively affect their personal lives, and take away from the energy they needed to have for their own families. A few nurses described how this had occurred to them, and explained the difficulty of creating boundaries when you wanted to ‘fix’ clients. Nurses described using resources, such as experts in abuse and counselors, to discuss their fears of going to a visit knowing the client could be dead. Nurses experienced stress and hopelessness when they felt all they could do was talk to clients, as they wanted to be able to achieve a more noticeable change in the clients’ wellbeing.

Dichotomy Between Personal and Professional Self 

An interesting dichotomy emerged between the relationship the nurse has with herself and how the self is divided into the personal and professional self. Although NFP nurses receive education regarding how to define and understand violence with such tools as the ‘Power and Control Wheel’ (Dulath Model, 2011), many nurses expressed thoughts such as “why don’t you just leave?” [NHV, Focus Group 901] and “just leave him, you’re better off without him” [NHV, Focus Group 960]. Though nurses stated they did not express these thoughts to clients, they said: “[do you think] that in the back of your mind? Yeah […] why would you stay with this slug that doesn’t want to get up and work” [NHV, Focus Group 901]. Nurses expressed confusion based on their own personal beliefs about violence, and many did not comprehend why a woman would choose to stay with an abusive partner. The conflict arose because her professional nursing role required the nurse to silence these thoughts and help the client using an appropriate method, while maintaining the nurse-client relationship. Some nurses faced challenges attempting to understand the client situation and a need for knowledge and training was identified. 

Many nurses faced a dilemma when reflecting upon their personal versus professional thoughts. On a personal level many nurses described how they did not understand why clients accepted certain behaviors from their partners, because the nurse would not accept such behavior.  Many nurses described how “nurses are fixers you know. I mean we want to fix everything”, and how determined nurses are to help clients. When a client is experiencing abuse, some nurses expressed the desire to take them home and protect them as their first thought or ‘personal self’ thought, before their ‘professional self’ thought took effect. Although NFP nurses are trained health professionals, they expressed how their ‘personal self’ thought often came to mind first, and impacted their emotional response to clients situations. They described dancing a fine line between helping clients to understand the dangerous nature of the situation, while not alienating them. 

Another aspect of understanding the client’s situation, which brought forth mixed emotions in some nurses, was how to approach the issue of violence with a client who was in love with her partner and had no other supports. Nurses expressed sadness and concern for these clients, and also stress, when reflecting on the sorrow their actions might bring. Nurses explained that their client’s entire ‘world’ can be centered around their partner, he being the only person who loves them, and that by educating the client about abuse, and helping them to hopefully leave the abusive situation, their client will be hurt. In the client’s eye, the nurse may be trying to separate her from the only person who loves her. While nurses understood the seriousness of being in an abusive relationship, and how much danger the client was in if she remained, it did not prevent empathetic emotions from the nurses and acknowledgment that their actions were facilitating turmoil, stress, worry and sorrow for their clients. 

The described dichotomy between the ‘personal’ and ‘professional’ aspect of the nurses relationship with herself presents a challenge to nurses who must be aware of their personal attitudes regarding IPV. This dichotomy results in nurses experiencing frustration, worry, concerns regarding client safety, and disappointment when clients do not follow through with nurses advice. However, it also presents an opportunity for education regarding reflection upon ones personal attitudes and how to synthesize them with ones professional knowledge. The personal attitudes nurses hold reflect a societal attitude and lack of education towards IPV and violence against women in general. Providing education regarding IPV, the socioeconomic determinants of health, and the role of generational abuse to NFP nurses, who in turn can educate their clients, demonstrates an opportunity to alter societies’ perception of violence, and those affected by it. 

Theme 3: Relationship with Organization and Resources

Relationships are central within the NFP program. The nurse experiences relationships with clients, peers, supervisors and community resources. Relationships, such as the nurse-client relationship can provide challenges to the nurse, while the organizational relationships and community resources seek to support the nurse in providing the NFP intervention. Each relationship the nurse experiences at the organizational and community resource level are described below. 

Role and Supports Between Nurse and Organization

Relationship between nurse and peers. Peer-to-peer communication was expressed as a very important aspect of the NFP by many nurses. Most nurses described the benefits of discussing concerns in an informal setting with their other NFP nurse colleagues, with one nurse describing how “we have each other and that’s what we do, we bounce it off each other” [NHV, Focus Group 940]. Many nurses also acknowledged the differing expertise and experiences each nurse has and how “every question that I have you know I go to them [other nurses] and we kind of go off each other[s] experiences of you know […] of who to talk to and where they’ve gone” [NHV, Focus Group 940]. Many nurses also used their peers as a support to voice opinions unsuitable to be expressed to a client. Nurses ‘vented’ their frustration, and discussed client related difficulties with each other. Most supervisors noted this communication and supported nurses helping one another, stating:

So they try to work with each other, try to figure out things that will work. [But] That is probably the strongest support… and the most pragmatic and the best if the nurse … if one nurse can say try this. I see that as a real strength [STAKE, Interview 806]. 
Nurses reported peer-to-peer communication as vital to the exchange of knowledge and expertise within the NFP program, as well as providing an informal method for them to discuss challenges they experience with clients who have or are experiencing IPV.    
Relationship between nurse and team. The ‘team’ consists of the NFP nurses, the nurse supervisor and any experts or consultants invited to attend bi-weekly team meetings or case conferences. During team meetings many nurses described how they have the opportunity to present issues, problem solve and determine how best to help the client. Most nurses and supervisors expressed how helpful the experts who attend meetings are to the establishment of an action plan for nurses. Team meetings allow for immediate feedback from peers, as well as an opportunity for nurses to receive support from colleagues. Some nurses also noted how important team meetings are as a resource exchange, where discussions often lead to nurses learning about new techniques, or available resources. Occasionally, when nurses do not know how to proceed with a client, and think many factors are impacting the situation, a case conference will be held during a team meeting, where nurses and team members “feed [off] each other a lot. We definitely do feed [off] each other because a lot of times we come back [from sessions] we’re like what do we do?” [NHV, Focus Group 901].  Case conferences entail nurses preparing a presentation of the client’s case, and seeking guidance from the team on how to proceed with providing care. Many nurses expressed the importance and usefulness of case conferences, especially regarding the learning and stimulating dialogue that occurs. Most supervisors noted the importance of team meetings and case conferences because of the differing expertise of the nurses, and the wonderful dialogue that takes place. 

Relationship between nurse and supervisor. Nurse-supervisor reflections are a very important aspect of the NFP program for both nurses and supervisors. During reflective supervision sessions, nurses express their concerns or achievements and seek feedback from supervisors. Some nurses described how they used discussions with supervisors to address difficult situations that resulted in frustration and stress, but also noted how “reflective supervision, it’s a wonderful thing but you’ve got people you reflect to. They’re [supervisors] reflecting back but they’re also writing your evaluation. So you know that’s tricky itself” [NHV, Focus Group 920].

For most supervisors facilitating the nurse-supervisor reflections was considered a vital aspect of their role, and a necessary requirement to have the ability to support nurses as needed. Supervisors described their roles as facilitating discussions on subjects that nurses deemed pertinent, supporting nurses in every manner possible, providing an environment for reflection, education and role modeling. During their supportive role, supervisors described “try[ing] to get them to look at the positive things that they’ve done with the client – the small successes they’ve had – and not think that just because they can’t get them to do this one thing that they’ve been a failure” [SUPER, Interview 201], though this often presented a challenge for supervisors. Many supervisors also encouraged nurses with positive feedback such as,  

I love to celebrate when they’ve done a great job – “oh my gosh you hit it on the nail?”, or “how perceptive of you?”, or “how wise of you to think that through?” So when I can do that, that [’s]  I feel, is so important [SUPER, Interview 806]. 
Another aspect of supporting nurses was “gathering information and trying to figure out what it is I can do, is a very active response and is comforting to them that they have strategies” [SUPER, Interview 402].  

During reflections, supervisors facilitated discussions concerning the nurses’ actions, responses and thoughts, and how these impacted the nurse-client relationship and the nurses’ relationship with themselves. Though achieving a reflective discussion was sometimes difficult, it was seen as very important by many supervisors. Most supervisors described the nurse-supervisor reflections as a growing process for both nurses and supervisors, with community partners and supervisors describing the nurse-supervisor reflections as a very important feature of maintaining the health and wellbeing of the nurse when engaging in IPV related work. 

Relationship between nurse and organization. The relationship between the nurse and the NFP organization also experiences challenges when IPV is disclosed. Many nurses described how IPV disclosure presents challenges to nurses from a program perspective as it delays the ability of the nurse to complete the scheduled intervention, with one nurse stating 

You know not worrying about [that] you’ve got to cover development and immunization… you’re given an hour, what are you going [to] cover? … when they’re telling you about their rape story [do you say, we’re at] an hour and 15 minutes, I’ve got to go. You’re just not looking at your watch and being impatient, but just sitting and listening, and developing trust” [NHV, Focus Group 940].
When IPV is disclosed nurses must respond to it, which entails making referrals, an increased amount of paperwork, making phone calls and follow-up phone calls, and adjusting their schedule of topics to address with the client. This results in decreased time for the nurse to complete other work-related activities and decreases the time the nurse is able to dedicate to other clients. Many nurses described an increase in pressure to complete their workload when IPV is disclosed. 

Nurses knowing their limits in regard to skill in dealing with IPV. It is important to note many nurses appreciate their limit of knowledge regarding IPV and the resources associated with it. Some nurses described feeling ‘uncomfortable’ when addressing topics where they held limited knowledge. Most nurses expressed that, upon reaching their knowledge limit with a topic, “that you’d [the nurses] be open with them about that, that you’re honest with them, that it’s you’ve done what you could do to help them, it’s beyond our world. And that you will support them along the way” [NHV, Focus Group 940], gathering knowledge and referring when appropriate. Many nurses expressed a desire to learn about IPV in order to be able to support and care for clients to the best of their ability. Some nurses expressed a desire to “feel like experts” [NHV, Focus Group 920], and increase their confidence when addressing the topic of IPV. Many nurses, as well as nurse-supervisors and community partners expressed a need for updated training for nurses regarding IPV, as well as adequate access to ongoing training for nurses concerning IPV. An examination of the particular educational topics discussed by nurses, nurse-supervisors and community partners as necessary for nurses to be competent in will now be described; including: IPV specific education, safety, resources and networking. 
IPV specific education. Many nurses, nurse-supervisors and community partners described the need for IPV specific education regarding general knowledge, assessment tools, understanding the client process, knowledge about resources, safety and healthy relationships. Needs expressed by each group included general knowledge about IPV, specifically regarding topics such as the Circle of Violence, the Power and Control Wheel, and statistics about effects of IPV on women and children. 

Of great concern to many nurses was the identification of IPV, and the need for education on the topic of assessment tools, a thought echoed by supervisors and community partners. Many nurses wanted to be able to identify the precursor signs before any overt violence occurred, stating:

I definitely don’t think we are trained in finding people before they’re injured. If there’s a hole in the wall we can say hmm let’s talk about that hole in the wall. If there’s a cut lip … but we don’t have the tools on how to identify it unless there’s a sign that you know how to … that we drip, drip, drip a lot of things but we don’t know how to drip, drip, drip finding. Because I know I’m only touching a small amount of the clients that had the domestic violence. There had to be something big for me to hear about it [NHV, Focus Group 920].
Most nurses did not describe themselves as competent in this area and expressed a need for assessment tools to identify the precursor signs of IPV, as well as IPV once it had occurred in the case where the client did not disclose. 

Safety. As described in detail above, safety was a priority for nurses, supervisors and community partners. Topics such as ‘how to conduct a safety assessment’ and tools to educate clients on the subject of safety were discussed by many nurses. The discussion of healthy relationships was viewed as a method to educate clients concerning topics such as power, control and love by some nurses, supervisors and community partners. Some nurses expressed a need for more education materials and described how helpful they were as methods to present this topic to clients, stating:

They just give you some clear-cut [guidelines]… you know if you’re clueless and haven’t really had a whole lot of experience in the area, it gives you things that you need to ask and ways to ask them so that you’re not going to maybe lead, you know lead them the wrong way or misinterpret something. It just makes it a lot easier [NHV, Focus Group 920]
Resources. Resources and the challenges surrounding them were discussed in detail by nurses and supervisors. The nurses’ relationship with resources, causes stress and frustration for nurses, as nurses described the need to 

Hav[e] the resources available so that we can do that in a timely manner because if you can hit it while it’s hot they’re more likely to get help. And if they don’t call them or get the help then, then [..] they get back to that – you know I love you baby. And they’re back and behaving for a little while [NHV, Focus Group 920].
Nurses expressed a need for education regarding how to support clients with the current resource limitations, how to support clients who have had past negative experiences with resources, and how to support clients who fear certain resources, such as child services. Education concerning what community-based services and resources are available, how to access them, and knowledge about the steps the client will experience once a referral is made were expressed as needs by many nurses and supervisors. Role definition concerning resources was also discussed, with nurses expressing a need for a “concrete [role definition] – what is it that I can do in the moment of that, of that crisis?” [NHV, Focus Group 920]. As stated earlier, the experience of IPV decreases the time the NFP nurse has to dedicate to other parts of the NFP intervention. Accessing IPV resources can result in time management concerns for nurses as they have the potential to be time consuming. Some nurses described how having a defined role concerning resources would allow nurses to understand what their specific role was concerning resources, and how much time they should dedicate to making referrals and following –up with services. The lack of role definition in this area caused some nurses stress concerning time management. Many nurses also expressed the importance of role definition regarding legal responsibilities and described a need for further education in this area. 

Networking. Networking between the NFP program and available resources was described as a need by most nurses, supervisors and community partners. Many nurses expressed frustration concerning the availability and accessibility of resources, and expressed a want to “appoint a person […] a consultant or the social worker, whoever, had those connections in the community” [NHV, Focus Group, 940], in order to efficiently create a network between resources. Community partners described a desire to support the NFP by any means possible, including networking with the organization to provide educational opportunities, such as workshops, materials for nurses and clients, tours of facilities, contacts for experts including phone support using their specific expertise.  
Role and Supports for Nurse at the Community Level 

The NFP nurses’ interaction with resource providers can be described at the community level, and contains aspects of resources, such as availability, that the nurse or NFP program, have no control over. Many nurses expressed experiencing challenges regarding resources concerning; resources being limited, resources having limited availability, accessing resources being time consuming, and facing barriers when clients attempted to use resources. 

Many nurses described the resources available to them as ‘limited’, stating “it’s unbelievable how difficult it is to get help” [NHV, Focus Group 940]. Nurses expressed the need for additional resources to ensure increased availability for housing, mental health care, and emergency shelters. Many nurses discussed the difficulty in accessing the above-mentioned resources as they often had long waiting lists. When no emergency housing was available, some nurses expressed the thought “there is nowhere to go I don’t think. I mean they’re on the list for housing” [NHV, Focus Group 920], and “there’s no alternative you know. How can I convince you that you need to leave if you have nowhere to go? We don’t have shelter” [NHV, Focus Group 920]. Many nurses described challenges related to the provision of care when resources were unavailable. Although nurses completed a safety assessment, often when clients tried to access shelters they were unable to. Some nurses also discussed how clients did not want to use some shelters or other resources due to negative reviews from friends. This sentiment was nicely expressed in the following statement: 
And then you call the Y and then they’re usually filled and there’s sort of stipulations and most of the women will rather stay and get the daylights beaten out of them then go to the Salvation Army, or to one of those shelters [NHV, Focus Group 920].

The thoughts expressed in the above statement represent the difficult and sensitive nature of the client situation and thought process based on nurse’s experiences. NFP nurses described facing difficult challenges when trying to ensure client safety and alter client’s perceptions of resources. This resulted in frustration, stress and worry for some nurses concerning their ability to provide care to clients. 

Time was another challenge many NFP nurses discussed. IPV is a time sensitive issue, where there is a great potential for a dangerous situation to occur quickly. As well as shelters and housing often being unavailable when needed, some nurses discussed the lack of mental health counselling available. Many nurses described the difficulty of convincing clients to use counselling referrals, only to find a counsellor was not available for many months. Due to the time sensitive nature of IPV, some nurses expressed how when an appointment was available, the client did not feel it was needed as the violence had decreased to within an ‘acceptable range’ for them, or the violence had become habitual to the client.  
Nurses experienced many barriers when accessing resources including client-financial status, lack of a phone, transport and client age. Some nurses described resources that would be very beneficial to clients but were unaffordable, and therefore inaccessible to clients. Other financial and environmental barriers such as “clients don’t always have phones” [NHV, Focus Group 901], and lack of transport hindered clients, and prevented them from attending appointments, or accessing resources such as shelters. Some nurses described clients needing to call shelters daily to determine if there was available space; clients with no access to a phone could not do this, and subsequently could not access some shelters. Age was also a barrier to accessing some services. Some nurses described how shelters imposed age restrictions, and stated “most of our girls are minors. They can’t go to a lot of the shelters because they don’t… it’s not for minors” [NHV, Focus Group 940]. This presented a challenge to nurses caring for very young clients. Age was also a challenge with regards to accessing mental health care, which required parental consent for clients under the age of 18 years. Due to some clients’ relationships with their parents, this presented a great and sometimes insurmountable challenge for nurses. NFP nurses’ interactions with resources at the community level caused stress, worry, concern and frustration regarding nurses’ ability to provide the best care possible for clients. 

Summary of Findings

The above analysis describes the centrality of relationships within the NFP program, specifically regarding the nurse and her relationship with her client, herself, and the NFP organization and community resources. These 3 themes were explored in-depth and revealed many thought provoking points. These will now be deliberated upon in the following chapter, Chapter 4: Discussion.

CHAPTER 4- DISCUSSION

This thesis sought to explore the research question, “What are nurses’ experiences and descriptions of home visiting socially and economically disadvantaged pregnant women and first time mothers exposed to IPV?” Three overarching themes emerged with several sub-themes and categories within each (see Table 3.2). The interaction between the themes and the resulting implications of the findings for improving the facilitation of the nurses’ emotional, physical and professional wellbeing will now be discussed, with recommendations for education and resources concluding this chapter. 

The Centrality of Relationships in the NFP

The overarching finding of this study is the importance of how nurses experience relationships when caring for women exposed to IPV within the NFP program. A model (Figure 3.1) was developed to represent the nurse’s interaction with clients, supervisors, and community partners including the NFP organization. The model highlights the centrality of relationships to the nurse’s ability to provide professional nursing care to clients. The three relationships that emerged as themes; relationship with client, self, and community/organization inform the different roles that NFP nurses assume in this work. The importance of how the nurse interacts with the various aspects of each relationship cannot be underestimated and impacts her ability to provide professional nursing care while she tries to maintain the ability to do so. Each relationship in the model will now be discussed in turn. 

Relationship with Client, the Nature and Impact of IPV

NFP nurses reported clients having different definitions of violence, seeming to be detached from the abuse they were experiencing, and in some situations not perceiving or responding to their exposure to abusive behaviours in a manner that a nurse would expect, causing emotional distress to be experienced by nurses. This dissonance between nurse assumptions and expectations and clients’ actual perceptions of their experiences of abuse reveals a need for nurses to become more knowledgeable about the processes of leaving or resolving abuse in relationships. 
As part of this process, for some women the normalization of violence is a common reaction expressed by those exposed to IPV (Burke, Gielen, McDonnnell, O’Campo, & Maman, 2001; Frasier et al., 2001; Zink, Elder, Jacobson, & Klostermann, 2004). In this field, the transtheoretical model of behavioural change (Prochaska, DiClemente & Norcross, 1992) has been applied as a means of understanding how clients experience IPV, and how health professionals can best support them (Burke et al., 2001; Burke, Denison, Gielen, McDonnel, & O’Campo, 2004; Frasier et al., 2001; Haggerty, 2003; Kramer, 2007; Zink et al., 2004). The Transtheoretical Model, or stages of change, describes the progression from non-acceptance of a problem’s existence to the decision to act upon and change the situation, and includes the stages of pre-contemplation, contemplation, preparation, action and maintenance (Prochaska, DiClemente & Norcross, 1992). For clients exposed to IPV, normalizing violence in their relationship is a natural indicator of being in a pre-contemplative stage of change (Burke, 2001; Frasier et al., 2001; Zink et al., 2004). NFP nurses need to understand the stages of change, and where their client is in the process of change, in order to provide client centered care. In the pre-contemplative stage, Hegarty, Taft and Feder (2008), suggest health care professionals should focus on proposing a link between clients’ symptoms and experiences of abuse, keeping messages brief. At all stages, healthcare professionals should provide clients with recognition of the situation, while offering support and ensuring the client feels no pressure to act (Hegart et al., 2008). Frasier et al. (2001) suggests reaffirming no person deserves to be physically or emotionally abused as a strategy nurses can use. Haggerty and Goodman (2003) also note the importance of context, and how it is the nurses responsibility to help the client help themselves, discover what strategies work best for them, and what supports and resources they need to achieve a non-violent state. It is important to remember that an individual’s progression through the transtheoretical model is not necessarily linear, and clients exposed to IPV can transit between safe and non-safe stages (Chang, 2006). 

In a study of pregnant women exposed to abuse, Kramer et al. (2007) spoke to the need for health professionals to alter their approach of care. Patient centered care was described as understanding where the woman was in her process of change, understanding the fluidity of the process, while not trying to ‘fix it’ (Kramer et al., 2007). Although NFP nurses in this study experienced the normalization of violence in their clients as difficult and frustrating, a change in perspective may alleviate the emotional distress that occurs. Issues NFP nurses encountered with regard to clients who do not follow through with suggestions, demonstrate a gap in nurses’ understanding of the natural trajectory of abusive relationships. It is also important to remember the importance of context in abusive relationships. In many situations, women experiencing IPV want the violence to end, but not necessarily the relationship (Kramer, 2007). Framing the perspective of NFP nurses in this manner, while providing education on the stages of abuse, may aid in their ability to provide care for women exposed to abuse with minimal emotional impact to their personal wellbeing. Educational recommendations are explored in detail in the education recommendations section. 

Theme 1: The Nurse-Client Relationship 

The importance of the nurse-client relationship cannot be underestimated within the context of home visits and represents the medium by which nurses provide information to clients and support women in developing new skills related to parenting and enhancing maternal economic self sufficiency (Olds et al., 1997). Jack, DiCenso, and Lohfeld (2005) reported that the development of the nurse-client relationship is an important outcome of the NFP program, and allows for therapeutic reciprocity between nurse and client. Nurses in this study continuously reported the importance of the creation and maintenance of the nurse-client relationship with regard to clients disclosing IPV. Disclosure of IPV forms the basis of the nurses’ ability to provide care to exposed women; without it, nurses cannot provide contextual care and help client’s attain their goals. 

Nurses expressed the importance of certain qualities in the nurse-client relationship including trust, safety, confidentiality and time. Qualities emphasized in the literature also include flexibility, and a non-judgmental attitude (Zeanah, Larrieu, Boris & Nagle, 2006). Kurtz-Landy, Jack, Wahoush, Sheehan, and MacMillan (2012) conducted a study regarding what qualities NFP clients thought created a positive relationship with their nurse. Results included the nurse’s personality, the nurse being “like a friend” who supports you, being respectful and trusting, being an honest expert, and being easily accessible when the client needs help (Kurtz-Landy et al., 2012). Understanding the needs of the client is paramount for NFP nurses. Nurses need to be flexible and responsive to client needs in order to coordinate appropriate care (SmithBattle, Diekemper, & Leander, 2004b). As noted above, the perspective of the nurse must be one that looks at the overall physical and emotional health of the client (SmithBattle et al., 2004b). The nurse must meet the needs of the client, and not presume them to “fix” the situation (Chalmers & Luker, 1991), based on societal norms or personal attitudes. 

Disclosure, Planning and Providing Care 

Many nurses expressed concerns regarding disclosure of IPV and what their next steps should be, both immediately and in the planning and provision of care in subsequent visits. This presents a need for NFP nurses as disclosure is an important experience for the client and may dictate the client’s reaction to further care. 
Chang et al. (2005) conducted a qualitative study exploring how women exposed to IPV wanted healthcare professionals to act while assessing IPV. Results indicated that healthcare professionals should explain why they are asking, as it reduces suspicions and stigma; create an atmosphere of safety and support, and provide information, support and access to resources to all women, regardless of whether they have disclosed IPV or not (Chang et al., 2005). A similar study by Dienemann, Glass, and Hyman (2005), demonstrated that clients want to be treated with respect; they want to be given control over what the next steps are, they would like options about next steps, and would like to be able to access the healthcare professional later on. 
These studies give insights into client experiences, and are valuable for ensuring that the NFP nurse understands her client’s perspective. Another study exploring how women exposed to IPV want to be treated by primary healthcare professionals included factors affecting how victims can alter their situation (Zink et al., 2004). Barriers including finances and education, attachment to the abuser, the presence of children and previous positive or negative interactions with community services can impact a client’s decision to stay or leave a relationship (Zink et al., 2004); these factors were also identified by NFP nurses in this study. Suggested steps for the nurse immediately following client disclosure of IPV included affirming the abuse is real, knowing and informing the client about local resources, educating clients on the effects of abuse on them and their children, and documenting injuries (Zink et al., 2004).  NFP nurses requested step-by-step education concerning disclosure and these studies provide insights into possible processes and steps nurses should take based on client preferences. Based on the above literature, an education session could be developed for NFP nurses to provide them with next steps after a client discloses IPV. This is also an area where further research is warranted to understand how nurses and clients can work together to ensure the best outcomes after disclosure of IPV, specifically, how do NFP clients want nurses to respond to IPV? In order to maintain the nurse-client relationship, it is crucial for NFP nurses to understand how clients want to be cared for. 

Safety 

The need for nurse and client safety was a major finding in this study highlighted by nurses, supervisors and community partners. Nurses expressed not feeling safe on occasion and needing more safety protocols. Currently, the NFP does not have a program wide safety protocol, instead supporting the idea of context based safety and relying on local agencies to provide guidelines and protocols for nurses. Context based safety, such as understanding if a certain neighbourhood is unsafe for a nurse and she should arrange visits elsewhere, is very important and is seen as an asset as home-visitors conduct work in very different areas (Fazzone, Barloon, McConnell, & Chitty, 2000). Although nurse safety is a priority, there is little research pertaining to this issue. Fazzone and colleagues (2000) conducted a study on nurse safety and reported issues similar to those discussed by nurses in the NFP. These included: having to conduct visits in neighbourhoods where gang related activity occurred; nurses experiencing verbal or physical abuse while in the home; and, unsafe work conditions including poor ventilation, broken glass, weapons and run down homes. Fazzone and colleagues (2000) found nurses did not have easy access to safety protocols, and were unsure what their role was when witnessing illegal activity. In this study, nurses reported that they overlooked illegal activity such as a marijuana cigarette in an ashtray in favour of maintaining the nurse-client relationship. The nurses prioritized the NFP program over minor illegal infractions. In the study by Fazzone et al. (2000), methods nurses found that improved their experience of safety included: scheduling visits only in daylight hours; flexibility; having self-confidence, self-reliance and self-motivation when conducting their work. NFP nurses in this study also noted the necessity of being flexible, and scheduling visits during daylight hours only. Work experience was also found to play a role, with nurses expressing more comfort with their safety as the number of years as an NFP nurse increased, a finding also reported by Fazzone et al. (2000). NFP nurses requested ongoing safety education, but they may find it difficult to attend safety sessions due to their varying schedules, and could benefit from safety being discussed within multiple team meetings or case conferences. Methods to enhance safety from an organizational perspective will be detailed later in the discussion of theme 3. 
Boundaries 

Another important finding was the difficulty nurses experience with setting and maintaining boundaries, both professional and personal. Boundary issues were present when nurses described receiving and making calls to clients after and between sessions, transporting clients against regulation and experiencing emotional distress concerning client situations. Nurses’ concerns and actions surrounding boundaries appear to result from the nurses’ deep desire to help their clients. This deep desire to help clients not only has the potential to interfere with their ability to complete their work and impact their safety, but also the potential to negatively affect their personal lives. 
Boundaries are a necessity of the nurse-client relationship (Slatten, David & Carson, 2011), and the Registered Nurses Association of Ontario (RNAO) “guidelines on therapeutic relationships” is a welcome source of information regarding the establishment and maintenance of nurse-client relationships. The RNAO describes how “boundaries are maintained with the understanding that the purpose of the nurse-client relationship is to meet the therapeutic needs of the client” (RNAO, 2002, p. 27). Anything outside this realm constitutes a violation. Awareness of boundaries is essential for the provision of professional nursing care (RNAO, 2002). Home visiting presents additional challenges regarding boundaries as the visits usually occur in the clients’ home (Walker & Clark, 1999), and discussion of day-to-day activities is seen as less professional (Heaman, Chalmers, Woodgate, & Brown, 2007). Peternelj and Yonge (2003) also described the challenges of boundary crossings versus violations. Boundary crossings may be trivial but have the potential to become more, whereas boundary violations are clearly harmful or exploitive (Peternelj & Yonge, 2003). Additional challenges noted include isolation of work environment, length and intensity of the nurse-client relationship and the client’s vulnerability (Peternelj & Yonge, 2003). NFP nurses experience all of these challenges. NFP nurses work in isolation, conducting home-visits alone. The length of the program is 2 years, allowing for an intense bond to form between nurse and client. This is a bond commented upon by nurses in this study, with the intensity of the relationship increasing when IPV is disclosed. According to NFP criteria, program clients are defined as a vulnerable population. With the addition of IPV, their vulnerability is increased, and the challenges associated with creating and maintaining the boundaries NFP home-visitors must face compared to other types of nursing situations are consequently greater. Nurses are constantly tested by their own and their clients’ actions (Peternelj & Yonge, 2003), and must be adequately prepared to confront these challenges to ensure boundaries are created and maintained. Education and resources regarding boundaries will be explored later in this chapter, including strategies to help NFP nurses to build and maintain boundaries without jeopardizing the therapeutic relationship such as reflective supervision, ongoing education, team meetings and peer debriefing. It is important to remember that the situations where boundaries were crossed, which are expressed in this study, resulted from the nurse’s desire to help the client.   

Theme 2: Relationship with Self

This study revealed that nurses experienced challenges relating to self, including: emotional workload; exposure to violence; physical responses to violence; impacts of personal beliefs and values on the nurse-client relationship; and impacts on life outside work. This situation needs to be addressed as not only are nurses first responders, but they are sustained responders (Bush, 2009). In the context of the NFP program, nurses are sustained responders in that they maintain a relationship and are engaged with the client for a long period of time. 

Compassion Satisfaction 
A major finding from this study was the depth of caring NFP nurses show for their clients. Stamm (2010) defines compassion satisfaction as the “pleasure you derive from being able to do your work well” (p. 7), and is described as an essential component of being fulfilled by one’s work in the human services field (Slatten et al., 2011). Conrad and Kellar-Guenther (2006) studied child protection workers and found high levels of compassion satisfaction were related to low levels of compassion fatigue and burnout. Although signs of burnout were found in this study, compassion satisfaction was also evident among NFP nurses, and at times these two states co-existed. This finding is supported by a study by Conrad and Kellar-Guenther (2006). Compassion satisfaction can be seen as having three components: seeing your job as a calling, having support from fellow workers, and having the confidence to serve clients effectively (Conrad & Kellar-Guenther, 2006). NFP nurses reported having support from fellow workers and enjoying the work they do, a finding that reinforces a result from a study by Dmytryshyn, Jack, Ballantyne, Wahoush, & MacMillan (2015). However, they did not express confidence in their ability to serve their clients effectively due to limited and limited availability of resources. In a study on NFP nurses, increased compassion satisfaction was found to occur as a result of the depth and intensity of the nurse-client relationship, and seeing the client succeed (Dmytryshyn et al, 2015). This was also noted by NFP clients in this study. Recommendations for improving NFP nurses’ confidence regarding resources is detailed in the section on recommendations for education, resources and future research. In this study, NFP nurses did not express they saw their job as a calling, but were not asked this question directly. This provides an opportunity for further research in this area.  

NFP nurses confronted with IPV in this study articulate compassion satisfaction through their expressions of great devotion to helping their clients and they take pleasure from witnessing them succeed. The nurses enjoy creating and maintaining the nurse-client relationship and find it a stimulating part of their work. The nurse-client relationship in home visits is more intense and one-to-one versus that of a health professional working in a clinical or hospital environment. This environment facilitates the nurse’s desire to nurture and support clients unconditionally, a need not met in other roles (Zeanah et al., 2006). Although the intense nature of the relationship can create challenges, nurses also described it as not only an important, but also a favourable part of their work, a finding also reported by Zeanah et al. (2006). Organizational strategies to increase compassion satisfaction are detailed shortly in theme 3. 
Burnout and Compassion Fatigue 

The negative emotional responses NFP nurses experience are supported by other studies detailing incidents of nurses’ burnout and compassion fatigue (Hooper, Craig, Janvrin, Wetsel & Reimels, 2010; Zeanah et al., 2006). Maslach and Leiter (1997) define burnout as an erosion of engagement with your job, an erosion of your emotions, and a problem of fit between the person and job. As the term erosion suggests, this is a gradual process that takes place over time (Maslach & Leiter, 1997), and presents as a downward spiral, where the caregiver seeks to give all they can to clients, while not engaging in self-care activities to revitalize themselves. This finally results in the caregiver having nothing left to give (Slatten et al., 2011). The result is often burnout. Burnout has many causes; those expressed by NFP nurses include work overload, work being more intense, work demanding more time, more complex work, breakdown of community, working separately and losing joy of work (Maslach & Leiter). Slatten and colleagues (2011) add other causes of burnout including excessive patient load, limited resources, demanding work, unclear role expectations, and unrelenting paperwork. The above causes identified by Maslach and Leiter (1997) were also noted by NFP nurses in this study as work-related issues when IPV was disclosed. They present a need for organizational and personal strategies to combat them. Workload, and workplace factors leading to increased stress for NFP nurses was also noted as a risk for burnout in Dmytryshyn et al. (2015). Risk of burnout is also increased when providing care to clients with complex problems and/or who have a limited ability to change (Conrad & Kellar-Guenther, 2006). As the NFP program serves an at risk population, nurses are at an increased risk for experiencing burnout. 

Unlike burnout, compassion fatigue can occur after one traumatic event. Slatten et al. (2011) describe compassion fatigue as an emotional hazard when working in the human services field. Though both conditions have similar causes, compassion fatigue is more easily recovered from, however, it is strongly correlated with burnout (Burtson & Stichler, 2010). NFP strategies to circumvent burnout and compassion fatigue include nurse-supervisor reflections, team meetings and case conferences. Further recommendations are discussed in the section describing recommendations for education, research and practice. 

Vicarious Trauma 

In this study, nurses described emotional and physical responses to work, including thinking about clients while laying in bed at night, calling clients in between visits and experiencing physical reactions to listening to the disclosure of violence. These reactions and experiences suggest NFP nurses have the potential to experience vicarious trauma as a consequence of IPV disclosure and presence. Vicarious trauma, or secondary traumatic stress, is another negative consequence seen in healthcare professionals caring for clients who have experienced trauma (van der Wath, van Wyk, Janse van Rensburg, 2013). Figley (1995) defines vicarious trauma as “the stress resulting from helping or wanting to help a traumatized or suffering person” (p. 7). In a cross-sectional survey of Japanese nurses working in a hospital, Komachi, Kamibeppu, Nishi, & Matsuoka (2012) found 90.3% of respondents reported encountering a traumatic event while at work, with the highest trauma severity score associated with the nursing care of pregnant women. Emergency room nurses reported experiencing recurrent and disruptive memories as a negative emotional consequence of witnessing IPV survivors suffering (van der Wath et al., 2013). Although relief is experienced when the client shows improvement, symptoms such as depression, sadness, fear, shock, sympathy and anger can be triggered by new trauma events (van der Wath et al., 2013).    

Individual contributors are thought to include the degree of exposure to trauma clients, and personal trauma history, though the research is diverse (Slattery & Goodman, 2009). Workplace factors include the level of social support, clinical supervision, and the presence of an empowering organization. Some nurses in this study described potential signs of vicarious trauma such as thinking about the potential harm clients are experiencing, and the potential to walk in and find their client dead. Supervisor support is in place in the NFP program; however, specific supports in relation to IPV are needed. The importance of organizational attributes will be discussed in relation to vicarious trauma in the section concerning theme 3. 

Being a Mandated Reporter  

NFP nurse home visitors in all jurisdictions have a legal responsibility to report all observed or suspected situations of child maltreatment, which may include exposure to or witnessing IPV. Nurses noted the strain this role could place on the nurse-client relationship, especially concerning their attempts to build trust between themselves and their clients, a finding supported by Mitchell, Turbiville, and Rutherford Turnbull (1999). The role of mandated reporter immediately creates a power imbalance between nurse and client (Marcellus, 2005). As noted by NFP nurses in this study, many clients have had negative experiences with Child Protective Services and fear their children being removed from their care, a findings also reported by Davidov, Jack, Frost, and Cohen (2012). Mothers experience vulnerability and powerlessness as the nurse has the capacity to change the family structure, for example by removing a child, or reporting the abuser, leading to conviction and removal from the household (Jack et al., 2005). 

Marcellus (2005) describes the role of mandated reporter being akin to the social police and describes how the concept of being a good mother forces clients to conform to a social ideal. Clients in the NFP may not be able to or want to conform to this ideal. According to Marcellus (2005), the role of social police is not fully acknowledged by healthcare professionals, and can influence the client’s desire to seek care and disclose IPV (Davidov et al., 2012). Strategies nurses can use to decrease clients’ fear regarding their role as mandated reporters include being upfront about their role, stressing confidentiality, reassuring clients about the purpose of the program, being non-judgmental, asking the client what next steps they would like to take, and if making a call, informing the client beforehand and explaining why (Davidov, et al., 2012). Providing education about Child Protective Services and other services can also ease client’s fears (Davidov et al., 2012), a strategy discussed and used by NFP nurses in this study. 

The role of mandated reporter creates difficulties for both nurses and clients. In this study, nurses noted how the nurse-client relationship is negatively affected and expressed they experience emotional distress regarding this issue, a finding corroborated by Mitchell et al. (1999). As NFP nurses expressed in this study, they experience a dilemma of having to report abuse while also attempting to maintain trust and rapport with clients, a conclusion noted by Mitchell et al. (1999). Many negative situations can arise from reporting families, or simply being a mandated reporter. These can include families refusing care, healthcare professionals experiencing guilt regarding separating families, or nurses choosing not to report in order to maintain the client relationship (Mitchell et al., 1999). Failure to report is a very detrimental negative consequence and can result in clients and their children not receiving the care they require. Suggestions concerning education are described in the recommendations for practice, education and research section. 

Theme 3: Relationship with Organization and Community Resources

Two subthemes, the nurses’ relationship with the NFP organization, and the nurses’ relationship with community resources emerged from this theme. Important findings related to these subthemes and how these findings are congruent with the literature will now be discussed. 

Peer-to-Peer Communication Within the NFP Organization 

Peer-to-peer communication was identified as a method used by NFP nurses to informally debrief when needed, as it provided a safe place for nurses to speak candidly concerning particularly challenging clients. Peer-to-peer communication is widely supported in the literature (Iliffe & Steed, 2010; Kulkarni, Bell, Hartman & Herman-Smith, 2013; Zeanah et al., 2006) and seen as a supportive feature of maintaining staff wellbeing. Learning is enhanced through peer debriefs when specific experiences are shared informally with more experienced colleagues (SmithBattle, Diekemper, & Leander, 2004a), possibly in the role of a mentor (Slatten et al., 2011). Keidel (2002) also found a supportive social network among work colleagues increases compassion satisfaction. However, the support of colleagues through sharing of experiences poses a potentially negative consequence as the listener could develop vicarious trauma (Pearlman & Saakrite, 1995). While NFP nurses use this method to their benefit, a recommendation from this study is for the NFP organization to develop a section regarding reflection about peer debriefs during the nurse-supervisor reflection meetings to prevent issues of vicarious trauma from arising.   

Nurse and Team 

NFP nurses also participate in team meetings and case conferences. Nurses stressed the importance of these meetings, placing particular emphasis on the rich environment these meetings provided and their ability to discuss client situations, share difficulties, receive support and gain knowledge from experts and more experienced colleagues (Beam, O'Brien, & Neal, 2010; Heaman et al., 2007; Jack et al., 2012; Slatten et al., 2011; Zerwekh, 1992). Healthcare professionals engaging in work that exposes them to trauma need role models and mentors in order to maintain their wellbeing (Slatten et al., 2011). The RNAO (2002) guideline on establishing therapeutic relationships recommends case conferences as a method to aid nurses in maintaining boundaries when engaging with clients. Case conferences allow nurses to discuss situations of concern, and receive guidance and feedback from peers and supervisors, resulting in reflections about potential boundary issues. The role of mentorship and role modelling is also very important in the support of NFP nurses when they are providing care for clients exposed to IPV. Mentorship and role modelling allow nurses to seek guidance from more experienced peers and emulate their successful approaches. Team meetings also allow organizations to monitor nurse caseloads and ensure nurses are not overburdened with similar traumatic cases (Iliffe & Steed, 2010). This is especially important for the prevention of burnout (Maslach & Leiter, 1997). Burtson and Stichler (2010) also noted the importance of social interaction and compassion satisfaction for the maintenance of positive nurse caring at the bedside. It can be postulated this also transfers to home-visits. 

Nurse and Supervisor 

For NFP implementing agencies, fidelity to the model elements developed and tested in the early RCTs is key to the interventions success (NFP, 2011). With regard to the NFP nurse supervisor, two model elements are particularly relevant. They are number 13, which states a supervisor will not provide supervision to more than 8 nurse home-visitors, and number 14, which states supervisors will “provide nurse home visitors clinical supervision with reflection, demonstrate integration of the theories, and facilitate professional development essential to the nurse home-visitor role through specific supervisory activities including one-to-one clinical supervision, case conferences, team meetings, and field supervision” (NFP, 2011). Agencies implementing the NFP program must adhere to the model elements and ensure reflections take place to encourage personal and professional development in NFP nurses. 
Reflective practice has been built into the NFP program and uses Gibbs (1988) reflective cycle. Gibbs (1988) cycle has 6 phases; 1) description of incident, 2) expression of feelings, 3) evaluation of positive and challenging aspects of the incident, 4) analysis of what has been learned, 5) conclusion of what could have been done differently, and 6) the creation of an action plan for the future. The cycle is non-linear and continues until clarity is reached (Beam, O’Brien, & Neal, 2010). The NFP program also uses guidelines based on the ZERO TO THREE Center, which have become the essential principles of the nurse-supervisor relationship and include; regularity, collaboration, mutual respect and open communication (Beam et al., 2010). NFP nurses and supervisors in this study reported meeting regularly for reflections and discussions surrounding the nurses’ caseload. These meetings also served as education moments to disseminate new information to NFP nurses. Supervision presents the opportunity for education, support and management for nurses in the NFP program (Fisher, 1996), and was supported by nurses in this study.
There are several types of supervision discussed in the literature, including clinical, administrative and reflective. The NFP uses clinical supervision with reflection, and use this term interchangeably with reflective supervision. The Minnesota Association for Infant & Early Childhood Mental Health (MAIECMH) (2015) provides guidelines for reflective supervision and demonstrates the difference between the clinical and reflective aspects of supervision. Whereas clinical supervision focuses on casework, care plans, strategies to improve intervention uptake and guidance, advice and support on work related issues, reflective supervision takes into account the emotional content of work and how it affects the personal and professional development of the nurse (MAIECMH, 2015). The MAIECMH (2015) guidelines suggest a key role of the supervisor during reflection is to listen and wait for the nurse to find solutions without interruptions. Open-ended questions, active listening and joint home-visits are encouraged as strategies to improve reflective supervision (Beam et al., 2010). 

Joint home-visits are encouraged quarterly in the NFP program, and provide an opportunity for supervisors to evaluate nurses during interactions with clients, provide feedback and updated skills if necessary (Beam et al., 2010). The nurse-supervisor relationship is described as a partnering relationship, where nurses should feel safe embracing the unknown and complex aspects of their work (Heffron & Murch, 2010). Stroud (2010) also noted the importance of reflective supervision being a safe space where nurses can explore culture and diversity. This is especially relevant to the NFP nurses in this study who noted the difficulties they encounter with clients cultures. 

Clinical supervision with reflection is recommended by the RNAO (2002) guidelines on establishing therapeutic relationships as a method to improve therapeutic relationships between nurses and clients, and as a method to ensure nurse-client boundaries are maintained. Reflective practice is part of the NFP team meetings and case conferences. Duffy (2007) defines reflective practice as “an active and deliberate process of critically examining practice where an individual is challenged and enabled to undertake the process of self-enquiry to empower the practitioner to realize desirable and effective practice within a reflexive spiral of personal transformation” (p. 1405). In the NFP program, nurses use reflective practice to hone their techniques on how to provide care for women exposed to IPV, while using their and their client’s responses as an iterative process. Sharrock, Javen, & McDonald (2013) noted the importance of supervisors understanding the role of the nurse. Reflective supervision is very important in the NFP program as it allows supervisors to develop awareness concerning the signs of burnout and compassion fatigue (Iliffe & Steed, 2010; Kulkarni et al., 2013; Maslach & Leiter, 1997; Slatten et al., 2011), and implement strategies to prevent it, such as role-modeling, mentoring and providing resources to close educational gaps in knowledge. However, Barak, Travis, Pyun, and Xie, (2009) noted it must be high-level supervision in order to prevent burnout, leading to Beam et al. (2010) recognizing that supervision is a skill for which nurse supervisors must be trained. This can represent a challenge to the person supervising, as skill development takes time and practice. Organizations must note this and provide supervisors with the needed time and support to develop this skill. Logistical challenges such as time also pose a problem for nurse-supervisor reflection and joint home-visits as nurses’ schedules are dependent on client availability (Beam et al., 2010). Supervision should be used as a method to support practice, and should be proactive, sensitive to the supervisee’s personal situation, be detail oriented, and provide a guided exploration of thoughts, feelings and actions (Walker & Clark, 1999). When a supervisee’s client experiences a traumatic event such as IPV and discloses it, the supervisor can engage in certain actions to support the nurse. These include: normalizing feelings and experiences, providing support and information about the nature and trajectory of a traumatic reaction, helping to identify vicarious trauma, and revealing feelings or symptoms associated with vicarious trauma (Slattery & Goodman, 2009). It is important to note the different roles supervisors serve in the NFP program. Though supervisors engage in reflective practice with NFP nurses, they also serve as the nurse’s superior. When the supervisor must act as a superior, such as with disciplinary action, it is imperative the supervisor creates a separate time from reflective focused meetings to discuss these issues (MAIECMH, 2015). The relationship between supervisor and nurse must be preserved and open in order to ensure the most benefit is received from reflective supervision. 
Nurse and Organization 

Nurse home-visitors engage primarily in isolated work. NFP nurses create their own schedules and their routines can change weekly. Creating a community where NFP nurses have an opportunity to socialize and discuss relevant topics is important (Anderson, 2000; Slattery & Goodman, 2009). Workplace socialization increases the mental health of people and increases job satisfaction (Slattery & Goodman, 2009). Socialization between colleagues provides opportunities for the NFP organization to detect signs of burnout and compassion fatigue, and assess and manage the causes (Figley, 2002). Implementing strategies to mitigate and prevent negative consequences of NFP work such as burnout and compassion fatigue can also be accomplished at the organizational level, and could contain education, self-care strategies, on-site counseling, and ensuring a good work-life balance for nurses (Boyle, 2011). Increasing work unity and being proactive concerning negative consequences of work displays a caring attitude from the organization and can prevent employees becoming less effective (Slatten et al., 2011). Empowering organizations that provide education, where nurses feel autonomous and participate in decision making and get needed support and resources, increases job satisfaction and decreases burnout (Slattery & Goodman, 2009). Currently the NFP organization is conducting research regarding the implementation of a risk/strength framework, which would allow nurses to prioritize and adjust their home visit schedule as they see fit (Olds et al., 2013). Although this framework has positive results concerning retention of clients, a concern includes the added role placed on nurses to create their own schedule and set priorities depending on client need (Ingoldsby et al., 2013; O’Brien et al., 2012).   

Nurse and Community 

The ecological model is one of three theories underpinning the NFP program (NFP, 2011). The model provides a broad base with which to view a situation, and takes into account factors at the individual, family, community and societal levels (Little & Kantor-Kaufman, 2010; Oetzel & Duran, 2004). The community level includes social supports, access, and availability to community services (Little & Kantor-Kaufman, 2010). With regard to nursing and IPV, the ecological model lays the foundation for the perspective that the causes and outcomes of IPV are a result of the interplay of factors at all levels (Oetzel & Duran, 2004), meaning that to efficiently and effectively care for clients, NFP nurses and the organization must not only view the situation from all levels, but also attempt to provide resources, supports, and reduce barriers at each level. Modifying the socioeconomic status barriers clients experiencing IPV face by networking with community resources is a strategy nurses can use (Cummings, Gonzalez-Guarda, & Sandoval, 2013). Little and Kantor-Kaufman (2010) note how the professional attitudes of nurses, specifically the thought that a woman experiencing IPV can and should leave, does not reflect the ecological model and can influence the nurses ability to help her client. In this study, while some nurse’s noted they do wonder why clients do not leave, they do not act upon these thoughts, and never voice them to clients. ‘Why don’t you leave’ was described by nurses as an initial thought in response to the distressing nature of IPV disclosure, rather than a professional attitude driving their care of clients. 

In this study, NFP nurses noted the frustration they experience when attempting to access resources, a finding consistent with other research (Zeanah, et al., 2006). Nurses noted their frustration stems from the lack of availability of resources when they are needed, and an overall lack of resources, such as shelters, mental health and child protective services. Nurses noted how time sensitive IPV is, and felt stress and frustration when resources were not available for some time. Due to the changing nature of IPV, nurses found that when resources were finally available, often the violence in the relationship had decreased and clients would not seek support through the now available resources. Nurses also experienced a lack of networking between the NFP organization and community resources wanted to improve communication between them. Nurses suggested increased contact would ease the making of referrals, and increase the support NFP nurses could receive from community resources concerning IPV. Mitchell (1999) noted a lack of collaborative effort between organizations and Child Protective Services early in care could impact the care experienced later. 
Nurses need initial and ongoing education in order to view IPV situations from an ecological model perspective (Little & Kantor-Kaufman, 2010). The ecological model can also serve as a framework for the development of care plans for clients and is suggested for use in this manner by Little and Kantor-Kaufman (2010). Updated knowledge regarding available resources and how to access them is essential for NFP nurses to be able to provide professional nursing care to clients experiencing IPV. 
Strengths and Limitations

Secondary analysis is the application of a new research question to existing data and contains inherent limitations, namely, the data reflect the original research questions asked. The original researchers, although inquiring about IPV, did not specifically ask the research question used in this study. As with all secondary data analysis, no follow-up questions or sampling can occur, resulting in a possibility of the themes not reaching adequate saturation (Szabo & Strang, 1997).   

However, the limitations of this method were minimized through the methodological rigor applied. Trustworthiness includes credibility, transferability, dependability and confirmability. How these were achieved will now be discussed (please also see Table 4.1). To ensure trustworthiness, the researcher reflected on and reported all decisions to ensure a clear audit trail was created through memoing and journaling. Credibility was enhanced through the use of quotes and displays where the findings came from. Supervisor debriefing was also used to ensure analysis was sound and increases credibility. My supervisor coded segments of the data and differences and similarities in the coding were discussed, and consensus reached. The rich description of the data presented in the original study (Jack et al., 2012), in addition to the detailed description provided in this study increases the transferability of the findings (Lincoln & Guba, 1985). Communication with the original researcher counteracted the risk of misrepresentation of participants through data which might be misinterpreted (Thorne, 1998). Dependability was achieved through the continuous open-ended dialogue with my supervisor and committee members, my supervisor coding segments of the data and reaching consensus, and the creation and use of the Venn diagrams show the thought process used during analysis. Confirmability is reached when credibility, transferability and dependability are achieved (Lincoln & Guba, 1985). Based on the above description of the individual factors, the use of memoing, journaling, the creation of an audit trail, triangulation of data sources, and open-communication with my supervisor, it is believed confirmability, and subsequently trustworthiness has been achieved in this study. 
A strength of this study was the use of multiple data sources to triangulate findings, increasing the accuracy and confirmability of the results (Marsh & White, 2006). The use of multiple data sources, and reaching consensus in the findings among data sources increases the accuracy of the findings. In this study, many findings were triangulated and produced the overarching themes, suggesting the results are confirmable and adding to the validity of the study findings. 
	Table 4.1

Assessment of Trustworthiness, based on Shenton (2004) 
	

	Quality Criterion
	Steps the Researcher Took

	Credibility
	· Triangulation of data sources

· Debriefing with peers, supervisor and committee members

· Use of journals

· Use of memos

· Examination of previous research to frame findings

· Original research used member checking



	Transferability


	· Thick description of study



	Dependability
	· In depth method description

· Audit trail created

· Continuous open-ended dialogue with supervisor and committee

· Supervisor coded segments of data, consensus was reached

· Venn diagrams created and used to guide analysis



	Confirmability
	· Audit trail

· Use of memos

· Triangulation of data sources

· Recognition of strengths and limitations of study




Practice, Education and Research Recommendations

Based on the findings which emerged from my thesis and the above discussion, I make a number of recommendations detailed below, regarding practice, education and future research (see Table 4.2).   
	Table 4.2
Summary of Recommendations

	Practice recommendations

	· Recognize the emotional impact providing IPV care has on nurses

	· Monitor nurses for burnout, compassion fatigue and vicarious trauma

	· Recognize impact of time-consuming tasks such as paperwork, referrals, contacting community services

	· Create work community for colleague support, debriefing (informal and formal)

	· Support for supervisors

	Education recommendations

	Undergraduate:

	· General information regarding IPV: Statistics, Circle of Violence, Power and Control Wheel, stages of IPV

	· Centrality of relationships to nursing

	· The importance of boundaries 

	· Awareness of burnout, compassion fatigue, vicarious trauma

	· Safety planning for client and nurse

	· Reflective practice

	NFP organization

	· Detailed information regarding IPV: Statistics, Circle of Violence, Power and Control Wheel, stages of IPV

	· Centrality of relationships to nursing

	· The importance of boundaries 

	· Awareness of burnout, compassion fatigue, vicarious trauma

	· Safety planning for client and nurse

	· Reflective practice

	Research recommendations

	· Study of emotional impact of IPV work on nurses

	· Development of a tool for supervisor reflections- acknowledgement that supervisors also need reflection and support when working with nurses who care for women exposed to IPV

	· Study of vicarious trauma in nurses and supervisors


Implications for Nurse Home-Visiting Practice  

The implications for nurse home-visiting practice has been divided into the following sections; 1) impact on nurses, 2) workplace contributors, 3) a workplace community, and 4) nurse-supervisor reflections. These will now be discussed in turn. 


Impact on NFP nurses. There is a need for awareness, acknowledgement and support regarding the emotional and physical wellbeing of nurses in the NFP program. Nurses need to be monitored for burnout, compassion fatigue and vicarious trauma. NFP nurses experience both satisfaction and stress, worry and anxiety when working with women exposed to IPV. If the nurse is being affected it can be assumed the care provided is also being affected. Ongoing reflective practice, specifically during nurse-supervisor reflections will aid in the assessment of emotions in NFP nurses and help to mitigate any negative consequences of their work. Once identified, support, resources and education can be provided. It is recommended that tools such as the ProQOL-RV (Stamm, 2010) be implemented in the NFP as they can aid in the early identification of symptoms of burnout, compassion fatigue or vicarious trauma. The findings of this study reveal a need for an increased emphasis on safety protocols to be implemented, and updated education provided about them. Nurses’ safety is a priority and needs to be established as such. Ongoing, consistent and updated training is needed for nurses to competently and safely complete their role in providing IPV care to exposed women. The ongoing, continued health of NFP nurses needs to be a top priority in the NFP organization as nurses are crucial to the continued efficiency and effectiveness of the NFP program. 

Workplace contributors. The impact of workload as one of the causes of burnout needs to be recognized and, where possible, the NFP organization needs to establish mechanisms to limit organizational contributors. When nurses are overwhelmed by their workload it affects their relationship with self, and their nurse-client relationship (Heaman et al., 2007; RNAO, 2002). The NFP organization needs to provide nurses with appropriate support and resources (Heaman et al., 2007), to ensure nurses are able to implement the NFP intervention effectively. Also, the time consuming nature of paperwork, referrals, contacting community resources, following-up with resources, contacting clients and peer-to-peer debriefing needs to be acknowledged and accounted for in the nurses schedule and caseload. During case conferences and team meetings, agendas and objectives should be created and, ideally disseminated before the meeting to ensure participants can formulate thoughtful responses to colleagues. The use of objectives also aids in the evaluation of the productivity of meetings and allows the supervisor to ascertain if all the objectives were met sufficiently. 

A workplace community. Throughout the focus groups, nurses noted the importance of peer-to-peer support and described the necessity of peer debriefing to their ability to feel supported and vent their frustrations with colleagues who understand their situations. This practice needs to be supported by the NFP organization. Nurses need time and space to engage in peer-to-peer debriefs. Due to the isolating nature of home-visiting nursing, and the differing schedules of nurses, a recommendation from this study is the creation of an online forum for NFP nurses to share their experiences, seek guidance from more experienced peers, vent frustrations and receive mentoring. 

Nurse-supervisor reflections. The supervisor-nurse reflections are a fantastic opportunity for reflection and education if utilized to their full extent. Reflection is a learned skill, and as such, takes time and practice. Nurses need to be given the time and resources to understand the process and benefits of reflection in order to fully engage with it. Nurses need to engage in reflection for it to be effective (Fowler & Chevannes, 1998). Due to the personal thoughts and emotions expressed during reflections, a good relationship needs to be developed between nurse and supervisor. Again, time is needed to develop this relationship, as well as having a skilled supervisor who is experienced in conducting reflective supervision. The NFP organization needs to ensure supervisors understand the difference between clinical and reflective supervision, and develop good reflective skills. Supervisors need to be given the time, supports and resources to practice in order to achieve this. As mentioned previously, supervisors also need support in their role as they can be vulnerable to developing issues concerning vicarious trauma as they listen to nurse’s experiences. If the NFP intervention is to be successful, the nurses and nurse-supervisors must be given the support and resources needed to fulfill their role while maintaining their health and wellbeing.  
Implications for Nursing Education 
The implications for nursing education have been divided into education that should be included in the undergraduate nursing curriculum, and ongoing professional development education which should be provided in the NFP program. 
 Undergraduate nursing education. Undergraduate nursing education needs to be a focus in research recommendations in order to prepare new nurses appropriately for working in hospitals and communities. As IPV is a prevalent issue, undergraduate education needs to increase the time allotted for this topic. The findings in this study support the need for an increased focus on the centrality of relationships in nursing care to be presented during undergraduate nursing programs. The nurse-client relationship is critical to the nurse’s ability to provide professional care. Topics should emphasize boundaries in nursing, awareness and prevention strategies for professional issues such as burnout, compassion fatigue, vicarious trauma, and compassion satisfaction, and general IPV information. Critical to education regarding IPV is increasing the comfort level of nurses concerning this topic. Subject matter should also include basic statistics concerning IPV, tools for identification, assessment and disclosure, how to create a safety plan for nurses and clients, and how to maintain personal safety. Prevention strategies such as reflective practice need to be practiced. Starting to develop this skill during undergraduate education will enhance the nurse’s ability to continue this skill once graduated and working. 
Ongoing professional development. Professional development for nurse home-visitors should include ongoing, consistent and updated training regarding IPV, the Circle of Violence, the Power and Control Wheel, the natural trajectory of abusive relationships, IPV statistics, creation and maintenance of boundaries, IPV assessment tools including how to identify and provide support during and after disclosure, planning nursing interventions following disclosure of IPV and, finally, how to maintain nurses’ emotional wellbeing when providing care to a client exposed to IPV. NFP nurses also need support in developing their reflective practice skills in order to receive the full benefit of the nurse-supervisor reflections. The NFP organization needs to provide ongoing education and support to mitigate the negative effects of working with women exposed to IPV, and to prepare their nurses as much as possible to not only provide care to their clients, but also to protect themselves. 
Implications for the supervisor role include providing guided reflections, education and resources, to better support nurses in their care of women exposed to IPV. Community partners and the local NFP agencies should engage in increased networking to ensure nurses and clients are able to access available resources. Educating nurses on the most efficient methods to complete referral forms, and to receive assistance when needed would aid nurses in their provision of care for clients. Nurses in this study indicated that the creation of an updated list of available resources would aid them in their work. The creation of a network would also provide additional supports in the community for nurses to contact in times of need. 
Recommendations for Future Research

The emotional impact on nurses providing care for clients exposed to abuse is not well understood and represents an area for future research. Although this study found there was an emotional impact, follow-up questions specifically aimed at this topic would present a clearer picture of the issue. Establishing and implementing a tool to evaluate supervisor reflections in the NFP program would allow the organization to assess the role of the supervisor and the nurse in the nurse-supervisor relationship, and could provide opportunities for more efficient and guided reflections to take place. Vicarious trauma in nurse-home visitors is not well understood. The current literature exploring nurses and vicarious trauma focuses on hospital settings. Research on the effects of vicarious trauma on home-visiting nurses needs to be conducted. The intense nature of, and length of time the nurse-client relationship exists in the NFP program presents unique challenges to maintaining nurses’ physical and emotional wellbeing, especially regarding the impact providing care to women exposed to IPV has on NFP nurses. Research on this subject would provide valuable insight in how to best support NFP nurses’ emotional wellbeing. 

Although briefly mentioned above, little literature is available concerning the possible vicarious trauma supervisors are exposed to via their own role. Supervisors, although not directly involved in patient care, must still listen to and guide nurses through reflections of their experiences. These reflections expose supervisors to stories of violence, compounded by the nurse’s reaction and could lead to possible feelings of helplessness. 

Conclusion

This study details the importance of the relationships nurses experience and their subsequent ability to provide professional nursing care to women exposed to IPV. The therapeutic nurse-client relationship is critical to the disclosure of IPV, but also presents challenges for nurses especially in regard to mandatory reporting. A need for organizational support through education and workplace interventions to mitigate the negative consequences of caring for clients exposed to IPV is needed. It is important to remember NFP nurses love the work they do and have a deep desire to help clients and witness them succeed in achieving their goals. This study enhances the current knowledge regarding the importance of the therapeutic relationships the nurse develops in the NFP program, while highlighting the need for organizational supports to assist them with the care they provide to women exposed to IPV.
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Appendix A

	Author / Year
	Study Design and Purpose


	Sample / Setting
	Research Methods


	Results
	Strengths/ Limitations

	Bauer et al 2006
	Descriptive, correlational self-report study

To determine the prevalence of bullying and victimization among children;  and, 

To examine the relationship between IPV exposure and child behaviour and bullying. 


	Community based study of 112 children (aged 6-13 years) and their parents 

Seattle, Washington, United States
	Data derived from two longitudinal studies.

Main Variables

Parental History of IPV

Child behaviour

Child bullying and victimization

Data Collection

Conflicts Tactics Scale (3-items to measure IPV) and selected items from the Achenbach’s Child Behaviour Checklist administered to parents.

Children self-reported on bullying and victimization

Achenbach’s Child Behaviour Checklist and Conflicts Tactics Scale administered to parents was used for parents to report child behaviour. Children self reported on bullying or intimidation. Conflict Tactics Scale used to assess  IPV in the parents. Bivariate analysis of two longitudinal studies.
	No association between parental IPV and bullying (OR: 0.7; 95% CI:0.3 – 1.8)

Bullying was not associated with IPV but child victims of parental IPV were more likely to internalise and were likely to show aggressive behaviours
	Strengths:

-Clear negative correlation obtained

Limitations:

-Small sample    

  size

-Self reporting by children of bullying

-Bullying behaviours difficult to quantify or capture

	Black et al 2011
	Telephone survey to determine the prevalence of IPV in the US.
	Random digit dial , English and Spanish speaking men and women over 18
	Complete interviews were obtained from 16,507 adults (9,086 women and 7,421 men). The authors calculated the relative standard error (RSE), for all estimates. If the RSE was greater than 30%, the authors decided the estimate was unreliable If the estimate was based on a case count ≤ 20, the estimate was also not included


	National Intimate Partner and Sexual Violence Survey 2010 reports 35.6% of women in the US have experienced rape, physical violence and/or stalking by an intimate partner during their lifetime
	Strengths: 

-On-going survey large population

Limitation: 

-Telephone survey limited participation and may exclude special risk groups

	Bogat, 2006.
	Descriptive survey of a subset of Mother-Infant dyads where IPV occurred. 

Study Purpose:

To determine whether toddlers who witnessed male violence towards their mothers suffered trauma symptoms.


	Sample: 48 infants from 3 counties in Michigan, USA 

Part of a larger cohort of a Mother-Infant longitudinal study
	Main Variables

Data Collection

Mothers completed the Toddler Temperament Scale, the Infant Traumatic Stress Questionnaire (ITSQ), the Severity of Violence Against Women Scales (SVAWS), Beck Depression Inventory (BDI), and the PTSD Scale for Battered Women. 
	-18/48 infants displayed at least 1 trauma symptom in 2 weeks following witnessing IPV

- 79.2% of mothers self-reported at least 1 trauma symptom seen in their child 

-Symptoms of increased arousal, numbing or interfering with development, fears, and increased aggression 

Positive correlation between number of episodes of IPV witnessed by the infant and the total number of infant trauma symptoms (r =.33, p < 0.05)

Significant positive correlation between the number of trauma symptoms experienced by the mother and the number of infant trauma symptoms (r = .49, p < 0.01) 

- Infants only exhibited trauma if their mothers did, and when exposed to severe IPV. 

-exposed to less severe IPV, the trauma symptoms were similar to those children who had witnessed non-violent arguments 

- total number of trauma symptoms experienced by the mother was significantly correlated with  the total number of infant trauma symptoms (r = .49, p < 0.01) suggesting that infants are very aware of how their mothers are feeling
	Strengths: 

-Despite small sample the results are very clear and significant

Limitations: 

-Problem of 

recall bias

-Memory recall may not be as accurate as thought by the participants

-Reliability and validity of the questionnaires used  may be a problem



	Breidling, Black and Ryan 2008
	Purpose was to determine the  relationship between IPV and adverse health outcomes in men and women
	Telephone survey of 70,000 people in 16 states
	People were administered the first- ever IPV module within the Behavioral Risk Factor Surveillance System (BRFSS). This is an annual random-digit-dialed telephone survey run by the centre for Disease Control. IPV over the lifetime was assessed by four questions that asked about threatened, attempted, or completed physical violence, as well as unwanted sex


	The authors report that 26.4% of women, and 15.9% of men experienced some combination of physical violence (threatened, attempted or completed) and/or unwanted sex in their lifetime.people who reported IPV victimization during their lifetime were more likely to have a wide range of other health problems including joint disease, asthma, activity limitations, HIV risk factors, current smoking, heavy/binge drinking, and not having visited a doctor for a health check in the past year.  The authors report a need to develop assessment opportunities and secondary intervention strategies to reduce the risk of these adverse health effects

	Strength: 

-Huge survey of men as well as women

Limitations: 

-Limited to homes with land line phones, cell phone users likely to be in at-risk group. 

-Limited questions possible in module.

	Campbell 2002


	Review –Educational paper

Purpose was to review the effects of IPV on American women.
	83 peer reviewed US studies
	Literature search
	Statistics on multiple effects of IPV on American women. Recommendation that more attention be given to detecting IPV and interventions in health care settings.
	Strength:

-Good comprehensive review of North American situation. May not be so applicable elsewhere.

	Campbell and Lewandowski 1997
	Review paper

Purpose was to review literature concerning mental and physical adverse consequences in women and children of IPV.
	149 references  mainly North American concerning mental and physical effects of IPV on women and children
	Literature search
	Depression is a serious mental outcome as well as hearing, vision and concentration impacts. Physical effects include pain (back, limbs, tendons and ligaments etc), sexual dysfunction, reproductive health effects including unplanned pregnancy
	Strength:

-Comprehensive review

	Chang, Berg, Saltzmant and Herdon 2005
	Purpose was to analyse homicide deaths of women in the US during pregnancy or 1st year post-partum
	Used Pregnancy Mortality Surveillance System (PMSS) to collect data on all reported deaths that occurred during pregnancy or within 1 year of pregnancy. 


	Three methods were used to establish the  connection between a woman’s death and pregnancy: first a pregnancy check box marked on the death certificate, a second method was to examine the  pregnancy status on the death certificate or  a check was made to see if the death certificate of the woman matched with a birth certificate or fetal death certificate for a delivery that occurred within 1 year of the woman’s death. Homicide deaths were then pulled out.


	 648 homicide deaths using the Pregnancy Mortality Surveillance System. The pregnancy-associated homicide ratio was just under 2 per 100K live births. Risk factors included age younger than 20 years, Black race, and late or no prenatal care. Guns were the leading way homicide happened (56.6%).


	Strength: 

-Looked at data over 8 years

Limitation: 

-Quality and completeness of data in the PMSS. 

-Time limit of study



	Christofides & Silo, 2005
	Qualitative descriptive  survey of  nurses in two South African Health Districts 

with a standard questionnaire – 

Purpose was to understand whether nurses’ experiences of domestic violence influenced their management and care of women involved in domestic violence or rape cases .
	-all practicing female nurses (n=212) in 2 hospitals and 20 primary healthcare clinics 


	Main Focus

Quality of care, knowledge, attitudes, and reported practice pertaining to the management of domestic violence and sexual assault cases; personal experience of physical and emotional abuse; and exposure to abuse from family or friends…

Data Collection

standardized questionnaire was completed through face-to-face interviews by trained fieldworkers 

- about socio-demographic data, quality of care, knowledge, attitudes, reported practice pertaining to the management of domestic violence and sexual assault cases, personal experience of physical and emotional abuse, and exposure to abuse from family or friends

-response rate of 52%: 107 were hospital based nurses, and 105 were community based nurses 
	81.6% of nurses reported seeing clients who had been exposed to domestic violence

if a nurse had either personal experience, or had been exposed through family or friends, they provided better care to women exposed to abuse.

Those who had experienced abuse, or had a family member who had were found to be better carers


	Strengths:

-Sampling, using all nurses leads to less bias 

Limitations:

-Only using female nurses, not getting the male perspective 

-Low response rate of only 52%



	Chung, Wong and Yiu 1996
	Questionnaire survey

Purpose was to determine the reaction of nurses to battered women
	Emergency Department nurses in Hong Kong


	Qualitative survey of nurses attitudes to battered women
	-nurses requested training about IPV

-nurses unsure how to ask questions about IPV

-some nurses thought IPV was the problem of the woman and she was responsible for it

-nurses’ cultural and religious beliefs important
	Limitation:

-Questionnaire self reported

-Limited to Hong Kong

	Clark and Gioro 1998
	review about vicarious trauma in nurses

purpose was to survey the literature concerning psychological and secondary trauma occurrence in nurses dealing with IPV
	Literature from 1974-1997 on PTSD, compassion fatigue and vicarious trauma
	Literature search , then description of some cases for illustration
	Nurses who are trained to expect PTSD, compassion fatigue and trauma are best able to cope. Implications of vicarious or indirect/secondary trauma are serious for clients as well as nurses and need to be considered.
	Strength:

-Short but pioneering review

	DeBoer, 2013.
	- cross-sectional survey of nurses in emergency departments. Purpose was to understand the issues confronting nurses faced with patients admitted to hospital emergency departments who have suffered IPV 
	- hospital-based Level 1 trauma emergency department nurses in the Unites States.
	Cross-sectional hospital based survey using survey monkey and paper. Adapted from Israel questionnaire. 
	-44% of nurses feeling they were unprepared to manage women exposed to IPV

-40% or nurses reported lacking opportunities to screen in the emergency room due to lack of privacy (curtains only) or family present

- not having enough knowledge and basic skills (lack of training) was the biggest barrier preventing them from intervening
	Limitations: 

-Sample size,  nurses reported seeing less patients than statistically go to hospitals, this confuses the authors and may impact the results 

	Dos Reis, 2010.
	Qualitative-clinical study. 

Purpose was to understand the needs of nurses dealing with IPV and what are their main concerns  
	-6 nurses (1 male, 5 female)

-intentional

-nurse caring for women who have suffered sexual violence
	-Semi-guided interviews, open- ended questions. 

-Private, lasted 90mins average 

-verbal and non-verbal expressions were noted
	-receptiveness is key for humanized and individualized care; needed to make a bond and empathize with patient

-important in the adherence of treatment

-face complex emotional tensions, cause personal inner conflicts 

-don’t feel prepared, fear because not prepared properly, impotence towards violence, satisfaction of a job well done, gratification, happiness, empathetic joy, 

-would like to get together with colleagues to discuss ideas

psych support not mandatory-maybe more promotions and information about importance would get more people to attend

-reported feelings: despair, anguish, pain, very difficult; translates into daily life, fear of violence.
	Limitations: 

-Small sample size 

-No follow-up clarification interview

	Efe & Taskin, 2012.
	Qualitative 

Descriptive Analysis.

Purpose was to determine the major needs and concerns nurses have when confronted with IPV
	-30 emergency department nurses in Turkey


	-in-depth interviews

-max variety sampling

20-30min interviews, recorded and transcribed
	-70% of nurses reported being overworked and not having enough time to intervene with domestic abuse cases

-30% nurses reported being unable to be alone with the client (did not have a private room to use, or family was present and they were afraid to ask in front of the family) 

- concerns: nurses’ lack of education and knowledge concerning IPV and requests for more training 

-felt it was not their place to intervene as it was a family problem
	Strength: 

-Sampling technique involving in-depth interviews

	Evanson, 2006.
	Qualitative survey of literature concerning IPV and community based nurses.

Purpose was to determine the concerns and needs of nurses dealing with IPV in  a community based setting.
	- focused on public health nurses in rural communities and the unique challenges they face
	Review of current state of knowledge – about 75 papers were reviewed
	- nurses reported that establishing and maintaining relationships with clients was easier because they interacted with them in many settings. 

- identification of IPV potentially easier as they saw and were able to assess the woman in many settings 

- presented a barrier, as the nurse may know the client personally which could limit disclosure. -confidentially was extremely important to these nurses, but also could be difficult  

-maintaining the trust of the client was extremely important as a breach of trust could ruin the reputation of the nurse in the entire community. 

-community resources were thought of as good; nurses felt they knew the people they needed to contact, however shelters and other safety options were reduced in small towns
	Strength: 

-Exhaustive unbiased review 

	Goldblatt, 2009.
	-phenomenological study.

Purpose was to determine the key experiences of nurses who work with abused women exposed to IPV
	-hospital and community based nurses,
	-conducted in-depth interviews 

- nurses’ experiences working with abused women, their thoughts, feelings, attitudes, reactions, and how they approach screening and treating these women

- Female nurses working on wards, in emergency and based in the community were interviewed 
	- resulting theme was ‘struggling on the work and home front

-concluded that professional development on this issue was needed

-Some displayed the attitude that the women suffering from IPV were responsible for what was happening to them

-Nurses were found to have a range of reactions: some setting clear boundaries; for others the boundary was blurred, and they felt themselves being drawn in to the woman’s situation

-When drawn into situation, a myriad of emotions were felt by nurses, including: frustration, helplessness, misunderstanding, pity, and anger at both the victim and perpetrator

- nurses stated they felt drained and terrified by their experiences

-Nurses would talk about what they had seen with their husbands because they needed to feel safe, and Husbands would often reassure the nurses that they were not abusive males 

-Nurses noted that it shaped the way they mother their children, always using non-violent methods, and how it undermined their belief in a safe world

-Some nurses reported that they try very hard to separate work and home life, and that this is vital for preserving a sense of self-control 

- nurses would rather relinquish the emotional or caring aspects of nursing and just complete the physical 

-Nurses felt empathy, but also a desire to run away

-Frustration, helplessness, powerlessness and anxiety, anger, sympathy, sadness, depression and shock were also experienced

- nurses suffered from vicarious traumatisation

- reported struggling with their perceptions of their professional role as carers when they felt overwhelmed with the situation

- some nurses failed to understand how the level of violence could occur, and found it difficult to separate home and work life

-A spectrum emerged: on one end, nurses became too involved and were negatively impacted by caring for the woman, while on the other end nurses distanced themselves emotionally from the situation and found IPV survivors inconvenient clients
	Strengths: 

-Interviewed nurses from different areas; hospital ward, emergency department and community 

Possible Limitation: 

-Interviews conducted by 4th year nursing students, lack of skill and experience in interviewing could lead to unexplored areas of data. 

	Gunter 2007
	Review of IPV papers in the literature.

Purpose was to determine the physical and mental consequences of IPV reported in the literature. 
	145 peer reviewed papers  reviewed mainly USA literature
	Literature searches
	- IPV is the most common cause of non-fatal injury for women in the US. 

-Reported health issues for women include physical and mental health consequences after and during pregnancy. 

-The effects of IPV can cause psychological harm including the woman feeling shame and guilt about the situation
	Strength:

-Very good review of US literature

Limitation:

-Appears to have confined searches to US literature

	Gutmanis et al 2007
	Case based study.

Purpose was to determine the factors that facilitate and impede clinicians’ decisions about treating women exposed to IPV
	1000 nurses and 1000 physicians in Ontario Canada were surveyed. They were selected randomly from professional directories from locations where IPV might be expected.
	Dilman Tailored Design approach was modified and used to survey nurses by mail. 


	There was a 59.7 response rate by nurses and 32.8% by physicians. 42% of physicians and 32% of nurses initiated discussions of IPV with patients. A principal components analysis identified 8 factors determining whether the discussion was initiated – these were according to the paper

“preparedness, self-confidence, professional supports, abuse inquiry, practitioner consequences of asking, comfort following disclosure, practitioner lack of control, and practice pressures”.

The authors concluded that the over-reaching construct determining whether the discussion was initiated was preparedness.

	Strength:

-Good analyses and clear result

Limitation:

-Low response rate could bias the results – possibility of self selecting among the physicians.



	Häggblom, A., M., E., & Möller, 2006.
	Grounded theory study. 

Purpose was to determine the perceived needs and the attitudes of nurses in regard to IPV. The study also looked at the nurses attitudes and  and their training requirements
	A purposive sample of 10 nurses working with local government health organizations in community, emergency, outpatient clinics, maternity and psychiatric nursing. 
	Nurses were interviewed and the findings were divided into two categories; 1) nurses personal perceptions toward IPV, and 2) nurses feelings about being equipped to intervene

-The second category of findings describes whether nurses felt equipped to manage and support a client who had experienced abuse. 

-This category was divided into 4 subsections: ‘nurses feeling equipped’, ‘nurses professional role’, ‘feeling skilled’, and ‘feeling supported’.

-‘Nurses feeling equipped’ described when nurses felt equipped to complete care and included nurses stating they were guided by ‘know how’, and had used books, brochures and personal research to gain knowledge

- ‘Feeling skilled’ explored the nurses feelings about how they felt they had been prepared for managing these cases.
	-concluded that professional development on this issue was needed

- not having enough knowledge and basic skills was the biggest barrier preventing them from intervening

- some sought their own knowledge and did personal research to feel more prepared

-reported wanting mentoring, debriefing with colleagues and managers, and more resources to help them care for women affected by IPV

- displayed expertise and confidence in their role as nurses caring for a woman who had been exposed to IPV

-believed that for the woman exposed to abuse, a nurse was the most important contact on the healthcare team to make

- felt guided by their emotions and intuition when caring for a women exposed to IPV

-felt their support was extremely meaningful to the woman

-Individual reactions included feeling overwhelmed, frustrated, anxious, experiencing psychological stress, powerlessness, helplessness, loneliness, and feeling a lack of support

- felt they must ignore their own emotions in order to be able to continue completing their job 

-nurses with abuse in their own past reported feeling more frustrated and powerless

- expressed the importance of understanding the long process of leaving, and expressed concern about not detecting women who had experienced abuse. 

-Community nurses expressed uncertainty about how to proceed when meeting only occasionally with battered women 

-described how they felt that nurses were the most important person on the healthcare team to make contact with exposed women, care and manage them

-felt a commitment to the woman, and were concerned about preventing deadly threats to the women’s safety 

-Nurses described receiving no comprehensive training in IPV; some had training in related fields and expressed feeling confident and secure when interacting with women who had suffered abuse, while some expressed that all training had been their own initiative 

-Nurses reported receiving strength and encouragement from colleagues, but were frustrated and angry with colleagues who failed to identify or showed ignorance, or remained passive

- Nurses wanted their colleagues to have an active voice, with some feeling neglected by colleagues

-Nurses also stated that organizational support was non-existent

- reported struggling with their perceptions of their professional role as carers when they felt overwhelmed with the situation

-reported feeling like they must ignore their own emotions in order to care for the woman

-felt accountable to help the woman through this experience

-Nurses with abuse in their past felt more frustration when dealing with IPV situations than others who had no personal experience with abuse
	Strength: 

-Reached saturation with themes

Limitation:

-Small study sample

	Haggblom, Hallberg and Moller 2005
	Descriptive survey

Purpose was to determine the state of preparedness of nurses and the knowledge and training they had in regard to IPV.


	Self administered questionnaire sent to all nurses working in Aland Island Finland in government health organisation
	-60 questions about knowledge and training in relation to violence against women, 

-questionaire tested by experienced health professionals

-used descriptive statistics in form of frequency tables to analyse data
	-most nurses had no formal training in dealing with violence against women and were less likely to intervene than trained nurses

-attitudes and beliefs important  - these varied and were unsystematic

- nurses were unfamiliar with official structures in place to deal with battered women

- urgent need for a program of training and education
	Limitations:

-Self-administered questionnaire

-Only 57% response rate

	Henderson, 2001a.
	Conducted a qualitative in-depth exploratory study.

Purpose was to compare the experiences of community and hospital based nurses in dealing with IPV


	Compared community based nurses and hospital based nurses and their experiences with IPV in the UK and Canada
	- Nurses (n=48) participated in 8 focus groups, as well as individual interviews.

- Nurses worked in maternity, emergency, mental health and in the community.

- Community based nurses were more likely to have a well thought out plan with regard to IPV

-hospital based nurses responses were based on four criteria; 1) whether the woman was open to discussing the abuse, 2) the clinical area (Emergency vs. Maternity), 3) judgement about the woman's worthiness, and 4) how confident the nurse felt about dealing with the issue
	-some nurses felt the onus was on the woman to open the discussion about IPV and initiate the topic, and that they should ‘ask’ for help instead of the nurse initiating the conversation. 

-nurses working in the emergency department were more comfortable raising the topic of IPV for discussion -Nurses who do intervene were found to have a plan: developing a support system, contacting social work, thinking about finances, a safe place to stay, and contacting the community nurse 

- Some nurses expressed the opinion that some people were not worth helping because you could not change them 

-nurses looked at race, class and culture when judging worthiness 

-If the nurse felt confident about discussing the issue, they would open a dialogue about abuse 

-When nurses can help, they experience positive feelings, frustration, anger, sympathy, sadness, depression and shock were also experienced
	 Strength:

-Adequate sample size as authors reached saturation of themes

	Jack, Jamieson, Wathen & McMillan, 2008.
	Descriptive qualitative study

Purpose was to determine whether it is feasible to check for IPV during post partum home visits.
	Discussed the feasibility of screening for IPV during home postpartum visits 

-discussed barriers that are specific to the home visiting context. 
	Fundamental qualitative descriptive design. Six public health nurses discussed their perceptions.. Compared to data generated through descriptive, interpretative qualitative methods such as grounded theory or phenomenology, fundamental descriptive data are interpreted with less inference and with minimal theorizing


	- presence of a partner arose as a problem, but also the presence of other family members including children over the age of 18 months 

- Lack of time and the nurses respect for the time and priorities of the client also present as barriers 

- nurse home visitors noted how different a discussion concerning IPV is to traditional health topics and how it can be emotionally draining 

- nurses suggested that most mothers were already overwhelmed, and launching into an emotionally heavy topic may not be conducive to screening

-Nurses themselves may be limited by their own experiences with abuse
	Strength: 

-All interviews conducted by primary researcher 

Limitations: 

-The exclusion of women who could not be seen alone or who couldn’t speak English sufficiently well

	Jack et al, 2012
	Qualitative interviews with NFP clients, nurse home visitors and community stakeholders

Purpose was to establish an IPV intervention and to determine using an iterative process, what the requirements were for the intervention to be successful.


	User NFP program developed to aid socially disadvantaged first time mothers to develop an intervention model
	-adapted van Meijel’s model for developing complex evidence-based nursing intervention

-Sites in US with NFP were contacted

-8 agreed to participate and 4 were selected

- used a “triangulation of data sources” approach

-interviews conducted with clients, NFP nurses and community stakeholders

-data analysis accompanied data collection so an iterative approach to emerging themes was possible
	-data from 69 responders

-IPV intervention established focussing on identifying IPV, assessing safely risk for clients and nurses, dealing with the resolution of an absusive relationship (including leaving) and system navigation.

-need identified that the intervention needs to include elements see in healthy relationships as well as identifying a victim’s willingness to change her life

-nurses expressed concern about not having the skills to facilitate an IPV disclosure when their ‘gut feeling’ was telling them a client was being abused -Nurses also required a deeper understanding of the cycle of abuse, types of violence women are exposed to in intimate relationships, clinical risk indicators suggestive of IPV exposure, the impact of IPV on women and children and the stages of abusive relationships 

-Nurses identified needing knowledge about how to care for different cultures, and a knowledge deficit about housing, justices and law enforcement responded to the issue of IPV

- Further development in skills such as assessment of IPV, motivationally interviewing abused women, safety planning, and conducting risk assessments was also voiced as a need 

-Specific to the NFP program, nurses wanted to know how to weave together their IPV assessment and intervention with the core NFP curriculum

 -NFP nurses also required additional skills in establishing therapeutic boundaries with women and children who had been exposed to violence, and how to manage feelings of compassion fatigue and frustration

Direct quote about “gut Feeling”:-

“Nurses expressed concern and frustration about not knowing how to facilitate an IPV disclosure when they had a “gut feeling” that a client was being abused.”

	Strength: 

-Very systematic approach using high statistical power and focussed on practical development of an intervention strategy suitable to use in training

	Kaur and Herbert 2005
	Review of IPV literature 

Purpose was to develop a series of recommendations which were a consensus based on 50 peer reviewed  studies and also “grey” literature on IPV. 
	50 peer reviewed papers plus a table of “grey” literature
	Literature search
	The authors make several recommendations:

-IPV occurred in women of all racial, ethnic, and socioeconomic groups—not just in minority or poor women.

-IPV can be detected with high specificity and sensitivity using 2 screening questions, “Do you ever feel unsafe at home?” and “Has anyone at home hit you or tried to injure you in any way?” 

-Victim of IPV can appear “difficult” with many vague problems

-Leaving an abusive relationship is especially dangerous

-Physicians need to make themselves aware of the laws regarding IPV reporting to police.

Medical professionals should develop strategies for dealing with.


	Strength:

-Excellent review leading to very useful recommendations

	Kernic, et al, 2003.
	Multiple logistic regression for 167 children.

Purpose was to assess behavioural problems in children of women where IPV had been confirmed by courts or police.
	 167 children of Seattle women where police or courts reported IPV
	- looked at the same outcomes, internalizing behaviours, externalizing behaviours and total behavioural problems in children 2-17 years old using the CBCL. 

-sample was composed of IPV exposed dependent children whose mothers were victims of police-reported or court-reported IPV and participated in the Women’s Wellness Study

-Standardized normative samples for the Achenbach’s CBCL’s for ages 2-3 and 4-18 years were used as comparison
	- Mothers in the exposed group differed in sociodemographics with 78.5% experiencing physical violence within the past year, with the majority experiencing severe physical violence as well as suffering from depression

-majority of mothers had also experienced some form of severe psychological aggression in the past year, 80% being severe. 

-75% of mothers had a history of emotional and/or physical abuse lasting longer than 1 year, had problems with depression and alcohol abuse, and almost 60% suffered from severe depression

-children exposed to IPV without maltreatment, risk for internalizing behaviours was not significantly increased

-for those exposed to IPV and maltreatment, the children were more than twice as likely to have a borderline to clinical level score for internalizing behaviours than the comparison group (RR = 2.6, 95% CI: 1.5-3.6). 

-externalizing behaviours: the IPV only group being 1.6 times as likely, and the IPV and maltreatment group being 3.0 times more likely to be at the borderline or clinical level versus the comparison group; similar results were found with total behavioural problems. 

- duration added to the effect of IPV exposure, with children exposed to long-term maternal IPV being significantly more likely to be in the borderline or clinical ranges for total behavioural problems. .  

-there are maternal factors: emotional abuse, developing a dependency on alcohol
	Limitation: 

-The exposed and comparison group differed at baseline

	McFarlene, Groff, O’Brien, Watson 2003
	Comparison of  behaviour of children (6-18 years old) who did or did not experience IPV.

Purpose was to assess internalizing behaviors, externalizing behaviors, and total behavior problems 
	The behaviors of black, white, and Hispanic children exposed IPV were compared with an age- and ethnically similar sample of children who were not exposed to violence. 
	-Each mother with a child eligible for the study was tested using the most recent version of the Child Behavior Checklist (CBCL). -Behavior scales yielded a score of total behavioral problems. -Scores summed and converted to normalized T scores. -Multivariate analyses of variance (MANOVAs) were used to determine whether children from abused mothers differed significantly 


	-Children, ages 6 to 18 years, of abused mothers exhibit significantly more internalizing, externalizing, and total behavior problems than children for the same age and sex of non-abused mothers. 

-Internalizing behaviors of anxiety, withdrawal, and depression were considered to be consistent with suicidal risk. 

Early referral and treatment for IPV is essential to prevent behavioural problems in children


	Limitation: 

-Self report study so may over or under-report the true situation

	Moore, Zaccaro, Parsons 1998
	Descriptive study based on a questionnaire sent by mail or through convenience sampling

Purpose was to look at three practice sites (public health, hospital, private office) and compare attitudes, practice and education level of nurses dealing with perinatal IPV
	275 nurses in North Carolina were surveyed, either at perinatal educational conferences or as a result of mailing out the questionnaire. 
	Two part questionnaire assessed attitudes and beliefs and collected demographic information. Data were analysed using a relational database management system (INGRES)
	Only two of 17 statements related to attitude and belief revealed significant differences between practice sites. These were “Abuse is not a problem inm my practice area” and  “I believe I may offend my patients if I ask about abuse” 

In relation to screening, public health nurses (PHN’s) were much more likely than hospital based or private nurses, to screen for IPV. 

Over 50% of all nurses took the following actions when IPV was disclosed; educational material provided, emergency phone numbers and counselling advice, saying abuse is wrong and enquiring about abuse of children in the home. 

In every case PHN’s were more likely to be aware, prepared and educated about IPV


	Strength:

-A pioneering study in a previously unstudied area which could provide direction for a more detailed investigation

Limitation: 

-Use of “convenience sampling”

	Muhajarine & D’Arcy, 1999.
	Hierarchical multiple logistic regression of data gathered from questionnaire and interviews. The purpose was to obtain specific imformation about IPV during pregnancy in Canadian women.
	- interviewed 543 pregnant women receiving prenatal services in Saskatoon


	- Women were interviewed once in their second trimester, and again late in their third trimester
	- 5.7% had experienced physical abuse during their pregnancy, with 8.5% experiencing physical abuse within the 12 months before the second interview. 

-Of the 5.7% who experienced abuse during pregnancy, 63.3% reported that their husband, boyfriend, or ex-husband was the abuser 

- aboriginal women were found to have a greater risk 
	Limitation:

-Bias introduced because of the decision to exclude the group who did not attend the second interview – they were deemed to be less educated and most likely single and aboriginal



	Natan & Rais, 2010.
	-quantitative questionnaire study. Purpose was to obtain information about battered women in Israel where identification of IPV is a main barrier to providing help. 
	Hospital and community nurses. Convenience sample, 83% response rate
	- involving hospital and community nurses in Israel. Nurses worked at emergency departments, maternity wards, gynaecological wards, delivery rooms, mother and child centers, clinics and women’s healthcare centers
	- 47% of nurses reported there was no departmental routine for screening for abuse in place 

- 60% of nurses intend to ask about abuse but do not, having a departmental routine in place increases the chance that nurses will inquire about abuse 

- indicated that not having enough knowledge and basic skills was the biggest barrier preventing them from intervening

-described IPV as not a normal situation, and one that needed reporting

- believed that for the woman exposed to abuse, a nurse was the most important contact on the healthcare team to make
	Strength: 

-Used both hospital and community nurses

Limitation: 

-Sampling method, convenience sampling could miss key responses 

-Response rate is good, but with a convenience sample it could be leaving out key people



	Saltzman, et al, 2003.
	A self-report study. The purpose was to compare levels and patterns of physical abuse against women during or just after pregnancy looking at demographic patterns and stress associated with the abuse.
	Used USA population based estimates from the Pregnancy Risk Assessment Monitoring System to calculate a multiyear 16 State prevalence of IPV 
	-- used the Pregnancy Risk Assessment Monitoring System (PRAMS), a population based system that uses self-report to monitor maternal behaviours and experiences before, during and shortly after pregnancy
	-Prevalence of abuse before pregnancy was highest in women less than 20 years old, black, unmarried, with less than 12 years of education 

-Prevalence during pregnancy increased when a women was less than 20 years old, had less than 12 years of education, was involved in stressful experiences and fights, had increased arguing, if there was a drinking or drug problem present, had recently separated or divorced, or had been homeless

-In 75% of the cases, the husband or partner was the abuser 

-found a prevalence of abuse of 5.3% during pregnancy, 7.2% during the 12 months before pregnancy, and 8.7% when the prevalence before and during pregnancy was combined 
	Limitations: 

-Variable years of data in the different states, under reporting of violence  

-Despite large sample size, relative rarity of IPV limited statistical power to analyse associations 

-Recall bias a problem in self-report studies

	Scribano, Stevans & Kaiser, 2014.
	Database constructed using  women identified using the Nurse Family Partnership Program computerised Information System 

The purpose was to determine the prevalence of IPV before, during and after pregnancy to determine correlates associated with IPV exposure.
	The sample was composed of 10,855 women


	- Data from NFP clients, who were at least 13 years old, and who had given birth at least 12 months before the study start date were collected

-Two measurements were used: the Abuse Assessment Screen (AAS) to compare abuse rates in the previous year, during pregnancy and 12 months after pregnancy, and the short version of the Rand Mental Health Screen to measure maternal affect
	- 8.1% reporting IPV in the 12 months prior to pregnancy, 4.7% reporting IPV during the first 36 weeks of pregnancy and 12.4% reporting IPV in the 12 months following delivery

- mothers experiencing IPV 12 months after delivery were significantly younger than mothers not experiencing IPV (p=0.026, p<0.001, respectively). 

-Drug use and cigarette smoking were significantly associated with IPV exposure before and during pregnancy 

-Positive affect and personal belief scores taken at the start of the NFP program were significantly worse in those reporting IPV exposure 

- Women reporting IPV at 12 months after delivery were significantly associated with lower rates of contraceptive use, and higher rates of experiencing another pregnancy at 12, 18 and 24 months 
	Strengths: 

-Over 10,000 women in study, racially and ethnically diverse population, -several perinatal and post natal outcomes examined. 

Limitations: 

-Only physical violence was studied, not psychological violence
 

-Large sample size may have led to statistically significant results which had little clinical significance, missing data due to longitudinal and use of multiple imputation

	Sharps & Bullock, 2011.


	Discussion paper. 

The purpose was to identify barriers to making progress in helping victims of IPV using an approach involving review of over 100 studies.
	 Review of over 100 studies and discussion of findings
	- the focus groups conducted with home visitors
	- A barrier to screening and addressing IPV is when the male partner is present at the time of the visit, preventing screening

- Another barrier found was the nurses lack of knowledge about how to address IPV, causing stress among nurse home visitors who felt inadequate and also caused a fear that they would embarrass themselves

- Nurse home visitors felt stress when trying to control their own feelings about the subject when addressing the issue, and also feared for their safety, as well as the safety of the women they visited

- The nurse home visitors wanted training with local resources including shelters and law enforcement

- Role playing helped increase comfort levels of home visitors

- training provided could only be utilized once the home visitor addressed their own attitudes and beliefs about violence and addressed any personal experiences they may have had 

-Communication styles were very important to ensure a non-judgemental approach 

-Nurses expressed feeling concerned about whether their duty to report situations to the authorities would ruin the trust and rapport built with the client

-When the male abuser was in the home, nurses suggested having brochures available, and would try to meet the client at another location

-home visitors recognized the work as difficult, and suggested regular debriefing meetings should take place with staff and management 
	Strengths: 

-Very comprehensive review and critical analysis

	Sundborg and colleagues, 2012.
	Questionnaire to nurses, analysed using descriptive statistics

Purpose was to measure nurses’ preparedness in encountering women exposed to IPV


	Nurses working in primary health care facilities in Sweden
	- Questionaire responses were analysed. 69% response rate

Variables analysed using logistic regression analysis
	- unsure how to ask questions about IPV

and were uncomfortable addressing the issue of IPV

- displayed the attitude that the women suffering from IPV were responsible for what was happening to them; these prejudicial attitudes were found to prevent intervention in some cases

-only 8% reported that training was provided on the employers initiative

-82% reported being interested in receiving training to increase competence.

 -More than 86% of nurses felt insufficiently prepared to provide care to women exposed to IPV -only 5% of nurses had used existing guidelines, suggesting that other nurses did not know the guidelines existed, or were not sufficiently trained in how to use them 

-25% of nurses had information packages available to them

- 7% reported having a designated person at their workplace who was responsible for quality improvement in nursing care 

- Nurses noted a lack of support from their organization, lack of a relevant mandate when dealing with IPV, and lack of guidelines on appropriate nursing care 


	Strength/

Limitation:

-Statistical power of 90% acceptable  however some nurses who did not fill in the questionnaire did not give any reason why and this could have introduced sample bias. Internal dropout was low except for one question where it was 9%. Dropout questionnaires were included 

	Stewart & Cecutti, 1993.
	Self report survey.

Purpose was to determine patterns of abuse during pregnancy and to compare demographic factors, health habits, psychological distress and concern about foetal health in abused and non-abused women
	conducted a self-report survey of women attending prenatal health care visits, or admitted to hospital for delivery in both a large city and a small town 
	-In a sample of 548 woman

-In addition to calculating prevalence, also reported risk factors for experiencing abuse.

- divided the results into 3 factors; social instability, unhealthy lifestyle and physical health
	-6.6% had experienced physical abuse during pregnancy, and 10.9% had experienced physical abuse before pregnancy

- of those abused 77.8% remained with the abuser

-66 women received medical treatment as a result of abuse, but only one disclosed to the healthcare provider the cause of the injury

- Both of these studies provide similar prevalence rates for physical abuse during and before pregnancy.

-Social instability included low age, unmarried, lower level of education, unemployment, and unplanned pregnancy

- Unhealthy lifestyle included poor diet, alcohol, illicit drug use and emotional problems; while physical health included health problems and prescription drug use

- the abused believed they had little internal control over the health of the baby, and that chance was the biggest factor in determining the outcome of the pregnancy

- noted some male risk factors for becoming an abuser, including history of arrest, substance abuse, poor education, unemployment and ex-partner status.

-notes how the type of society has an impact on potential for abuse, especially societies which adhere to traditional gender norms, as an important indicator to be noted by healthcare providers
	Limitations: 

-Limitations may have occurred through only sampling women coming to prenatal visits. There may be women experiencing IPV who do not attend these visits 

-Another possible limitation is enquiring about physical abuse, but not emotional or psychological abuse

	Van der Wath and colleagues 2013.
	Descriptive Phenomenology

Purpose was to assess mental and psychological effects in emergency room nurses dealing with abused women
	11 nurses working in ER units in two public hospitals in South Africa

-1=district

public hospital, general medical emergencies

-2=central hospital-complicated emergency, specialized care
	Unstructured phenomenological interviews to allow EN’s to elaborate on their experiences

-initial broad, open-ended question was asked to start conversation, but not lead it

-interview skills-probing, reflection, paraphrasing were used to indicate understanding of the participants experiences

11 interviews, lasting 45-70mins

-taped

-researcher reflective notes during data collection and analysis to route out possible bias

-field notes on interesting observations or findings-non-verbal behaviour…
	witnessing survivors suffering

-emotional impact and recurring memories

-distressing emotions

-anger towards perp

-relief when survivor shows improvement

-memories can be short or long lived

-can be triggered later and cause disruptive and vivid mental images

-depression, sadness, fear, shock, sympathy, anger

-impacts home life

-when person helped=relief, easier to cope

-seeing physical effects is terrible and traumatic experience

-very traumatic when person left with disability

-shock and painful, horror to listen to the stories

-witnesses to emotional suffering

-sympathy for powerless situation

-some present with emotional detachment to avoid the feelings, but then become immoral care

-memories-nurses check on patients, wonder about them when they’re gone home. Vivid memories. 

-clearly need interventions to support EN’s in their work with survivors. 

-guidelines for supervision, training programmes to develop skills and knowledge, organizational support structures could be developed
	Strength: 

-Bracketing was done as it was supposed to be

Limitation: 

-Hard for nurses to separate being exposed to IPV versus all other assault

-Only a glimpse of what EN’s go through

-Small sample size

	Wathen, 2007.
	Conducted a cross-sectional study

purpose was to identify evidence based risk factors for IPV exposure among a sample of women seeking emergency department care
	 768 English speaking women, in Ontario answered questions about risk indicators and completed the composite abuse scale to determine their exposure to IPV. 

Sub-group of women who were part of a larger trial.
	-Cross sectional study of English speaking women, in two emergency departments in Ontario, Canada.

- The sample included women between the ages of 18-64 years old

Logistic regression used to analyse relationship between positive risk indicators and IPV


	- IPV was significantly associated with being separated, in a common-law relationship or single, having depression or somatic symptoms, having a male partner employed less than part time, or having a male partner with a drug or alcohol problem

- youth was also found to be a predictor

- The average age for women with IPV exposure was 32.9 years, while the average age for women without exposure was 36.7 years, a significant difference (p<0.004

-Each unit of increase in the number of indicators corresponded to a four-fold increase in the risk for IPV (OR = 3.92, 95% CI; 3.06-5.02). 

-Women having three or more risk indicators had a greater than 50% probability of a positive score on the Composite Abuse Scale (CAS)

-current training was inadequate
	Strength:

-Very comprehensive study which gives clear indications of research gaps needing  attention
Limitations:

-Only two populations one rural and one town may not be representative 

-No attempt made to distinguish women presenting with abuse symptoms as primary complaint and those with PTSD who showed signs of abuse 



	Wathen, 2009.
	- a survey and environmental scan

Purpose was to assess level of educational opportunities being offered to future healthcare providers in the area of IPV and domestic abuse
	222 programs  in Health Sciences in Ontario surveyed by phone to assess whether specific IP education was provided and if so how and by whom
	-conducted a survey and environmental scan in Ontario, Canada to understand what educational opportunities future healthcare providers were being given on the topic of IPV

- All potential university and college programs were contacted. 

-95% of eligible programs responded and took part in completing a survey and interview.
	- Only 57% of these programs indicated that that some form of IPV education was provided in their educational program or curriculum

- only an overview of IPV, risks for IPV, characteristics of victims and perpetrators, methods for identification of IPV, interventions, and availability and access to community resources were topics generally covered by the programs

- Apart from the allied health students, nursing students were the most educated on this topic, with 83% of undergraduate nurses receiving education, and 41% or postgraduates. 

-Of the educated students, the average time dedicated to this topic was between 1-4 hours, with no rigorous evaluation, possibly leaving students not really prepared for managing an interaction with someone exposed to IPV 
	Strengths:

-Good cover, 95% response rate 

Limitations:

-Phone survey may limit assessment of response

	WHO 2011
	Review

Purpose was to survey the literature on abuse of women and come up with a clear definition of what is meant by IPV
	Definitions of IPV

Whether and how it differs from domestic violence
	Review of definitions used and establishment of a consensus definition using data from the  2012 WHO publication which was gathered in 2000-2003 and a literature search.
	Though many definitions exist, the consensus on the difference is domestic violence can include elder and child abuse, while IPV is strictly abuse  between spouses, boyfriends, girlfriends or ex-partners
	Strength: 

-Wide-ranging collection and review of definitions

	WHO 2012
	Multi-country study on women’s health
	data collected in ten countries and from over 24,000 women
	Data base constructed
	The study found large variations between countries, with 13-61% of women reporting ever having experienced physical violence by a partner, 4-49% reporting severe violence, and 6-59% reporting an incident of physical violence by a partner at some point in their lives (WHO). The categories were not mutually exclusive.
	Strength: 

-This study displays the global nature of the issue of violence against women, as well as the wide-range reported from different countries


Appendix B

Examples of Memos

Title: Unique ‘cultural gap’ described by nurses. 

Date: 14/11/03

The 'cultural gap' described by the nurses in most cases is not the traditional cultural gap we think of (people form different cultures) but rather a socioeconomic cultural gap, whereby people in different income brackets, neighborhoods, level of education and type of upbringing (nuclear family versus one parent...) will have different 'cultures' within their communities. The nurses try to understand these cultures but cannot always do so. The mothers also notice this cultural difference and it does create tension and struggles within the nurse-client relationship. This is ad added level of complication on top of the nurses trying to complete their program with everything else that is going on, by the nurses being themselves there is already a divide between nurse and client. I believe it is now in the curriculum to see 'how rich are you' this is hopefully helping the nurses to counter this cultural gap that causes tension.

Title: Mixture of feelings in ‘why don’t you just leave’ code

Date: 14/11/07
An interesting mix is coming out in this node, on the one hand you have nurses speaking out about their initial reactions about abuse, why don't you just leave? Why would you ever stay with someone like this? But in later focus groups (round 2-#1) when the interviewer confronts the nurses about this view they almost backtrack and go into 'nurse mode' instead of 'normal person mode' and state that while they sometimes think that, they don't understand what the client is going through, they can only imagine because they would never be in that situation. It is interesting to read the 'normal person' versus the 'nurse' reaction and that the 'nurse' reaction came out as a defensive mechanism? It seems the nurses were uncomfortable with this question.

Appendix C

Appendix C.1: Venn diagram illustrating Objective 1
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Appendix C.1: To describe the experiences of nurse home visitors





Appendix C.2: Venn diagram illustrating Objective 2
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Appendix C.2: To describe how working with women exposed to IPV impacts the NCR +
delivery of professional nursing care





Appendix C.3: Venn diagram illustrating Objective 3
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Appendix C.3 : To identify the perceived impacts on nurses’ personal lives





Appendix C.4: Venn diagram illustrating Objective 4
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Appendix C.4: To explore what nurses identify as resources or supports needed to engage in
this work of home visiting women and children exposed to IPV
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