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OBJECTIVES: Screening women for intimate partner vio-
lence (IPV) is increasingly expected in primary care, consis-
tent with clinical prevention guidelines (e.g., United States
Preventive Services Task Force). Yet, little is known about
real-world implementation of clinical practices or contex-
tual factors impacting IPV screeningprogramsuccess. This
study identified successful clinical practices, and barriers
to and facilitators of IPV screening program implementa-
tion in the Veterans Health Administration (VHA).
DESIGN: Descriptive, qualitative study of a purposeful
sample of 11 Veterans Affairs Medical Centers (VAMCs)
categorized as early and late adopters of IPV screening
programs within women’s health primary care clinics.
VAMCs were categorized based on performancemeasures
collected by VHA operations partners.
PARTICIPANTS: Thirty-two administrators and clinician
key informants (e.g., Women’s Health Medical Directors,
IPV Coordinators, and physicians) involved in IPV screen-
ing program implementation decisions from six early- and
five late-adopting sites nationwide.
MAIN MEASURES: Participants reported on IPV screen-
ing and response practices, and contextual factors
impacting implementation, in individual 1-h semi-struc-
tured phone interviews. Transcripts were analyzed using
rapid content analysis with key practices and issues syn-
thesized inprofile summaries. Themeswere identified and
iteratively revised, utilizing matrices to compare content
across early- and late-adopting sites.
KEY RESULTS: Five successful clinical practices were
identified (use of two specific screening tools for primary
IPV screening and secondary risk assessment, multilevel
resource provision and community partnerships, co-
location of mental health/social work, and patient-

centered documentat ion) . Mult i level barr iers
(time/resource constraints, competing priorities and
mounting responsibilities in primary care, lack of policy,
inadequate training, and discomfort addressing IPV) and
facilitators (engaged IPV champions, internal and exter-
nal supports, positive feedback regarding IPV screening
practices, and current, national attention to violence
against women) were identified.
CONCLUSIONS: Findings advance national efforts by
highlighting successful clinical practices for IPV screening
programs and informing strategies useful for enhancing
their implementation within and beyond the VHA, ulti-
mately improving services and women’s health.
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I ntimate partner violence (IPV) against women is a popula-
tion health problem with wide-reaching impact.1–3 In the

United States (US), one in three women experiences physical
aggression, sexual violence, or stalking by an intimate part-
ner.4 The numerous and often debilitating health outcomes
from IPV include direct injury and poorer physical and psy-
chological health and overall well-being.5–7

Women who experience IPVare frequently seen in primary
care (PC), creating opportunity for identification and interven-
tion.8, 9 The US Preventative Services Task Force (USPSTF)
and recent reviews found evidence that screening paired with
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response interventions can reduce IPV and attendant physical
and mental health harms.10–12 Routine screening promotes
readiness to disclose and increases access to IPV-related ser-
vices.13 Additionally, women who discussed IPV with a pro-
vider were four times more likely to use an intervention and
2.6 times more likely to exit the relationship.14 Given the high
prevalence of IPV, many women could benefit from effective
implementation of healthcare-based IPV screening programs,
but there is limited evidence on how to effectively implement
screening recommendations in real-world care.
IPV is a critical issue for the Veterans Health Administra-

tion (VHA), as women Veterans are at higher risk for IPV
than women who never served in the military.15 Findings
from a national survey of VHA PC patients revealed that
nearly one in five women experienced past-year IPV.16 Addi-
tionally, non-Veteran women who use VHA PC (i.e., spouses,
dependents of service-connected Veterans) are at high risk for
IPV.17 In response to these findings, and consistent with
USPSTF recommendations,10 the VHA disseminated recom-
mendations for IPV screening within PC in 2014.18 Even
though the VHA recommends use of a validated IPV screen-
ing tool,19 and an on-site IPV Coordinator (IPVC) to assist
with implementation and IPV-related care, the uptake of IPV
screening program recommendations and best clinical prac-
tices throughout this large integrated healthcare system re-
mains unknown.
As widespread IPV screening is in its infancy, there are

lessons to learn from VAMedical Centers’ (VAMC) screening
adoption that can inform the scale-up of successful practices
within the VHA, and beyond. In this study, we (a) character-
ized successful clinical practices of IPV screening programs in
the VHA and (b) identified multilevel barriers to and facilita-
tors of IPV screening programs.

METHODS

Design and Participants

All study procedures were approved by the VA Boston Institu-
tional Review Board. In 2016, 140 VAMCs responded to a
national program evaluation conducted by VHA’s leadership
regarding IPV-related programming implementation. Women’s
health PC staff completed follow-up program evaluation surveys
regarding current adoption status that provided the sampling pool
for this study. Early-adopting sites were defined as those that
reported currently engaging in IPV screening as part of routine
care (i.e., screening all female patients of child-bearing age or all
female patients at least annually). Late-adopting sites were de-
fined as those that reported not currently engaging in IPV screen-
ing as routine care (i.e., no screening or screening at provider’s
discretion). This categorization resulted in a sampling pool of 25
VAMCs provided by VHA leadership. From this roster, 15
VAMCs were purposively targeted for potential recruitment
based on IPV screening adoption status and geographic loca-
tion.20 We attempted to recruit 13 of these VAMCs, 2 of which

declined to participate. We recruited sites until saturation was
reached, totaling 11 VAMCs (6 early- and 5 late-adopting sites).
We recruited key informants for individual phone inter-

views at each site based on known VHA structures and roles
involved in IPV screening programs. A total of 32 key infor-
mants were interviewed (74% participation rate), including
IPV Coordinators (IPVC; n = 9), Women Veteran Program
Managers (WVPM; n = 7), Women’s Health Medical Direc-
tors (WHMD; n = 6), Psychologists (n = 4); Social Workers
(SW; n = 3), and Women’s Health PCPs (WH PCP) or Nurse
Care Managers (n = 3). Table 1 displays positions/roles of key
informants.

Approach

A semi-structured interview guide and codebook were devel-
oped based on the integrated-Promoting Action on Research
Implementation in Health Services (i-PARIHS) framework,
which emphasizes innovation characteristics, individuals
(i.e., recipients in line to adopt the innovation and patients
who receive the innovation), and inner and outter contextual
factors that inhibit or enable implementation.21 Sample ques-
tions included “What is the process of IPV screening and
response in your clinic?” and “What have been challenges to
integrating IPV screening?” The first author conducted audio
recorded interviews, which were transcribed verbatim. Four
team members then independently coded the same transcripts
using the deductive codebook, convened to discuss and refine
codebook definitions, and reached consensus across codes and
transcripts through hybrid inductive-deductive rapid content
analysis.22 Thereafter, transcripts were independently coded
by two team members and coding was discussed until consen-
sus was achieved. Using NVivo software,23 team members
pulled coded content from all transcripts and created individ-

Table 1 Key Informants and Respective Roles (N = 32)

Position Acronym Role in VA

Women’s Health
Medical Director

WHMD Internist, family practice
physician, or gynecologist

Women’s Health
Primary Care
Physician

WH PCP General internist, family practice
physician, or nurse practitioner/
physician assistant with
credentialing in women's health

Women’s Health
Nurse Care Manager

N/A Registered nurse who assists in
managing/coordinating complex
care needs of women Veterans

Psychologist N/A Psychologists working in a
women’s health clinic or directly
with a women’s health team

Social Worker SW Attached to or working with a
women’s health primary care team

Women Veterans
Program Manager

WVPM Oversee provision of care to
women Veterans across the
VAMC to ensures access and
quality (typically an RN, SW, or
psychologist)

IPV Coordinator IPVC Recommended position at all
VAMCs. Typically, a licensed
SW responsible for coordinating
IPV education and response
efforts across a VAMC

VAMC, VA Medical Center
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ual site profiles to synthesize findings into themes with exem-
plar quotes. From site profiles, we used matrix analysis24 to
display themes across all early- and late-adopting sites.

RESULTS

We identified five successful clinical practices from early
adopters , as late adopters were in varying pre-
implementation stages. Early-adopting sites reported screen-
ing for 1.5 to 3.5 years. We also identified five barriers to and
four facilitating factors of implementation from all sites, in-
cluding factors that were unique to early- and late-adopting
sites. Table 2 displays summarized findings.

Successful Clinical Practices

Successful clinical practices were defined as feasible, effective
procedures and processes that are considered acceptable to
providers and patients.

The Extended-Hit, Insult, Threaten, Scream (E-HITS) tool (a
5-item IPV screening tool validated for use with female VHA
patients)19,25 was routinely administered in all early-adopting
sites as a primary means of IPV detection, usually as a
clinical reminder.
The 3-item risk assessment tool (adapted from the lengthier
Danger Assessment),26, 27 administered succeeding positive
detection of IPV (IPV+) for further assessment of severe
violence was viewed as helpful for assessing risk, triaging,
and safety planning.
Multilevel resource provision and community partnerships
were critical following IPV screening, entailing internal (e.g.,
referrals to support groups/programs and mental health) and
external (e.g., National Domestic Violence Hotline, commu-
nity organizations) assistance for women at risk for IPV. Sites

relied on community partnerships and programs as supple-
mental supports (e.g., in-depth safety planning, legal advice,
shelters). An IPVC explained:

We have several resources in our office on where they
can get help. I’ve never had anybody want to go to a
shelter from here, although I am prepared for that. We
discuss safety planning and resources. We have a card
on where to get help, including shelters and the Do-
mestic Violence Hotline.

Co-location of social work and/or mental health services
enhanced IPV-related care. Participants underscored that
Primary Care Mental Health Integration (PCHMI) staff are
ideally co-located; their visibility, open access schedules, and
expertise ensure timely warm handoffs and instill provider
comfort and continuity of care. As expressed by an IPVC,
“Because I’m co-located in primary care, it’s such a faster
track to therapy if somebody needs that. We don’t necessarily
have to refer out or have the Veteran repeat her story.”
Patient-centered documentation of IPV-related care (e.g.,
positive screens, disclosures, and referrals), consisting of
conversations with patients about what they are comfortable
documenting in their electronic medical records, was a key
theme. Such documentation was sensitive to patient safety
and preferences. As explained by a SW, “‘Is it safe to
document in the record?’ is asked during screening. If it’s
not, we do not explicitly document IPV in the patient’s
electronic medical record.” Nonetheless, sites acknowledged
the need for continued education to sustain patient-centered
documentation.

Barriers

Barriers were defined as short- and long-term challenges to
implementation and/or maintenance of IPV screening
programs.

Time and Resource Constraints. Time-related constraints
cited among early- and late-adopting sites included limited
time within an appointment to address both medical issues and
an IPV+ screen. Resource constraints included insufficient
availability of community (e.g., domestic violence agencies)
and hospital (e.g., staffing shortages, limited availability of
essential staff (e.g., IPVC) supports. A psychologist
explained:

We’ve had chronic staffing shortages the last couple of
years, coinciding with the IPV screening initiative
coming from the national program… One of the main
concerns is still ‘who will be responsible for following
up on positive screens and where?’ and then

Table 2 Summary of Primary Findings

Successful Clinical
Practices

• The Extended-Hit, Insult, Threaten, Scream
(E-HITS) tool
• A 3-item risk assessment following disclo-
sures
• Multilevel resource provision and community
partnerships
• Co-location of social work and/or mental
health services
• Patient-centered documentation

Barriers • Time and resource constraints
• Competing priorities and mounting
responsibilities within primary care
• Lack of formal policy or mandate on IPV
screening and response procedures
• Lack of or inadequate training on successful
clinical practices for IPV screening and
response
• Discomfort around (and avoidance of)
discussing IPV

Facilitating factors • Engaged and supportive IPV champions
• Internal and external supports
• Positive feedback regarding IPV screening
practices
• Recognition of violence against women as a
current, national topic
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identifying what services to connect people to. There’s
infrastructure building and provider education that
needs to happen, and there hasn’t been a champion
on site with time devoted to putting all those pieces
together yet.Unique to late-adopting sites was the in-
sufficient time dedicated to the IPVC role, which was a
collateral duty to their existing job, with limited or no
dedicated time. This severely limited availability for
IPV screening program tasks.

Competing Priorities and Mounting Responsibilities Within
Primary Care. PC was viewed as the “gatekeeper” for new
initiatives, and their providers a “catch-all” for any residual
needs of patients, especially within women’s health. The
numerous clinical reminders and high workload assigned to
PC can result in “reminder fatigue” and burnout among
providers, which can negatively impact IPV screening
uptake and practices. An Associate Chief of SW stated:

[Providers] have all these clinical reminders they have
to get done and they can’t even get down to the reason
for the appointment until these reminders are knocked
out of the way, and the more clinical reminders you add
to them, … They become desensitized to the purpose
behind it.Similarly, integrating IPV screening is some-
times viewed as an additional stressor for those who
treat complex patient populations within busy PC set-
tings. AWHMD highlighted the burden on providers:

You have all these screens that have been triggered
positive where the provider needs to follow up, but
the patient is there about their ankle… Then your 8:30
has arrived, and your 8:00 is in the 8:30 time slot. You
live under that tremendous pressure and then you have
instant messaging and medical advice line calls and
then someone’s walked in pregnant. So I’ve been re-
luctant to tell my providers that [IPV screening] is
coming.Unlike early adopters, a few late-adopting sites
perceived additional burden placed on WH PCPs due
to the physical and mental health complexities of the
patient population. Being a WH PCP was regarded as
more challenging (and with higher turnover rates),
compared with non-WH PCPs.

Lack of Formal Policy or Mandate on IPV Screening and
Response Procedures. Frustration over lags in “forthcoming”
directives and national clinical reminders left some sites,
especially late-adopting sites, stalled in negotiations with local
leadership for resources to implement IPV screening pro-
grams. Some late-adopting sites explained that lack of

leadership support surrounding the IPV initiative as an imped-
iment for pushing IPV screening forward. Sites anticipate that
having an official directive or mandate would provide clear
expectations for developing protocols and delineating respon-
sibilities. PC leadership at late-adopting sites was less recep-
tive to the IPV screening initiative coming from SW in the
absence of such formal policy. AWVPM stated:

VA needs to be more definitive about exactly what they
want done and have a clear expectation for doing it.
Often they’ll put on initiatives, but there’s no push for
it, so two years later we’re still trying to do it and it’s
okay because nobody ever gave us a hard date to get it
done by.At the same time, a few sites posited that
recommendations from agency leadership may under-
estimate day-to-day challenges at individual sites. A
WHMD expressed concerns that site-specific time and
resource realities may not support forthcoming direc-
tives: “I think that when these things come down from
way up high I’m not certain that the reality of what
happens in the clinic day-to-day is taken into
consideration.”

Lack of or Inadequate Training on Successful Clinical
Practices for IPV Screening and Response. Sites discussed
inadequate IPV training in providers’ respective professional
training programs, as well as ongoing education needed in
their current roles to better screen and respond to IPV. A SW
reflected:

I offered some on the side training with our gynecolo-
gists. One of the things that just floored me whenever I
was doing this training is that there is no mention of
assessment for IPV within the medical school for phy-
sicians who are going to be the people examining the
general well-being of our patients. They’ve received no
training.Sites also relayed instances of staff lacking
knowledge of trauma-sensitive care, creating a poten-
tially unsafe environment for implementing IPV
screening programs. AWVPM discussed the implica-
tions of limited training on trauma-informed documen-
tation:

Trainings cover how to protect the patient’s privacy
with documentation, because we’re concerned about
partners having access to online patient records. Before
implementing this program, we had a doctor insistent
on documenting what shelter this womanwas at, and of
course, the women’s health SW hit the roof and edu-
cated them.
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Discomfort Around (and Avoidance of) Discussing IPV.
Provider discomfort with IPV was a barrier across
disciplines and leadership levels. Effective trainings and
awareness-raising activities were helpful in overcoming this
barrier at early-adopting sites. Discomfort and avoidance were
perceived as more salient or harder to overcome at late-
adopting sites, especially among some male decision-makers
in PC. An IPVC noted:

People around the table were male leaders … They
were turned off by IPV screening because it made them
evaluate their own behavior and they didn’t like it …
They basically brushed [implementation] off.

Facilitating Factors

Facilitators were defined as attributes that helped get IPV
screening programs implemented and/or maintained.

Engaged and Supportive IPV Champions. Sites recognized
IPV champions’ roles in driving IPV screening program
implementation, and in sustaining broader IPV-related
activities (e.g., obtaining additional funding for posi-
tions, creating IPV work groups, initiating support/
skills groups for IPV+ women). Champions were often
IPVCs, WHMDs, WVPMs, or SWs within WHPC.
IPVC champions played a more prominent role in im-
plementation at early-adopting sites, corresponding with
more protected time for the role at these sites. Cham-
pions frequently facilitate and accept warm handoffs,
provide on-site consultation, and reinforce provider will-
ingness to engage in IPV screening practices. They
represent well-connected resources and liaisons with na-
tional leadership. A psychologist asserted the value of
an IPV champion in implementation efforts:

Our IPVC is very knowledgeable, approachable, and
friendly. She is able to put time and energy into this
topic and when she’s present, you see people asking
questions and getting involved. She can make relation-
ships with people. … She is critical to the success of
the program.

Internal and External Supports. Early-adopting sites noted
several internal and external supports underlying IPV
screening implementation success. Along with the
presence of an IPV champion, early-adopting sites noted
internal support from local leadership as a catalyst for
IPV screening program implementation. Additionally,
early-adopting sites regarded effective trainings (e.g.,
trauma-informed screening procedures, general educa-
tion, and role-playing) as an ongoing facilitator of IPV

screening implementation. External supports included
engagement with national IPV and women’s health lead-
ership. Specifically, IPVCs and WVPMs consistently
liaise with internal and external leadership and staff to
communicate program updates, relay bidirectional feed-
back, and troubleshoot challenges. An IPVC shared: I
think the biggest thing is the collaboration between the
people at different sites and national-level people as
well. The best thing about the VA is our interconnected-
ness and ability to share lessons learned and contribute
back to one another … That’s such a motivator.

Positive Feedback Regarding IPV Screening Practices.
Positive experiences with and feedback about IPV
screening and response practices from patients and
staff helped to bolster support for the program,
especially at early-adopting sites. For example, patients
and staff endorse routine IPV screening (often the E-
HITS) for its ability to facilitate discussion on IPV
subtypes and promote conversations about past or cur-
rent relationship abuse/patterns. A WH PCP described
the value of screening: “People see they’re getting some
relief, they appreciate it, because sometimes they have
shame attached to it, and I feel like this means a burden
has been taken off them.” A psychologist underscored
the value of screening while demonstrating VHA sup-
port of this health issue: “What I like is the E-HITS
raises those questions and opens up a conversation with
the Veteran...and sends the message that we take it
seriously and that we’re here to provide support to the
extent Veterans want or need.”

Recognition of Violence Against Women as a Current,
National Topic. Both early- and late-adopting sites reported
local impact from the recent increase of national media cov-
erage on sexual abuse and IPVagainst women. Sites reported
that this surge in IPV representation on national platforms
legitimizes and, in some cases, prioritizes IPV as a relevant
health issue to target in female patients. As described by a
psychologist:

Violence against women is a public health issue. The
numbers are staggering and we’re just not doing a lot to
really address and take it seriously, and you see that in
sexual harassment in our media right now … Most
women have known this is going on forever and it’s
just getting a moment in the spotlight … There is an
uphill battle to keep IPV relevant and real and at the top
of people’s lists. And I think maybe now is a moment, I
mean riding the wave of the public discussion.Building
on this momentum and keeping IPV initiatives in line
with public discussions of violence against women
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were described as strategies to facilitate adoption of
IPV screening programs.

DISCUSSION

Clinicians in PC are increasingly called on to screen for IPV,
yet little is known about what clinical practices are success-
fully implemented in real-world care and what contextual
factors impede or facilitate their uptake. This qualitative re-
search identified five successful clinical practices and five
barriers to and four facilitators of implementing IPV screening
programs into WH PC within the VHA, the US’ largest
integrated healthcare system. This research is innovative be-
cause it is guided by an established implementation frame-
work (i-PARIHS),21 enabling identification of clinical prac-
tices and contextual factors that inform evidence-based strat-
egies for scale-up of IPV screening programs in and beyond
the VHA.
Our findings regarding successful clinical practices and

factors impacting IPV screening program implementation
share similarities to previously reported elements of effective
IPV screening programs,12 and reinforce VHA recommenda-
tions.18 Successful practices include adoption of two
evidence-based screening tools (e.g., E-HITS and a 3-item
risk assessment).25–28 These findings extend prior quantitative
studies that have supported the effectiveness of the E-HITS for
identifying IPV+women and the utility of a subsequent 3-item
risk assessment to facilitate triage and intervention.29–31 Con-
sistent with i-PARIHS’s focus on the role of innovation char-
acteristics and evidence in uptake of new practices, these tools
may be candidates for use given their demonstrated effective-
ness, feasibility, and acceptability among our participants.
Such tools reportedly attenuated provider discomfort and
avoidance of discussing IPV, had perceived positive effects
on clinical care, and were regarded as facilitators of imple-
mentation. Thus, the testimonials provided in this study may
help promote uptake of IPV screening in other settings.
Key informants also illustrated the importance of multilevel

resource provision and community partnerships, and co-
located SW or mental health services as fundamental
practices/processes for IPV screening and response protocols.
These findings reinforce the importance of a systems approach
to integrating IPV screening programs into healthcare set-
tings.32–34 However, IPVCs reportedly had less (or no)
protected time at late-adopting sites, limiting their capacity to
cultivate resources, partnerships, and collaboration across set-
tings. Dedicated time for IPVCs could enhance implementa-
tion of successful clinical practices and reduce barriers related
to time constraints and mounting responsibilities within PC.
Co-located SW and mental health enabled accessible consul-
tation, effective trainings, and easy access for patients to
intervention/referral sources.12 In fact, support from mental
health, especially PCMHI, was a key factor that differentiated
early- and late-adopting sites. Moving forward, PCMHI

should be an integral part of IPV screening program imple-
mentation, as this care model can assist with multilevel re-
sources and community referrals, while providing a pathway
for patient-centered interventions for women who experience
IPV.35

Notably, our findings uncovered the feasibility of patient-
centered documentation from provider and administrator per-
spectives, extending prior research on patient preferences.13

Patient-centered documentation includes engaging in transpar-
ent conversations with patients about their documentation
preferences related to IPV such as obtaining patient consent
to have IPV-specific details in their electronic medical record
or limiting documentation altogether.13 Such practices lend
themselves to enhancing care coordination while empowering
patients who have reservations about disclosing and/or seek-
ing help due to privacy and safety concerns to access care.36

Given the complexities of documentation and barriers related
to time constraints, lack of training, and discomfort with IPV,
there is a need for further research regarding patient-centered
and trauma-informed documentation practices. The VHA is
currently developing templates and guidance on IPV-related
documentation, which may serve as models for other health
settings.
“Reminder fatigue” may inhibit IPV screening, especially

in the absence of formal policy from VHA leadership. As
observed in this study, strategies to address fatigue may in-
clude relaying patients’ and early-adopting sites’ positive re-
gard for IPV screening to clinicians and leadership. As dem-
onstrated by findings on barriers, some sites may need to
overcome male leadership discomfort with, or dismissal of,
addressing IPV in a healthcare system that predominantly
treats men. Increased awareness of, and education about,
IPV, in tandem with public attention to violence against wom-
en, may reduce this issue. Finally, the lack of formal policy
requiring IPV screening programs was a particularly salient
barrier in late-adopting sites. In January 2019, after the com-
pletion of this study, the VHA issued a policy directive to this
effect.37 The current findings are therefore extremely timely
and can help more PC clinics adopt IPV screening programs
throughout the VHA and other integrated healthcare systems.
A supportive and highly visible IPV champion can break

down barriers and foster enabling factors. IPVCs with dedi-
cated time for their role could serve as clinical champions as
IPV screening programs are scaled up in the VHA. IPVCs
serve as internal facilitators who assist with “boots on the
ground” efforts while working with national programs for
bidirectional feedback and up-to-date policy guidance.38 They
liaise with local and national leadership to communicate site-
specific challenges to enhance feasibility or acceptability of
national guidelines, overcoming a barrier identified in this
study. Given the modifiable nature of several identified bar-
riers and facilitators, implementation facilitation is a promising
strategy to enhance uptake of successful clinical practices
found in this study in VHA PC nationwide. Consistent with
i-PARIHS,21 implementation facilitation is a multi-faceted
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process of enabling and supporting clinics and facilities, and
has been successfully used in PC to overcome barriers and
leverage facilitators to foster implementation of evidence-
based practices.39, 40 Thus, implementation facilitation could
serve as a strategy to achieve successful implementation of
IPV screening programs nationally within the VHA. Such
efforts are needed to “ride the wave” of national attention to
IPVand keep IPV initiatives in line with public discussions of
violence against women.
Study limitations highlight areas for future research. This

study did not systematically collect information on structural
factors (e.g., staffing mix) that may impact uptake. This is an
important next step for quantitative and mixedmethod studies.
Patient perspectives were not examined, but VHA patient
preferences and outcomes with IPV screening and responses
practices have been studied previously.13, 36, 41 Nonetheless,
patient feedback and quality improvement are important as-
pects of implementation success and require future examina-
tion.42 This study was limited to IPV screening programs for
women who experience IPV. There is also a need to extend
this line of research within the VHA to men who experience
IPV and individuals who engage in IPV. 43, 44

Conclusion

While IPV screening is recommended, many healthcare set-
tings continue to struggle with implementation as society
begins to more openly discuss abuse and violence against
women. This study of IPV screening program implementation
in the largest integrated healthcare system in the US provides
important insights and clinical practices that can be applied
broadly within and outside VHA settings, mitigating identified
barriers.
Future directions include evaluations of implementation

impact (e.g., reach, costs, sustainability) and clinical effective-
ness (e.g., disclosure rates, post-screening IPV-related services
use, satisfaction) of IPV screening programs in a wider array
of PC clinics treating women and men. Combined with other
IPVand implementation science literature, these findings pro-
vide actionable strategies that can facilitate effective IPV
screening and intervention programs within PC settings. As
US society grapples with the revelations of the #MeToo
movement, and greater disclosures of interpersonal violence
and its attendant health effects, it is even more critical to
effectively address IPVand to disseminate successful practices
across health systems.
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