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Defining Intimate Partner 
Violence 

According to the CDC, intimate partner violence (IPV) is abuse or aggression 
that occurs in a romantic relationship. “Intimate partner” refers to both 
current and former spouses and dating partners....IPV can vary in how often 
it happens and how severe it is (CDC 2022)(2) . 

IPV Subtypes: 

Physical violence is when a person hurts or tries to hurt a partner by hitting, kicking, or using another type of 
physical force.

Sexual violence is forcing or attempting to force a partner to take part in a sex act, sexual touching, or a non-
physical sexual event (e.g., sexting) when the partner does not or cannot consent

Stalking is a pattern of repeated, unwanted attention and contact by a partner that causes fear or concern for 
one’s own safety or the safety of someone close to the victim.

Psychological aggression is the use of verbal and non-verbal communication with the intent to harm a partner 
mentally or emotionally and/or to exert control over a partner.



Barriers to IPV Screening in 
Primary Care Setting

AHEC Area of Need (2): Current & Emerging Health Issues, Medical Practice Transformation

Intimate Partner Violence (IPV) is limited by two main aspects: 

Clinical Limitations 

• Physicians have limited exposure to trauma 
informed care in U.S. medical schools

• Lack of effective system for streamlining and 
coordinating IPV work-up 

• Shortage of community resources and mental 
health services/providers 

• Clinicians may not be aware of community 
resources to connect patients  

• Patient Limitations

• On average, it takes approximately 12 visits for a 
victim of IPV to disclose abuse(2)

• Clinician intervention limited by patient’s 
comfortability in disclosing – major burden 

• Efflux of increasing patient burden on primary care 
providers, limiting ability to develop rapport
• Pandemic illustrated shortages of PCPs

• Limited access to PCPs and mental health 
resources



IPV Prevalence 
Contributing to 
Overwhelming 
Need for Improved 
Screening Practices 

IPV is common. It affects millions of people in the United States each year. Data 
from CDC’s National Intimate Partner and Sexual Violence Survey (NISVS) indicate (1):

• Approximately 41% of women and 26% of men experienced contact sexual 
violence, physical violence, and/or stalking by an intimate partner and lasting impact 
on their lives. 

•Injury, PTSD, concern for safety, fear, stigmatization, limited access to law 
enforcement, fear financial distress from separation, missing work days, and 
hoping to shield children from abuse are common impacts reported.

• Over 61 million women and 53 million men have experienced psychological 
aggression by an intimate partner in their lifetime.



Economic Burden 
of IPV (3)

The lifetime economic cost associated with medical 
services for IPV-related injuries, lost productivity from 
paid work, criminal justice and other costs, is $3.6 
trillion

The cost of IPV over a victim’s lifetime was: 
- $103,767 for women 
- -$23,414 for men.



Community Perspective 

Jessie Mongeon: RN, Family Medicine Triage 
Nurse, At Risk Women and Children Shelter 
volunteer 

A major issue with IPV screening is that it takes on 
average 12 visits for a victim to disclose their abuse and 
thus, not likely to select “yes” on the generic safety 
concerns screening on the social determinants
questionnaire provided to patients at our practice. IPV 
has been an ongoing issue in Vermont and it is important 
for providers and rising medical students to know about 
the available resources for patients and how to establish 
a rapport with their patients, which is difficult within the 
time constraints of healthcare. Possible solutions could be 
improved training, expanded home visit programs, and 
periodic screening. 

Catherine Ducosse : Associate Director and Victim 
Advocate at Hope works 

“IPBV is major issue in our current society but its 
stigmatized and sometimes patients feel taboo 
disclosing due to fear of societal judgment. Major 
types of IPV she sees in her work in VT is emotional 
abuse, sexual violence, control, manipulation, and 
gas lighting. The LGBTQ+ population is also at a 
higher risk of abuse, isolation, and violence due to 
inequalities in our healthcare system. The most 
crucial aspect of getting a person to disclose (i.e.
screening), is building a strong and trusting rapport 
during their visit. Training clinicians is critical to 
change.  Trauma-informed training is instrumental as 
it can help providers understand the impact of 
trauma, and the red flags and behaviors to look out 
for. Learning how to approach someone is an 
empathetic, non-traumatic, non-judgmental, and 
validating way is imperative.”

Note: Paraphrased from interviews 



Intervention & Methodology

- Interviewed local community members in IPV care roles on the prevalence of IPV in Vermont, 
barriers to screening, and idea to mitigate the limitations in our health care system 

- Specifically discussed the role of medical student education and its utility for improving IPV 
screening 

- Spoke with two other organization via telephone regarding their role in IPV healthcare, availability 
of resources, methods or assisting patients, and barriers to screening they see on their end. 

- Research the various economic costs and barriers to IPV care and its overall impact on our 
healthcare system and society

- Places Hope works poster in all bathrooms at my family medicine practice

- Constructed a discrete multi-fold, business-card sized pamphlet for the clinicians in my office to 
provide to their patients 
- Lists various organizations that assist with IPV and other forms of abuse 
- Provided the telephone number
- Instructed providers to counsel patients about need to “hide” the card



Results – Outside of Pamphlet 

Results: I designed a tri-fold, index card-
sized pamphlet for the providers to 
provide to patients they suspect are 
victims of IPV. 

I. The outside of the pamphlet is 
discrete, only depicting office info

II. Kept info for IPV resources limited to 
inside the brochure, hidden in a 
discrete manner 

III. Card small enough to fit in sole of 
shoe, or other unique hiding spots 



Results – Inside of Pamphlet 

Results: I designed a tri-fold, index card-
sized pamphlet for the providers to 
provide to patients they suspect are 
victims of IPV. 

I. The outside of the pamphlet is 
discrete, only depicting office info

II. Kept info for IPV resources limited to 
inside the brochure, hidden in a 
discrete manner 

III. Card small enough to fit in sole of 
shoe, or other unique hiding spots 



Results –Brochure 

Additional laminated poster for Hope Works was 
obtained and placed in each bathroom of the family 
medicine practice. The hope is that this discrete location 
placement encourages a safe space for patients while 
providing valuable resources. 

Patients can read this pamphlet along and safely, even if 
their partner accompanies them to the visit. 



Limitations

• Printed resources is subject to obsolescence given 
technological advance (4)

• Current healthcare system and visit models limit 
amount of time providers are able to dedicate to 
individual patients 

• Massive PCP shortage means certain individuals, 
especially those with social determinant concerns, 
have limited access to healthcare (4)

• Medical schools provide inadequate IPV and trauma-
informed care training 

• Need for a more effective manner to provide 
resources to at-risk individuals in a more discrete 
manner 



Recommendations for Future 
Interventions 

• Create interprofessional trauma-informed care and IPV training with Hope works and Steps 
to End Domestic Violence in both LCOM pre-clerkship years 

• Develop standardized protocol for each PCP to follow if IPE is suspected and/or identified 

• Incorporate a home-visit model for more PCPs

• Establish provider relations with local community agencies with training sessions – raises 
comfort level of staff in both screening and in referring to services (5)

• A systematic review of 17 programs that evaluated IPV screening found that programs that 
included a comprehensive approach and institutional support were effective in increasing 
IPV screening and disclosure rates. Effective screening protocols, initial and ongoing 
training, and immediate access/referrals to onsite or offsite support services helped to 
improve provider screening (5)



Preventative Measures (6)
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Interview Consent Form

Thank you for agreeing to be interviewed. This project is a requirement for 

the Family Medicine clerkship. It will be stored on the Dana Library 

ScholarWorks website. Your name will be attached to your interview and 

you may be cited directly or indirectly in subsequent unpublished or 

published work. The interviewer affirms that he/she/they has explained 

the nature and purpose of this project. The interviewee affirms that 

he/she/they has consented to this interview. 

Consented 

Name: Jessie Mongeon, RN

Name: Catherine Ducosse, Associate Director - Hope works

Other Contributors

Name: Katherine Mariani, MD

Name: Jennifer Savage, CRP


