




Public Health Significance Approximately 36% of women in the United States will experience Intimate Partner Violence (IPV) in her lifetime. Reproductive Coercion (RC), a component of IPV, involves birth control sabotage, male partner attempts to impregnate a woman against her wishes, as well as controlling the outcomes of a pregnancy, and is experienced by 9% of women in the US. Reproductive coercion increases risk for unintended pregnancies, meaning pregnancies that are mistimed, unwanted or unplanned. Women experiencing IPV are more likely to have used emergency contraception (EC) to prevent pregnancy, but studies to date have not examined the need for EC among women seeking shelter for IPV. This pilot study assessed the acceptability and feasibility of offering EC to women during IPV shelter intake. 
Methods Shelter staff received training on reproductive coercion (RC) and EC. Surveys were administered before, immediately after, and three months after training. Surveys assessed staff perceptions and comfort level offering EC to clients. During a six-week period, clients were asked about RC and pregnancy tests and EC were offered during shelter intake. Clients completed a survey to assess their satisfaction with having these resources available.  

Results On a scale of 1 to 4, with 4 being very helpful, on average, women rated the helpfulness of knowing that EC was available as a 3.16.  Between the training and the administration of the post-training survey, shelter staff increased their distribution of safety cards explaining the impact of violence on women’s health from 0% to 86% of staff reporting ‘all of the time.’ Assessment of clients’ health concerns as part of shelter intake increased from 50% to 86% of staff assessing ‘all of the time.’ Staff reported an increase in asking clients about EC, referring clients to family planning services, and assessing for RC, from 0% to 43% selecting ‘all of the time.’ 

Conclusion Shelter staff were able to adopt a routine practice of assessing women for RC and reported an increased comfort level regarding EC. Offering pregnancy testing and EC in shelter was met with great acceptance among both shelter staff and clients. 
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1.0  Background
Intimate Partner Violence is a serious public health concern affecting the lives of many women in the United States and around the world. The World Health Organization (WHO) defines Intimate Partner Violence (IPV) as physical (slapping, kicking, choking, threatening with weapons), sexual (forced or coerced sex, sexual humiliation), psychological (threats, insults, intimidation), and controlling (isolation, ignoring, jealousy, requiring permission for daily decisions) behaviors by an intimate partner.1 In the report released at the end of 2011, the National Intimate Partner and Sexual Violence Survey (NISVS) found that 36% of American women have experienced rape, physical violence or stalking by an intimate partner in her lifetime, totaling approximately 43.4 million women.2 IPV does not significantly vary by race or educational level,3 with young women ages 16 to 24 reporting the greatest prevalence.4,5  IPV costs the health care industry $5.8 billion annually on mental and physical health expenditures and lost productivity.6 IPV is the cause of 2 million injuries and 1,300 deaths each year,6 with two-thirds of women murdered during IPV seeking medical services in the year prior to their death.7,8 IPV greatly affects women’s health, with abused women reporting significantly lower health status, decreased quality of life, and higher health care service utilization than their non-abused peers.4,9  Women experiencing IPV often experience at least two types of abuse, including physical, sexual, or psychological,8 with sexual violence being a large portion of IPV. Reproductive coercion, or the attempt of impregnating a woman against her will, stems from sexual violence due to IPV and is the basis for this project. The purpose of this project was to assess the acceptability and feasibility of offering emergency contraception to women entering a local domestic violence shelter. 
1.1 intimate partner violence and sexual violence
Sexual violence is an important component of IPV, with 22% of women who report physical abuse in the past year also reporting sexual abuse.4 The prevalence is even higher among women who reported physical abuse at any point in their lifetime, with 44% of those women ever experiencing sexual abuse.4 Women experiencing IPV are significantly more likely to contract sexually transmitted infections (STIs), including human immunodeficiency virus (HIV).10,11 Additionally, women experiencing IPV often report having non-monogamous partners,12,13 engaging in risky sexual behaviors including inconsistent condom use by their partners,8,14-20 condom non-use,21-24 fear of negotiating condom use with their partner8,22,24,25 and lower sexual communication self-efficacy.24 Women experiencing IPV are significantly more likely to engage in other risky sexual behaviors such as sex with multiple partners, unprotected intercourse, and inconsistent condom use when compared to their non-abused peers.8,10,23,26,27 In a cross-sectional study of 143 Latina or African American sexually active women, victims of IPV were 4.2 times more likely to have sexual intercourse with a risk-taking partner, including injection-drug users, HIV positive partners, and partners that have had sex with other men.28 With limited control over their lives and sexual decision making, women experiencing IPV are less able to make informed decisions regarding how to protect themselves from infections, contraceptive use, and decisions regarding their reproductive health care.8
1.2 intimate partner violence and reproductive coercion

Women experiencing partner and sexual violence may also experience reproductive coercion (RC). The American College of Obstetricians and Gynecologists (ACOG) defines sexual and reproductive coercion as “behavior intended to maintain power and control in a relationship related to reproductive health by someone who is, was, or wishes to be involved in an intimate or dating relationship with an adult or adolescent, including explicit attempts to impregnate a partner against her will, control the outcomes of a pregnancy, coerce a partner to have unprotected sex, and interfere with contraceptive methods.”29 In the National Intimate Partner and Sexual Violence Survey (NISVS) released at the end of 2011, 9% of women reported experiencing RC in the United States, translating to 10.3 million American women.2 Reproductive coercion leads to decreased contraceptive use, increased unwanted pregnancies, births, and abortions, and a loss of control over one’s sexuality.30,31 Abusive male partners may actively encourage pregnancy through behaviors before intercourse, during intercourse, and after conception.
1.2.1 Reproductive Coercion Outside of Sexual Intercourse

Even prior to acts of intercourse, coercive reproductive behaviors may include verbal pressures to become pregnant, birth control sabotage, or blocked access to contraception prior to intercourse. Abusive male partners have been reported to withhold money for contraception, accuse partners of infidelity if she requests to use condoms, or violently react if contraceptives are found.25 Of women reporting physical or sexual violence, 15% also reported birth control sabotage.19 Birth control sabotage can include flushing birth control pills down the toilet, physically removing hormonal vaginal contraceptive rings or intrauterine devices (IUDs), or taking off contraceptive patches.25,30 These acts of RC may result in women fearing violence if contraceptives are discussed with her partner. Abusive partners have also been reported to threaten to forcibly impregnate their female partners when she does not want to be.30
1.2.2 Reproductive Coercion During of Sexual Intercourse

Reproductive coercion can occur during intercourse. Abusive partners may refuse to use condoms, purposefully make condoms ineffective (breaking or poking holes in condoms), take condoms off without telling their female partners,20 not withdrawing when that was the agreed-upon method of contraception30,31 or coercing partners into having sex without a condom.30-32 In a survey of 1,318 men in Boston, abusive men reported forcing or coercing a partner to have unprotected sex significantly more than non-abusive men.21 These behaviors are especially concerning as women experiencing IPV are twice as likely to report using condoms as their primary method of contraception.3 While IPV is not associated with low self-efficacy scores for using condoms, it is associated with low sexual assertiveness scores, and fear of partner’s response to negotiating condoms.12 This results in higher pregnancy rates among victims in comparison to non-victims, with adolescent pregnancies and unwanted pregnancies being associated with IPV.11,23,33 Women experiencing IPV are more likely to have used emergency contraception when compared to their non-abused peers.6
1.2.3 Reproductive Coercion After Conception

Reproductive coercion also occurs after conception. Male partners may attempt to control pregnancy outcomes through violent attempts to induce miscarriage and to verbally coerce a partner into either termination or continuation of the pregnancy.20 In the 12 months before conception or during pregnancy, unintended or unwanted pregnancies are 2 to 3 times more likely to be associated with abuse than an intended pregnancy,25 and pose a greater risk for violence than intended pregnancies.30 Of women who had become pregnant in the last 5 years, 40% that had reported IPV had also reported that the pregnancies were unwanted, in comparison with 8% of women that did not report IPV.3,34,35 When surveyed, more than 1 in 4 participants had reported being in significant conflict with their partner involved with their pregnancy, with 1 in 5 reporting physical abuse at least once by their male partner.36 IPV is associated with an increased probability of having induced or repeat abortion,1,36,37 and was nearly 3 times greater in women seeking an abortion in 2007 in contrast to women continuing their pregnancies.29,38 Additionally, men reporting perpetration more often had more involvement in their female partner’s abortion, with 1 in 3 participants reporting involvement in an aborted pregnancy, in comparison to non-abusive men,21 Males that reported IPV perpetration were also more likely to report conflicts regarding decisions related to seeking abortions with their pregnant female partners.21
1.2.4 American College of Obstetricians and Gynecologists Recommendations 

In February 2013, the American College of Obstetricians and Gynecologists (ACOG) released a committee opinion acknowledging RC and sexual coercion.29 This committee opinion recommended interventions that involve educating women on the effect of sexual and reproductive coercion on women’s choices and health. ACOG recommended counseling on strategies for harm reduction by helping women to reduce their risk for unintended pregnancy while increasing their safety and offering longer acting reversible contraceptives that are invisible to partners.29 Following these recommendations, this project focused on emergency contraception access as a harm reduction strategy to reduce the risk for unintended pregnancy among women seeking shelter services.
1.3 women seeking shelter
Some women experiencing IPV may choose to escape their abusive partner and seek refuge in a domestic violence shelter. Women seeking shelter tend to experience more severe violence than women seeking refuge elsewhere.39 In a study of 115 women reporting IPV in Massachusetts, 22% of women experiencing IPV sought help from a shelter, with about 75% using more than 2 services, ranging from medical care to restraining orders.3 Women that reside in shelter are less likely to be employed or to have an income and have lower education levels,39 and are less likely to have health insurance versus women living outside of shelter.40  A study conducted in 2011 of a sample of women aged 19-57 residing in a shelter for IPV found a high prevalence of birth control sabotage, forced sex, and interference with their access to healthcare by their partners.41 Women seeking shelter are also more likely to be pregnant than women experiencing IPV but not seeking shelter.39 While limited research is available on women seeking health care services while in shelter, in practice, community-based domestic violence shelters have sought to offer more extensive health care services. For example, when residential and outpatient oral healthcare procedures were offered to shelter clients in the Dale and Broward counties of Florida, clients in three shelters expressed great enthusiasm.42 Given these findings and the highly complicated situations facing many women seeking shelter in the context of abusive relationships, offering access to an array of services is likely to be critically important for helping women in recovery from an abusive relationship. 
1.4 project details
To our knowledge, no studies have been conducted regarding access to reproductive health care for women in shelter. Due to the high likelihood that women in shelter have experienced sexual violence (including unprotected intercourse) as well as reproductive coercion, offering EC to shelter clients is a necessary component in incorporating reproductive services into the care provided in shelter. EC is a Food and Drug Administration (FDA)-approved drug for pregnancy prevention after unprotected sexual intercourse, containing a high-dose of estrogen or estrogen-progesterone combination in a single pill. These high doses of hormones disrupt ovulation, interfere with fertilization and embryo transport into the uterus, or inhibit implantation of an embryo, however, they do not terminate a pregnancy that has already occurred. This medication can be taken up to 5 days after unprotected intercourse, although the sooner this drug is taken, the more effective it is at preventing pregnancy. This project aimed to explore the acceptability and feasibility of offering EC to clients during shelter intake by staff, while monitoring client response. As this option has not been offered before, the perceptions of shelter clients and staff were unknown.
2.0  project approach
This intervention was developed by a team of shelter staff and researchers in collaboration with Futures Without Violence, a national non-profit violence prevention organization. The study was approved by the University of Pittsburgh IRB (PRO13010571).  The Women’s Center and Shelter of Greater Pittsburgh agreed to participate in this formative research. The shelter staff received a 1 hour in-service training on emergency contraception and reproductive coercion. The training content included statistics regarding reproductive coercion, how it affects women’s health, and tactics used by abusive partners to impregnate women. Training materials also explained the use of emergency contraception, how it differed from an abortion pill, and why it is imperative to offer this resource to women experiencing violence.
The study was intended to assess acceptability and feasibility of implementing a reproductive coercion and EC provision intervention during shelter intake with surveys of both providers and clients.  The Pre-Training Survey was given to shelter staff immediately prior to the training to evaluate beliefs about EC as well as current barriers to addressing health concerns of shelter clients. Directly following the training, the Training Satisfaction Survey was administered to training attendees to elicit feedback on the training content. Three months following the training, a Post-Training Survey was administered to staff members to monitor the changes in opinions about EC and barriers related to addressing the need for EC at shelter intake.  
Throughout a six-week period after the training, home pregnancy test kits and emergency contraception were offered to all shelter clients at intake. Shelter staff assessed clients for reproductive coercion and educated clients about the safety and effectiveness of EC using an Intake Assessment Tool (see Appendix). This assessment tool asked clients specifically about whether they felt they needed emergency contraception or a pregnancy test. If the client needed a pregnancy test, a home pregnancy test kit would be given to them. If a client needed EC, a system was set up for an EC packet to be delivered to the shelter by a local reproductive health care provider. Clients were also asked to complete a Client Satisfaction Survey immediately after the shelter intake to assess client perceptions regarding the intervention, whether it was helpful to know that pregnancy tests and emergency contraception were available to them if needed, and the ease of obtaining emergency contraception.
3.0  project results

3.1 client surveys


Seventeen clients completed an Intake Assessment Tool by herself or with a shelter staff member assisting her, depending on the preferences of the client. The average age of shelter clients was 30.5 years. No clients requested emergency contraception during intake, and the majority of clients (88%) did not ask for a pregnancy test. The shelter staff gave a safety card to all but two clients (see Appendix). Staff reported being uncertain with intakes conducted with two clients, i.e., not knowing whether to give them the intake assessment tool - one was visibly pregnant at intake and another reported being in a lesbian relationship.
Fifteen clients completed a Client Exit Survey. Fourteen clients reported being asked if they needed a pregnancy test or emergency contraception. One client requested a pregnancy test, but ultimately did not need to use the test kit as her menses started shortly thereafter. No clients requested emergency contraception at intake. Thirteen clients reported receiving a safety card from a shelter advocate. Clients found it helpful to learn that emergency contraception was available to them if needed. On a scale or 0 to 4, with 0 being ‘not helpful at all’ and 4 being ‘very helpful’, clients reported an average score of 3.16 (SD=1.53).  
3.2 staff surveys
Six shelter staff members completed a Pre-Training Survey. Four (67%) staff members reported previously attending development sessions on providing domestic and sexual violence advocacy care (specific to asking clients about about health and health care). The purpose of the pre-training survey was to assess shelter staff’s opinions on emergency contraception and pregnancy tests prior to intervention implementation and to gauge barriers to asking clients about their health related concerns. All respondents strongly agreed that asking a woman if she was worried about her partner getting her pregnant when she does not want to be should be part of her safety plan. Four (67%) staff members agreed that pregnancy testing should be something offered in shelter or domestic violence advocacy programs, with two (33%) remaining undecided. All staff members disagreed with the statement “emergency contraception causes abortion.” All staff members reported being comfortable with talking to clients about pregnancy options. Qualitative reasons that health concerns may not be addressed with a client at intake included too little time, not having a policy in place at the shelter, and clients having more predominant concerns than their healthcare at intake.
Structural information regarding shelter protocols and existing services was assessed. Three (50%) staff members reported that the shelter had specific protocols regarding asking clients about health related concerns, while two (33%) reported not having such protocols, and one (17%) reported “don’t know.” Five (83%) staff members reported having a means to connect clients to clinical services, and one (17%) reported “don’t know.” Four (67%) staff members stated that their shelter did not provide emergency contraception to clients, and one (17%) staff member reported “don’t know.”  One (17%) staff member reported that educational materials regarding the health impact of DV/SV/RC were available in languages most commonly spoken at their agency, two (33%) reported not having these materials and three (50%) reported “don’t know.” When asked about ongoing support needed to confidently incorporate discussion on health related concerns with clients, five (83%) staff members included a list of clinical services and whom to call with questions, protocols that included questions to ask, and case consultation. Four (67%) staff members included workshops and training sessions, and two (33%) staff members included online training into their needed ongoing support.

Six shelter staff members completed a Training Satisfaction Survey immediately following the training to extract feedback on the training content. All (100%) staff members agreed that the training increased their understanding of how to assess for sexual violence and reproductive coercion among clients. All (100%) staff members reported an increased understanding the integration of assessing health related concerns with a client at intake. Five (83%) staff members reported an increased understanding of partnering with local family planning services to facilitate client access to emergency contraception, and one (17%) staff member remained undecided. All (100%) staff members reported an increased understanding of the safety card regarding the impact of DV/SV/RC on women’s health. Five (83%) staff members reported an increased understanding on the assessment of clients’ health concerns as part of intake, and one (17%) staff member reported “strongly disagree.” Five (83%) staff members reported an increased understanding of directly asking new clients about unprotected intercourse in the past week, and one (17%) staff member remained undecided. Five (83%) staff members reported an increased understanding asking new clients whether they would like emergency contraception, and one (17%) staff member remained undecided. All (100%) staff members reported an increased understanding in the referral of clients to local family planning services. All (100%) staff members reported an increased understanding of how to assess for reproductive coercion. When asked about actions staff members intended to do differently after the training, one (17%) staff member reported making educational materials on the health impact of DV/SV/RC available, four (67%) staff members reported making safety cards available to all clients, and three (50%) reported setting up a protocol regarding the referral of clients to a clinic for emergency contraception or pregnancy testing. When asked what ongoing support staff members needed to confidently incorporate the discussion of health related concerns into intake assessments, qualitative answers included additional training and education, role playing scenarios, aiding in language use, addressing misconceptions, and how to implement the procedures. 

Seven shelter staff members completed the Post Training Survey three months after the training occurred. All (100%) staff members reported that they were currently providing direct care to clients. The structural policies and services of the shelter were assessed. Six (86%) staff members reported that specific protocols exist regarding the assessment of health related concerns with clients. All (100%) staff members reported a means of connecting clients to clinical services. All (100%) staff reported that, despite having EC readily available for clients (via a local reproductive health provider),  their agency did not provide emergency contraception to clients. All staff (100%) reported that educational materials were available on the health impact of DV/SV/RC in the most commonly spoken languages at the agency.
Changes in the comfort levels of staff members since the training were also assessed. Six (86%) staff members reported feeling more confident asking clients about general health related concerns, and one (14%) remained undecided. Six (86%) staff members reported feeling more confident asking a client about reproductive coercion or birth control sabotage, and one (14%) remained undecided. Four (57%) staff members reported feeling more confident educating a client on longer acting contraceptive methods, and three (43%) remained undecided. Six (86%) staff members reported feeling more confident connecting a client to local family planning services, and one (14%) remained undecided. Six (86%) staff members reported feeling more confident assessing clients’ need for emergency contraception, and one (14%) remained undecided. Six (86%) staff members reported feeling more confident talking to clients about pregnancy options since the training, and one (14%) remained undecided.
Table 1. Demographics Data of Shelter Staff

	Age
	20-39
	50.0%

	
	40-59 
	17%

	
	60+
	17%

	Sex
	Female
	100%

	Race
	Caucasian
	33%

	
	African American
	33%

	
	Multi-Racial
	17%

	Years Providing Service
	Less than 5
	67%

	
	Greater than 10
	33%

	Training Background

	Social Worker
	33%

	
	Mental Health Specialist
	17%

	
	Domestic Violence/Sexual Assault Victim Services Advocate
	83%

	
	Other
	17%


Table 2. Advocate Reports of Health Assessment with Clients: Pre- and Post- Training Comparison 
	Question
	Pre Training (n=6)
	Post Training (n=7)

	Q1: How often are you giving your clients a safety card about the impact of domestic violence, sexual violence and reproductive coercion on women’s health?
	17%
	86%

	Q2: How often do you assess clients’ health concerns as a part of your intake assessment with clients?
	83%
	86%

	Q3: How often do you ask new clients directly about unprotected intercourse in the past week?
	0%
	29%

	Q4: How often do you ask new clients whether they would like emergency contraception?
	0%
	71%

	Q5: How often do you refer clients to local family planning services?
	0%
	57%

	Q6: How often do you assess for reproductive coercion (for instance, ask if someone might be messing with their birth control)?
	0%
	57%


(% respondents choosing “most of the time” or “all of the time”)
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Figure 1. Percent change in advocate reports of health assessment with clients Pre- and Post- training regarding safety card distribution
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Figure 2. Percent change in advocate reports of health assessment with clients Pre- and Post- training regarding the assessment of health concerns of clients  
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Figure 3. Percent change in advocate reports of health assessment with clients Pre- and Post- training regarding direct asking about unprotected intercourse
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Figure 4. Percent change in advocate reports of health assessment with clients Pre- and Post- training regarding offering emergency contraception to clients
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Figure 5. Percent change in advocate reports of health assessment with clients Pre- and Post- training regarding referral of clients to family planning clinics
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Figure 6. Percent change in advocate reports of health assessment with clients Pre- and Post- training regarding reproductive coercion assessment
4.0  discussion
This exploratory pilot project was intended to assess acceptability and feasibility of assessing for reproductive coercion and offering EC in a shelter setting. The overall response at the study shelter was highly positive for both clients and staff. Clients found it helpful to know resources including pregnancy tests and EC were available if to them if needed. No hesitation among staff was identified. All staff members found the training to be useful and the training resulted in changes in the intake process. Changes from the Pre- to Post-Training surveys demonstrate that staff experienced an overall increase in comfort levels in several areas of reproductive health assessment. Staff reported a large increase in distribution of the safety card to clients (Figure 1), the addressing of health concerns with clients (Figure 2), asking clients about unprotected intercourse (Figure 3), asking clients if they needed emergency contraception (Figure 4), referring clients to local family planning services (Figure 5), and assessing for reproductive coercion (Figure 6).
Overall, staff members reported that offering these services was beneficial to shelter clients. Staff reported that of the 17 women screened at intake, it was uncomfortable to screen for RC in two situations. In one situation, the client was clearly in her third trimester of pregnancy, and the other involved a client in a lesbian relationship.
Notably, this domestic violence shelter did not dispense any medications, creating a logistical challenge for the study team. Additionally, no pharmacies were within walking distance to send clients with a gift card to purchase EC. For this pilot, the shelter arranged for a local reproductive health provider to deliver EC to shelter if a client requested the medication. Other options being considered as this project continues in this shelter is to have a locked box containing available EC to clients if needed (clients would be given the code for the lockbox to take as needed). The provision of EC in a timely manner that does not require the woman to leave shelter to obtain EC is an important consideration in this work.
Shelter clients also provided significant insight into how to improve this project. With this small pilot, there were no requests for EC and only one request for a pregnancy test (that was ultimately not needed), but women expressed how helpful it was to know that this service was available. Staff wondered whether clients were hesitant to ask for the EC during intake. It may be prudent to try a lockbox (as described above) where clients are given the code to get the medication if needed confidentially (without staff knowledge). Educational safety cards were handed out to every woman but two. Shelter staff stated that no women were insulted with the offer of EC, while clients stated that it was overall very helpful to know that this service was available to them. 

Limitations exist in this study. This qualitative exploratory study was a convenience sample of staff and survivors conducted only at one domestic violence shelter with a small number of responses. This project was intended only to assess acceptability and feasibility of offering EC to shelter clients. The population at this shelter cannot be generalized across all domestic violence shelters in the United States. Additionally, this study has no longitudinal outcomes from shelter clients to assess any impact on their health. We also did not assess the women’s histories of sexual violence and reproductive coercion.
Assessing for the need for pregnancy testing and EC in a DV shelter is acceptable and feasible. Next steps include implementing a similar process across multiple DV/SA agencies to assess common barriers and identify strategies for making pregnancy testing and EC more readily available for women seeking care in shelter. Following up with women via interviews may also be helpful to explore clients’ experiences with accessing reproductive health services once in shelter. Following clients longitudinally in a larger sample across multiple sites will be necessary to assess the impact of EC provision and connection to reproductive health services for women in shelter. Additionally, ongoing staff training needs will need to be monitored with future implementation.
5.0  conclusion
In summary, shelter staff members had an increased comfort level in assessing incoming clients for reproductive coercion and offering EC. Overall, clients found it helpful to know that resources including pregnancy tests and EC were available to them. This project is new territory and as many domestic violence shelters do not have any partnerships with medical clinics, family planning clinics, or pharmacies, a logistical challenge in medication delivery exists. Finally, this pilot project was an assessment of only the acceptability and feasibility of offering EC to shelter clients at intake. Next steps include broadening the project to multiple sites and longitudinal assessment of the impact on the health and wellbeing of shelter clients.
SAFETY CARD
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Ask yourself. Has my partner ever:
v/ Tried to pressure or make me get pregnant?
v/ Hurt or threatened me because I didn’t agree to get pregnant?
If I've ever been pregnant:

v/ Has my partner told me he would hurt me if I didn’t do what he
wanted with the pregnancy (in either direction—continuing the
pregnancy or abortion)?

If you answered YES to any of these questions, you are not alone and
you deserve to make your own decisions without being afraid.

Getting Help

v/ If your partner checks your cell phone or texts, talk to your health
care provider about using their phone to call domestic violence
services—so your partner can’t see it on your call log.

v/ If you have an STD and are afraid your partner will hurt you if you
tell him, talk with your health care provider about how to be safer and
how they might tell your partner about the infection without using
your name.

v/ Studies show educating friends and family about abuse can help
them take steps to be safer—giving them this card can make a
difference in their lives.
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 [image: image8.emf]Are you in a HEALTHY relationship?
Ask yourself:

v Is my partner kind to me and respectful of my choices?
v Does my partner support my using birth control?

v Does my partner support my decisions about if or when I want to have
more children?

If you answered YES to these questions, it is likely that you are ina
healthy relationship. Studies show that this kind of relationship leads to
better health, longer life, and helps your childyen.

Are you in an UNHEALTHY relationship?
Ask yourself:

v/ Does my partner mess with my birth control or try to get me pregnant
when I don’t want to be?

v Does my partner refuse to use condoms when I ask?
v Does my partner make me have sex when I don’t want to?
v Does my partner tell me who I can talk to or where I can go?

If you answered YES to any of these questions, your
health and safety may be in danger.

Is your BODY being affected?
Ask yourself:

v/ Am [ afraid to ask my partner to use condoms?

¢/ Am I afraid my partner would hurt me if I told him I had an
STD and he needed to be treated too?

v/ Have I hidden birth control from my partner so he wouldn’t get
me pregnant?

v/ Has my partner made me afraid or physically hurt me?

If you answered YES to any of these questions, you may be at
risk for STD/HIV, unwanted pregnancies and serious injury.

Taking Control:

Your partner may see pregnancy as a way to keep you in bis life and stay
connected to you through a child—even if that isn’t what you want.

If your partner makes you have sex, messes or tampers with your
hirth control or refuses to use condoms:

v Talk to your health care provider about birth control you can control
(like IUD, implant, or shot/injection).

v The IUD is a safe device that is put into the uterus and prevents pregnancy
up to 10 years. The strings can be cut off so your partner can’t feel them.
The IUD can be removed at anytime when you want to become pregnant.

v’ Emergency contraception (some call it the morning after pill) can be

taken up to five days after unprotected sex to prevent pregnancy. It can

be taken out of its packaging and slipped into an envelope or empty pill
bottle so your partner won’t know.










surveys administered to shelter staff and clients
A.1 intake assessment tool to promote health and wellness
Today’s Date: _______

AGE of Client: _______

(To Be Administered Within First 24 hours Upon Shelter Intake)

Many women who come to our program have experienced situations putting them at risk for unwanted or unplanned pregnancies. There is a safe medication that you can take called emergency contraception (some call it the morning after pill) up to five days after unprotected sex to prevent pregnancy. 

To better understand who may need or want this medication we ask these questions of all our clients. 

Emergency contraception is available if:

· You had unprotected sex with a man (without condoms or any form of birth control) in the past 5 (five) days?  
· You had sex in the last 5 days and experienced a condom breaking, being pulled off or fallen off?  
· If your nuvaring or contraceptive patch should have been replaced with a new one in the last 5 days and was not? 
· You have forgotten to take your birth control birth control pills in the last 5 days?  
· You are worried that your partner was trying to get you pregnant when you did not want to be by having sex with you when you weren’t protected with birth control, tampering with your birth control, not pulling out when he said he would?
Would you like to receive EC or the morning after pill to help prevent pregnancy?

· Yes  

· No 

Sometimes women have had unprotected sex or things happen with birth control or condoms multiple times in one month so they are not sure if they are pregnant or not. 

Would you like a pregnancy test today, we have one here for you to take and use if you are interested? 

· Yes, I would like to take a test

· NO, not at this time

“Thank you for helping us understand what your needs were today.”


FOR OFFICE STAFF TO FILL OUT: 
“In addition to the questionnaire you just filled out, we also give out this card (safety card mentioned below) to all of our clients so they have information for themselves and they know how to help a friend or family member if they are ever worried about a partner trying to get them pregnant when they don’t want to be.”  Futures, “Did You Know your Relationship Affects Your Health?”  safety card given?
· Yes

· No

*If yes to EC, then contact Dr. Miller’s office at 412-543-8789 for EC delivery.

A.2 client exit survey

We are trying to improve the care we provide to women.  Please take a few minutes to answer the following questions. You can skip questions you don't want to answer. This is totally voluntary and won't affect the care you receive here.  Please do not write your name on this. It is totally private, no names attached.  THANK YOU!
1. Today, did your advocate give you a form to fill out asking you if needed or wanted a pregnancy test?

· No

· Yes

If yes, did you request a pregnancy test on the form? 
· No

· Yes 

If yes, did they give you a pregnancy test? 

· No

· Yes


2. Today, did your advocate give you a form asking if you needed emergency contraception or the morning after pill?

· No 

· Yes

If yes, did you request emergency contraception on the form? 
· No

· Yes

If yes, were you told how the advocate was going to make sure you got this medication within 24 hours?
· No

· Yes
3. Today, did your advocate give you a little folded card called 'Do You Know Your Relationship Affects Your Health?' talking about abuse and how it connects to your reproductive health and pregnancy?
	· No

· Yes
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4. On a scale of 0 to 4, how helpful or unhelpful was it to learn emergency contraception was available to you if you needed it?  Please circle a number below:

	0
	1
	2
	3
	4

	not helpful
	
	
	
	helpful 


5. On a scale of 0 to 4, how easy or difficult was it to get the EC pill today?

· Not applicable, I did not get the emergency contraception (EC) pill today
	0
	1
	2
	3
	4

	difficult
	
	
	
	easy 


A.3 pre-training survey for advocates

Thank you very much for joining us!   


As you know, lifetime exposure to violence is associated with multiple poor health outcomes, and is likely to impact the lives of many of the clients you work with and counsel. We are developing strategies for incorporating clinical services into the services provided by Domestic Violence (DV) and Sexual Assault (SA) agencies. 


We would like to ask you a few questions about your experiences as a DV/SA advocate talking to your clients about how exposure to DV/SA may have affected their health, and in what areas you would like to have additional training and support.  


Please take a few moments to answer the following questions. Your responses will be kept confidential. You may skip any questions that you do not want to answer, and can stop taking the survey at any time.  


We would also like to contact you in a few months to find out how useful this training was to you in practice, whether you were able to use any of the components presented, and to have you reflect on additional training, resources, and supports you want to see. 


We greatly appreciate your taking the time to answer these questions for us as we aim to improve the integration of DV/SA services with public health programs.

Date:  ________________________________________________

State:________________________________________________

Location:  _____________________________________________
1. Have you ever attended any professional development sessions specific to asking about health and health care in the context of providing domestic and sexual violence (DV/SV) advocacy services?

A) Yes
B) No
2. Are you currently providing direct care to survivors of DV/SA? (This includes counseling, advocacy, shelter services, case management.) 

A) Yes

B) No
Please tell us how much you agree with these statements:
3. Asking a woman (either shelter or nonresident support programs) about if she was worried about her partner getting her pregnant when she does not want to be should be part of helping her safety plan.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

4. Pregnancy testing should be something offered in shelter/in domestic violence advocacy programs.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

5. Emergency contraception causes abortion.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

6. I am comfortable talking to my clients about pregnancy options (carrying to term, adoption or abortion).

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

7. How often are you giving your clients a safety card about the impact of domestic violence, sexual violence and reproductive coercion on women’s health? 

A) All of the time (100%)

B) Most of the time (75% or more)

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%) 

8. How often do you assess clients’ health concerns as a part of your intake assessment with clients?
A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%) 

9. How often do you ask new clients directly about unprotected intercourse in the past week?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
10. How often do you ask new clients whether they would like emergency contraception?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  

11. How often do you refer clients to local family planning services?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  

12. How often to you assess for reproductive coercion (for instance, ask if someone might be messing with their birth control)?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  

We want to understand your thinking and how we can help other advocacy programs and you as staff as we move forward in our work.  Outside research staff will be reviewing these forms, not DV agency staff, so please give as much description as possible.

13. What are reasons that you may not address health concerns when conducting an intake of a survivor of domestic or sexual violence (DV/SV)?  (circle all that apply) 

A) Not enough time

B) Worried about upsetting the client 

C) Not sure how to connect a client to clinical services

D) Not sure how to ask questions without seeming too intrusive 

E) It is against the policy of the shelter/agency where I work

F) Other (Please specify) __________________________________________________________________

14. In your shelter/agency are there specific protocols about how to ask a client about health related concerns?

A) Yes

B) No 

C) Not applicable

D) Don’t know

15. In your shelter/agency, do you have a way to connect clients to clinical services (other than an emergency room or urgent care)?
A) Yes

B) No 

C) Not applicable

D) Don’t know

16. In your shelter/agency, do you provide emergency contraception to clients who wish to prevent pregnancy?

A) Yes

B) No 

C) Not applicable

D) Don’t know

17. Are educational materials available on the health impact of domestic and sexual violence (DV/SV) and reproductive coercion (RC) in the languages most commonly spoken in your agency? 

A) Yes

B) No 

C) Not applicable

D) Don’t know

18. What ongoing support do you need to confidently incorporate discussion of health related concerns when serving your clients? (circle all that apply)

A) Workshops and training sessions

B) Protocols that include specific questions to ask

C) List of clinical services and who to call with questions

D) Case consultation

E) Online training

F) Other (Please specify)____________________________________________________

Additional
 Comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Optional:  Please tell us a little about yourself. This information will help us better understand who we are reaching with these trainings.  Please remember this information is anonymous and confidential, no names attached.

19. What is your training background? (circle all that apply) 

A) Social worker

B) Mental health specialist

C) DV/SA victim services advocate

D) Promotora or community health worker

E) Clinic administrator/Practice manager

F) Other _______________________________

20. How many years have you been providing DV/SA advocacy services? 

A) Less than 5 years

B) 5-10 years

C) Greater than 10 years

21. How do you describe your gender?

A) Female

B) Male

C) Transgender

D) Other

22. How do you describe your ethnic background (circle all that apply)?

A) Caucasian/White

B) African American/Black

C) Native American/Native Hawaiian

D) Asian American

E) Pacific Islander American

F) Hispanic/Latino(a)

G) Multi-racial

H) Other _______________________________

23. What is your age?

A) Less than 20 years

B) 20-39 years

C) 40-59 years

D) Greater than 60 years

Thank you for your time!
A.4 training satisfaction survey for advocates

The training today increased my understanding of: 

1. how to assess for sexual violence and reproductive coercion among clients.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

2. how to discuss contraceptive methods that are not partner dependent (i.e., longer acting contraceptives).

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

3. how to integrate asking about health related concerns in an intake with a client.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

4. how to partner with a local family planning service to facilitate client access to emergency contraception.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree



Following the training today, I am more likely to: 

5. offer clients a safety card about the impact of domestic violence, sexual violence and reproductive coercion on women’s health.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

6. assess clients’ health concerns as a part of my intake assessment.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

7. ask new clients directly about unprotected intercourse in the past week.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

8. ask new clients whether they would like emergency contraception.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

9. refer clients to local family planning services.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree

10. assess for reproductive coercion.

A.  Strongly Disagree     B.  Disagree    C. Undecided    D. Agree    E. Strongly Agree
11. Please circle at least one action item that you intend to do differently following the training today:

A) Make educational materials on the health impact of DV/SV/RC available

B) Make safety cards available to all clients

C) Offer an in-service training for all of my staff on DV/SV/RC

D) Set up a protocol for referring clients to a clinic for emergency contraception or pregnancy testing visits

E) Set up new partnership with local family planning/health clinics

F) Other (please be as specific as you can) ______________________________________________________________________________________________________________________________

12. What ongoing support do you need to confidently incorporate discussion of health related concerns in all your intake assessments?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional
 Comments: ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Thank you for your time!
A.5 post-training survey for advocates


Please take a few moments to answer the following questions referring back to the training in which you participated several months ago on addressing health related concerns in domestic violence and sexual assault agencies. 


Your responses will be kept confidential. You may skip any questions that you do not want to answer, and you can stop taking the survey at any time.  We greatly appreciate your taking the time to answer these questions for us as we aim to improve the integration of DV/SA services with public health programs.  
Date:  _______________________________________________
State:________________________________________________
Location:  ____________________________________________
1. Are you currently providing direct care to survivors of DV/SA? (This includes counseling, advocacy, shelter services, case management.) 

A) Yes

B) No
Please tell us how much you agree with these statements:
2. Since the training, I feel more confident asking a client about general health related concerns.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

3. Since the training, I feel more confident asking a client about reproductive coercion or birth control sabotage.

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

4. Since the training, I feel more confident educating a client on longer acting contraceptive methods.  

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

5. Since the training, I feel more confident connecting a client to local family planning services.   

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree

6. Since the training, I feel more confident assessing for clients' need for emergency contraception?

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree
7. Since the training, I feel more confident talking to my clients about pregnancy options (carrying to term, adoption or abortion).

A) Strongly Agree

B) Agree

C) Undecided

D) Disagree

E) Strongly Disagree
8. How often are you giving your clients a safety card about the impact of domestic violence, sexual violence and reproductive coercion on women’s health? 

A) All of the time (100%)

B) Most of the time (75% or more)

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%) 

9. How often do you assess clients’ health concerns as a part of your intake assessment with clients?
A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%) 
10. How often do you ask new clients directly about unprotected intercourse in the past week?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
11. How often do you ask new clients whether they would like emergency contraception?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  

12. How often do you refer clients to local family planning services?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  
13. How often to you assess for reproductive coercion (for instance, ask if someone might be messing with their birth control)?

A) All of the time (100%)

B) Most of the time (75% or more) 

C) Some of the time (25% - 75%)

D) Not so often (10% - 25%) 

E) Rarely (less than 10%)  

14. In your shelter/agency are there specific protocols about how to ask a client about health related concerns?

A) Yes

B) No 

C) Not applicable

D) Don’t know

15. In your shelter/agency, do you have a way to connect clients to clinical services (other than an emergency room or urgent care)?
A) Yes
B) No 

C) Not applicable

D) Don’t know

16. In your shelter/agency, do you provide emergency contraception to clients who wish to prevent pregnancy?

A) Yes

B) No 

C) Not applicable

D) Don’t know

17. Are educational materials available on the health impact of domestic and sexual violence (DV/SV) and reproductive coercion (RC) in the languages most commonly spoken in your agency? 

A) Yes

B) No 

C) Not applicable

D) Don’t know

Additional 
Comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for your time!
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