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ABSTRACT
Background: Although prior research has establishthate partner violence (IPV) as a
widespread public health problem in the U.S. ditl known about IPV prevalence, help
seeking behaviors, and health outcomes among undatded Spanish-speaking

immigrants.

Purpose: To describe the IPV prevalence, help sgddehaviors and related health
outcomes among undocumented Spanish-speaking imntsgrThis study also
investigates the acceptability of IPV screening help-seeking behaviors of Spanish-

speaking undocumented immigrants in Philadelphia.

Methods: Two hundred undocumented Spanish-speakongen completed a survey that
assessed intimate partner violence, major depeesissorder (MDD), post-traumatic
stress disorder (PTSD), and health-related qu@hBQL) of life. Pearson’s chi-squared
test was used to determine the association bettheesocio-demographic variables, IPV
and the health outcomes. Logistic regression exagnine multivariate association
between the exposure and outcomes. Five individigiviews with Spanish-speaking
undocumented immigrant IPV survivors and one fagesip interview with community
health workers (CHWSs) were conducted to better tstded help-seeking behaviors,

motivations, and experiences.

Results: Sixty-nine (34.5%) of the women in the glEnscreened positive for lifetime

IPV. Of these women, 56.6% sought help from eitbemal or informal sources as a



result of the violence. Of the entire sample, 41é&%dorsed major depressive disorder
and 16% endorsed post-traumatic stress disordéullynadjusted logistic regression
models, only the association between IPV and PT&B significant (OR: 4.143, CI:
1.21-14.24). Results from the qualitative intervsandicated that screening by health
care providers (HCPs) was acceptable, the primatywation for help-seeking was
severe and/or escalating violence, and unique $ediing barriers for this population
included: lack of knowledge about IPV servicesglage barriers, and fears of

deportation (for partner or for themselves).

Discussion: Immigrants identified several help-segloarriers unique to undocumented
immigrant IPV survivors. Fears of family separatresulting from deportation and loss
of child custody are unique help-seeking barrieraihdocumented immigrants. Health
and social service organizations serving this patput should use this information to
inform IPV treatment and prevention programs fonven. The overall high prevalence
of MDD and PTSD in the sample population was higti tnere was an increased risk of
PTSD in IPV survivors compared with non-surviva@sir findings highlight the need for
guality mental health and trauma-informed serviedered to the needs of
undocumented Spanish-speaking immigrant womenydinad) increased access to mental

health services in primary healthcare settings.
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CHAPTER 1: INTRODUCTION

Background
IPV among Latinas in the United States
Although IPV affects women from all racial/ethniogps in the United States,
historically, research has explored IPV among Csiacawvomen (Klevens, 2007). More
recently there have been a number of studies timatcabetter describe the prevalence
and determinants of IPV among Latinas in the UnB&ates (Ingram, 2007; Klevens,
2007; Rodriguez et al., 2008; Zarza, Ponsoda, &ilear2009). Latinos are the largest
and fastest growing minority population in the @ditStates, compromising
approximately 16% of the U.S. population. Approxieta 25 million women living in
the United States identify as Hispanic or Latinadgiles et al., 2012). The magnitude of
the Latino population living in the United Stateslerscores the importance of research

and health interventions with this population.

Several studies have reported the prevalence ofliRdhg Hispanic populations in the
United States (Black et al., 2010; Caetano, Schéfiark, Cunradi, & Raspberry, 2000;
Hass, Dutton, & Orloff, 2000; Klevens, 2007). Thest recent nationally representative
data that includes Hispanics comes from the 20%h& Intimate Partner and Sexual
Violence Survey. The survey found that compared/tote women, Hispanic women
were more likely to report experiencing IPV in thiietime: 37.1% of Hispanic women
reported rape, physical violence and/or stalkingubyntimate partner during their
lifetime, compared to 34.6% of Caucasian womendBkt al., 2010). This is consistent

with other studies that indicate that rates of E#¥ong Latinas are higher than, possibly



up to double, the rates of violence experience@&ycasian women (Adams &
Campbell, 2012; Caetano, Nelson, & Cunradi, 200dsd+t al., 2000; Hien & Ruglass,
2009). Some research has indicated that this gisptionate risk may be explained by
relative differences between Hispanic and Caucgsigulations with respect to income,
age, alcohol consumption and geography(Klevens7;2RQnner, Novick, & Yoshihama,
2009). While some differences by race/ethnicity ldegly be explained by socio-
demographic and population differences, IPV mag differ in other important ways in
Hispanics, including in the form (including sevgyiit takes and harm it produces.
Previous studies have found that Hispanic womemane likely to experience more
severe physical IPV compared to Caucasian womeay$t Smith, 1990), and to
consider suicide after IPV experiences (Denhanh e2@07). Additionally, Latinas are
less likely to be asked about their IPV experierimebealth service professionals and are
less likely to be familiar with community resour@asilable for abused women when
compared with non-Latinos . The raised prevaleridB\6 among Latinas in the United

States warrants further investigation.

While available data suggest that IPV may be moreroon in Latina populations, a
major limitation of the nationally representativegal is that women from diverse socio-
cultural, geographic, and linguistically differeegions are categorized as one
homogenous group. While large areas of Latin Anaesitare linguistic similarities,
distinctions exist including differences in rackfatity, cultural practices, and social

norms.



IPV Experiences for Undocumented Immigrants indhged States

There are approximately 12 million undocumented ignants residing in the United
States, over half of whom are from Latin Americad &me Caribbean. Mexico is the
primary country of origin for undocumented immigi@m the United States, with 52%
of all unauthorized persons in the United StatesifMexico (Pew Hispanic Center,
2013). As of 2014, there have been no studiesttleasure the population prevalence of
IPV for populations of specific immigration statasd country of origin. Studies with
smaller and more restricted immigrant populatieng.(a mix of documented and
undocumented immigrants) report mixed results. Sbave found that immigrant
women (not stratified by immigration status) arereniikely to experience IPV (Adams
& Campbell, 2012; Raj & Silverman, 2002), more like be the victim of a homicide
by an intimate partner (Raj & Silverman, 2002), amare likely to stay in an abusive
relationship when compared to non-immigrants inlk® (Torres, 1991). Others have
reported that immigrant women experience IPV atstmae rate or less frequently than
non-immigrant women (Torres, 1991). These studigsgily include immigrant women
from Latin American and South Asia. Similar to di#tnces in the observed frequency of
IPV among non-immigrant populations in the Unitedt&s, these patterns may reflect

differences in study samples as well as study desig

Undocumented immigrants face unique challengesitifiaence their experiences with
IPV and their decision to seek help as a resulhyMd the risk factors associated with
IPV (discussed in detail below) disproportionatatiect undocumented immigrants. For

example, undocumented immigrants are almost tvsdikely to have incomes below



133% of the federal poverty level compared to reabern U.S. residents. They are also
more likely to be younger than the native-born pafon (2009). While a large literature
exists on the risk and protective factors of IPRdocumented and/or immigrant women
may be more vulnerable to IPV and less likely teksieelp than U.S. women because of
disparities in English language proficiency, soeamnomic status, social isolation, and
fear related to immigration status (Runner et24lQ9). Prior research has also explored
the extent to which differences in acculturatiottgras between male and female
Mexican immigrants may lead to increased maritsirdss, another risk factor for IPV

(Runner et al., 2009; Sokoloff & Dupont, 2005).

Scope of Problem

IPV is one of the most common forms of violenceiastavomen globally (Watts &
Zimmerman, 2002) and by definition includes actplofsical, sexual,
emotional/psychological abuse, and controlling vedra between partners in an intimate
relationship (World Health Organization, 2002). @ohing behaviors include limiting

or restricting access to family and friends, finahoesources, work, education, and
health care services (World Health Organizatioi®2)0Based on a review of global
population-based studies, the lifetime prevalerfd®d worldwide is estimated to be as
high as 70% (Garcia-Moreno, Jansen, Ellsberg, H&is#atts, 2005; Heise, Ellsberg, &
Gottemoeller, 1999). In the United States apprataty 25-33% of women report being
physically abused and/or raped by an intimate pailack et al., 2010; Tjaden &
Thoennes, 2000). Data from the 2010 National Inenfartner and Sexual Violence

Survey found that 35.6% of women have experientsdipal violence, rape and/or



stalking by an intimate partner in their lifetimie.the same study, 5.9% of women in the
United States reported experiencing rape, physio&nce, and/or stalking by their
partner in the previous 12 months (Black et alL®OPrior victimization is a risk factor
for IPV, and for women who report IPV, re-victimtman is common (Walton-Moss,
Manganello, Frye, & Campbell, 2005). Approximat#l$ million women are raped or
physically assaulted by an intimate partner eaeln, yesulting in approximately 4.8

million incidences of rape or abuse (Tjaden & Thwes) 2000).

Risk Factors for IPV

Previous research has identified factors at thighdal, interpersonal, community,
institutional and policy levels associated with likelihood of experiencing IPV.
Individual risk factors include youth, mental ilbg impulsivity, previous abuse,
homelessness, heavy drinking, and poverty (Cung2&diQ; Feder, Hutson, Ramsay, &
Taket, 2006; Jewkes, 2002; Shobe & Dienemann, 20@8ton-Moss et al., 2005).
Interpersonal risk factors include marital con8lianarital instability, financial distress,
substance abuse, and family history of violencen{€rs for Disease Control and
Prevention, 2010; Cunradi, 2010). Examples of comtgtevel risk factors include
social norms that promote or accept violence anudstility toward women, high density
of alcohol outlets, neighborhood poverty, and dbc@isorganized neighborhoods
(Centers for Disease Control and Prevention, 2(xamples of policy-level risk factors
include lack of comprehensive policies that proteomen, lack of clarity regarding the
provisions of the policy, and/or lack of enforcernehexisting policies. Figure 1 below

summarizes the multiple levels of influence andvtes examples of risk factors at each



level. While Figure 1 indicates that risk factondze categorized into distinct levels of
influence, each levels influences others. For exaraws and policies that protect
survivors of IPV are likely to influence social aodmmunity norms around the

perpetration and reporting of IPV.

Figure 1. Social Ecological Model: Risk Factors oY

Institutional /Policy
(Laws protecting women,
awareness of laws,
enforcement of laws)

Community
(Social Norms around women,
Neighbordhood Poverty, Alcohol
Outlet Density)

Interpersonal
(Marital conflict, poverty,
substance use, Family Violence)

Individual
(Age, Mental Health Status,
Impulsivity, History of Abuse,
Substane Use, Homelessness,
Poverty)

Health Consequences of IPV

The health consequences of IPV against women aegesand numerous, affecting short
and long-term physical and mental health. Figuieffom a 2013 World Health
Organization report, and outlines the negativethesffects of IPV. Similar to findings
from other studies, the WHO reports that in additio a wide range of short-term

physical health problems—such as bruises, cutd¢swaioken bones, and lacerations—



survivors of IPV aremore likely than their non-abused counterpartsgpor poor long-
term physical healtbutcome including irritable bowel syndromeardiovascule
disease, chronic paianc hypertension. Additional research reports thetims of IPV
are also more likely teepor asthma, diabetes, headaches, consexatall transmitted
diseases, including HI\have complications in pregnancy, and havelaortior (Black

et al., 2010; Campbel2002 Ann Coker, 2005; World Healt@rganizatior 2013).

Figure 2. IPV andHealtl Effects

INTIMATE PARTNER VIOLENGE
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Female survivors of IPV also report worse mentaltheoutcomes than their non-abused
counterparts, including increased rates of depyaspiost-traumatic stress disorder
(PTSD) and chronic mental illness (AL Coker et 2002; Fedovskiy, Higgins, &
Paranjape, 2008). Severity, frequency, and tyd@dfexposure predicts the severity of
mental health symptoms in IPV survivors. Women wRperienced IPV at a young age
or who report multiple types of IPV are at increshggk for negative mental health
outcomes (Carlson, McNutt, Choi, & Rose, 2002). M/bstablishing a causal and
temporal link between IPV experiences and mentalth@utcomes is methodologically
challenging, previous research has found a stresgcation between major depressive
disorder (MDD) and PTSD, with IPV (Fedovskiy et @008; Nixon, Resick, & Nishith,
2004). Conversely, IPV survivors who receive cagatbehavioral therapy for PTSD
and/or depression have been shown to experiene¢H¥sin the future compared to
survivors not receiving therapy (Iverson et al.120 These and other studies indicate
that the relationship between mental health anddidériences is complicated and that
mental health is likely both a risk factor and aue of IPV (Bell, Cattaneo, Goodman,

& Dutton, 2008; Iverson et al., 2011; Perez & Ja@m<008).

Major Depressive Disorder (MDD) is a leading caakdisability in the United States,
particularly among ethnic and racial minority greyfonzalez, Tarraf, Whitfield, &
Vega, 2010). The National Institute of Mental HealtCollaborative Psychiatric
Epidemiology Survey found national prevalence estés of 8.1% for the 12-month and

18.6% lifetime prevalence of MDD in U.S. adults b8 years old. In the same study,



Mexican Americans and foreign-born populations luaekr rates of depression
compared to their Caucasian counterparts (lifetiheD: 14.5% Mexican Americans;

20.4% Whites; 12.4% foreign-born) (Gonzélez et2010).

Post-traumatic stress disorder (PTSD) is an anxistyrder that is a result of
experiencing or witnessing traumatic events. PTS8ften characterized by reliving the
traumatizing incident through flashbacks and nigires, the avoidance of specific
thoughts or situations, and experiencing feeliigs disrupt everyday life (American
Psychological Association, 2013). Based on data fifve U.S. National Epidemiological
Survey on Alcohol and Related Conditions, the plexvee of lifetime PTSD in the

United States is 6.4%, with women being more sugadego PTSD than men (8.6% vs.
4.1%) (Pietrzak, Goldstein, Southwick, & Grant, 2DJAmong women expressing PTSD
symptomology, sexual assault and physical abuse & intimate partner are two of the

most common traumatic events experienced (Pieekzak, 2011).

Gaps in Knowledge

There is currently no consensus in the literatbi@awhether undocumented Latina
immigrants are more likely or less likely to exgece IPV compared to documented
persons living in the U.S. The lack of researcthwitmigrant populations is a gap in

knowledge in the field of IPV.

Within the U.S., undocumented immigrants vary frome geographic region to another;

country of origin and the socio-environment likalgcount for these (Passel, Cohn, &



Gonzalez-Barrera, 2013). Family and community attarsstics, religious beliefs, and
socio-cultural norms in their country of origin mal influence IPV and help-seeking
experiences. Furthermore, experiences in the UStates, including community
characteristics, social, cultural norms, and abélgrograms and policies are all likely
to influence the IPV prevalence and help-seekirga®rs of immigrants. More research
is needed to understand the unique experienc@sroigrant groups living throughout the
U.S. There are currently no published studieslta exclusively at the prevalence of
IPV and/or help-seeking behaviors of undocumenfehish-speaking women in a
northeastern city of the United States. In a lite@review, one qualitative study was
identified that investigated the help-seeking b&bravof undocumented immigrant
women (Reina, Maldonado, & Lohman, 2013). The curstudy will add to the existing
body of knowledge by investigating the IPV prevakeand help-seeking behaviors of
undocumented Spanish-speaking immigrant women ilad®@iphia. The specific aims

and hypotheses of the study are presented in Hosvfng section.

Specific Aims
This dissertation project aims to better understaedassociations between the
prevalence of IPV, IPV help-seeking behaviors, aealth among an urban, Spanish-
speaking, undocumented female immigrant sample siudy uses a mixed methodology
approach to data collection: a quantitative Wométeslth Survey and data from
individual and focus group interviews. Informatifvam multiple sources and

perspectives will emerge from this research, indgdPV victims, healthcare

10



professionals, social service providers, and amewdf available programs and policies

that affect undocumented IPV victims.

Specific Aim 1To describe the prevalence of intimate partnerevioé and help-seeking
behaviors among undocumented Spanish-speaking irantgyin an urban primary care

clinic.

Hypothesis laUndocumented Spanish-speaking immigrant womeemexpce

IPV at an equal rate as the general U.S. populatievomen.

HypothesislbUndocumented Spanish-speaking immigrant women have
experienced IPV are more likely to seek help fraforimal networks (e.g.
friends, family) than formal networks (e.g. polit@spitals, non-profit

organizations, NGO's).

Specific Aim 2To describe the functional and emotional healthrafocumented
Spanish-speaking immigrant women who have expezkiieV compared to

undocumented Spanish-speaking immigrant women \alie hot experienced IPV.

Hypothesis 2atUndocumented Spanish-speaking immigrant women who
experience IPV are more likely to endorse majorelegve disorder and post-
traumatic stress disorder (PTSD) compared to timrabused undocumented

Spanish-speaking immigrant counterparts.

11



Hypothesis 2btUndocumented Spanish-speaking immigrant women who
experience IPV are more likely to report lower tieaélated quality of life
compared to their non-abused undocumented Spapéstkisng immigrant women

counterparts.

Specific Aim 3To document the IPV help-seeking behaviors of undwnted Spanish-

speaking immigrant women who experienced IPV winiag in Philadelphia.

Theoretical Framework

To better understand how women comprehend theireériences and the factors that
influence their decision to seek help, a theorlap-seeking as outlined by Liang et al.
(2005) was selected to guide the development ofjtiaditative elements of this research.
This model of help-seeking behavior integrates eleisiof the ecological model and

stages of change models.

According to Liang et al., there are three primaycesses of help-seeking, each
influenced by individual, interpersonal, and soaitaral factors. The authors emphasize
that although the help-seeking processes are shewhree discrete mechanisms in the
model, they are all inter-related and do not prddeea linear fashion, as indicated by the
double arrows in the model (Liang, Goodman, TumnaNdara, & Weintraub, 2005). The
processes of help-seeking outlined in the Liarg.ehodel are described briefly here.

While the Liang et al. model of help-seeking wasdawsigned specifically for IPV work

12



with undocumented immigrant populations, a stremdtime model is that it can be easily
adapted to include a range of influential fact&samples of individual, interpersonal,
and sociocultural influences that are unique touthgocumented immigrant population
in this study have been integrated into the desonf the model below to show how it

will be adapted to fit the target population.

Problem Recognition and Definition

Women who have experienced IPV and the professamabd work with survivors of
violence, including health care workers, policej ancial service providers, may all
define IPV differently. How a woman defines her espnces, and whether or not she
considers the actions to be abusive, influencasdfwith whom she may seek help.
Whether and how a woman recognizes and defingsrtidem is influenced by
individual factors, such as how ready she is toer@ianges in her life, which
incorporates stages of change theory (DiClemenrak,e1991). For example, if a woman
is in a pre-contemplative stage, she is unlikelgigbne her experience as abuse and
therefore is unlikely to be contemplating seekie{pt{Liang et al., 2005). Interpersonal
factors, such as the constantly changing natutleeofelationship with an intimate
partner, and the reactions of friends and familgd¢oounts of abuse, shape a woman'’s
recognition and definition of abuse. Finally, largecio-cultural influences, such as
typical gender roles as well as cultural and religinorms, all influence if and how
abuse is recognized and defined (Liang et al., R0®%ong undocumented immigrants
from Latin America, problem recognition and defimit is an important concern. Typical

gender roles in which women are passive or subwaigsitheir male partners and

13



observed family relationships in their country ofgyon may influence women to view
certain forms of partner violence as normative beia (Fuchsel, Murphy, & Dufresne,

2012; Kyriakakis, Dawson, & Edmond, 2012; SokokfDupont, 2005).

Decision to Seek Help

Help-seeking decisions are influenced by the sgvand frequency of the abuse, cultural
norms, gender roles, and prior help-seeking expee® Previous research has found that
women who recognize the abuse as a problem, arevéehe problem will not be
resolved without the help of others, are most jikelreach out for help (Liang et al.,
2005). Also drawing on a stages of change modelr ptudies have found that women
often first reach out to informal support networksch as friends and family, and
become more likely to draw on formal support nekgpsuch as law enforcement and
social service providers, when violence escaldtis@ et al., 2005). Prior experiences
include both informal and formal experiences. fobrmal networks minimized the IPV
experiences in the past or if formal networks werable to provide necessary and
culturally appropriate support, women will be I&ksly to seek help again in the future
(Liang et al., 2005). In addition to the individumiterpersonal and sociocultural
influences described by Liang et al., the targgiytettion in this research likely face a
number of unique challenges during the help-segfingess including language barriers,
fear of law enforcement linked to immigration s&gtand lack of social support caused
by immigration (Adams & Campbell, 2012; Ammar, QfJ@®utton, & Hass, 2012;

Bauer, Rodriguez, Quiroga, & Flores-Ortiz, 2000¢ksel et al., 2012).

14



Support Selection

Selection of the “help provider” refers to the pres of deciding with whom to seek help
and is typically categorized as either formal doimal help-seeking. Prior research has
found that help-seeking is potentially benefic@itomen, with informal help-seeking
improving the mental health outcomes of women (idecig MDD and PTSD) (Carlson et
al., 2002), and formal help-seeking making woness llikely to experience serious
physical IPV in the future (Goodman, Dutton, Vank&3dNeinfurt, 2005; Liang et al.,
2005). In deciding to seek help, factors suchwasman’s personal coping style, cost-
benefit analysis of her loss of privacy, strendgtsarxial relationships, and cultural norms,
may all influence her decision (Liang et al., 200/)r undocumented Spanish-speaking
women in South Philadelphia, support selection alag be influenced by additional
factors including language batrriers, cost of sefack of health insurance, lack of
familiarity with the health, social and legal syste and the policies and programs

related to IPV in Philadelphia and nationally.

Using the theory proposed by Liang et al. and ipotating previous knowledge about
factors that influence IPV specific to undocumentathigrants and Latinos, in
conjunction with commonly used standardized sumsyruments, this study investigates
the prevalence of violence, the help-seeking benawaf female IPV victims, and the
health outcomes correlated with IPV among undocuete8panish-speaking immigrants
in South Philadelphia. The screening and refemattces of health and social service

professionals are also explored.
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Methods
Research Design
Data were collected to address the three spedifis af this project, and the mixed-
method design included an initial quantitative syrphase, followed by a qualitative
phase. The quantitative portion of the study (8jge&ims 1 & 2) collected information
on the prevalence of IPV, the help-seeking behawbmwomen who have experienced
IPV, social support, and the mental and physicalthestatus of women in the target
population. The primary data was collected throaghiomen’s Health Survey
(Appendix 1) administered &uentes de Saludescribed below). Quantitative data

collection was completed between August 2013 any R04.4.

Study Sample

Recruitment for this study was conductedPaentes de Salyd health clinic in South
Philadelphia that serves mostly undocumented Spameaking immigrants at a bi-
weekly primary health clinic and at their Latinar@ounity Health Services (LCHS)
location, an obstetrics and gynecology clinic. LC$&8ves women exclusively. Potential
participants were recruited from the waiting roonb@th clinics and asked if they would
be willing to participate in a Women’s Health Suyyadministered in a private room.
Women, both patients and those accompanying psatieatween 18-64 years old, were
approached to complete the study questionnaire @fitiergoing the clinic’s routine
triage process. Patients determined to be in neadute or emergency medical care,

who were visibly intoxicated, or who did not spdlilent Spanish were not recruited to
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participate in the studyWomen who were interested in participating and wiet the

age and medical requirements were escorted tovatpnioom. Before completing the
Women'’s Health Survey, the researcher assesseachthigration status and relationship
history of potential participants. Only women wheresundocumented and had been in
an intimate relationship with a male partner dutimgr lifetime were deemed eligible to
complete the survey. Women who were currently ialaunsive relationship with an
intimate partner were provided with safety planramgl explained their options for help-
seeking, including domestic violence organizatighsrapy, counseling, and legal action.

Follow-up appointments and referrals were madeppiaable.

To be eligible to participate in the individualentiews, participants must have
completed the Women’s Health Survey and reporte@thgaexperienced IPV while
living in Philadelphia. Women who met these requieats were asked if they were
interested in participating in an individual intew at a later date to assess their
knowledge of IPV resources available to them aed #xperiences speaking with their
health care provider about IPV. Individual intewgwere completed with five
immigrant women and were conducted in Spanishrir@es lasted between 30-60

minutes.

Community health workers (CHWSs) were recruited frieoentes de Salud to participate
in a 45-minute focus group that explored their klznlge of IPV, acceptability of IPV

screening, and referral practices. All six CHWs kuaog with Puentes de Saludere

1 In the case that a women is ineligible because they are in need of immediate medical attention or are
visibly intoxicated, the triage nurse was informed so that clinic staff could attend to the patient
appropriately.
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eligible did participate ithe focus group. Example questions forfiheus groups and

interviews are provideoh Appendix 2.

Data Collection \Women’ Health Survey, Individual Interviews, akRdcus Groups

Figure 3: Overview oStudy Phases

1A:
Phase 1 —— Quantitative
Survey

2A: Focus
Group with
CHWs
Phase 2
2B: Individual
Interviews with
IPV Survivors

Phase 1A: Womehetweel the ages of 18 and 64 years old who visReénte de Salud
or LCHS for healttservice and met the eligibility criteria wemecruitecto complete the
Women'’s HealttSurvey If they agreed to participate, women wesgorte to a private
room, received detailec explanation of the study, and then providea consent in
Spanish if they agreed fmarticipate. Each survey took between 15¥80ute: to
complete and includeskvel sections: (1) demographic information, (@altt-related
quality of life, (3)depressiot (4) social support, (5) IPV experiencéd) help-seeking
behaviors, and (BTSD All survey questions were administered orallyspanish by
the author of thiglissertatior (See English and Spanish-languagesion: of the survey

instrument in Appendid.) Women were compensated $10 cashtei time.
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Phase 2: The qualitative phase of this project{fipeéAim 3) includes (Phase 2A) the
results from focus group interview with CHWs whorwavith undocumented Spanish-

speaking immigrants and (Phase 2B) individual ingsvs with IPV survivors.

The focus group with the CHWSs, who are social fiinatlay persons who provide a link
between their community and health and social sesyiexplored IPV knowledge,

referral practices, and acceptability of IPV sciegrby health care providers. A focus
group was selected as the preferred methodologh&€HWSs because focus groups
often give rise to topics that may not have beditipated by the researcher as a result of
the group dynamic. Focus groups were also deemexhtajeous over interviews in this
context because they allow for the collection dhdeom more participants in a shorter
time period, and reflected a more natural intecacin practice. CHWs were instructed
not to disclose personal information or discus$viddals, limiting concerns about

confidentiality.

The individual interviews (Phase 2B) with womenlexgd IPV screening experiences
and preferences and their help-seeking behavites @fperiencing IPV. Individual
interview methodology ensured that women were ske¢d to disclose private or
embarrassing information in front of their peerd areated a safe environment for the
individual participant to discuss. Women who congdethe Women'’s Health Survey
and reported currently experiencing IPV or havirgegienced IPV in a recent
relationship while living in Philadelphia were ited to participate in an individual

interview. Individual interviews took between 30#8inhutes to complete and women
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were compensated $20 for their participation. Admen who participated in individual

interviews provided oral consent.

Measurement: Variables and Instruments

The Women'’s Health Survey collected informatiomgamultiple validated instruments.
Based on feedback from members of the target pbpalthe language in some
instruments was adapted slightly to improve comg@nsion. This section provides
background information and an overview of eachhefdifferent instruments used in data
collection. A complete English and Spanish languagsion of the Women'’s Health

Survey is provided in Appendix 1. All surveys wadministered in Spanish.
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Table 1. Variables for Quantitative Analysis

Conceptual | Variable | Variable |Measure Instrument

Model Area Name

Input/Exposure IV IPV 5-point Index of Spousal Abuse to

Variable Likert scale | measure physical and non-

ranging from| physical IPV
0 (never) to
4 (always)

Covariate v Social Likert scale | Medical Outcomes Study Social

support ranging from| Support Survey to assess the
1 social support of women
(never/none
of the time)
to 5
(always/all
of the time)

Covariates \Y IPV risk | Open-ended| Questions about: educational
and guestions | attainment, insurance status,
protective marital status, alcohol and drug,
factors age, country of origin, education

status, marital status, and
occupation

Outcome DV Help- Dichotomous Adaptation of the domestic
seeking |and open- |violence module from the

ended Demographic Health Survey.
guestions Help-seeking was categorized as
none, informal, or formal

Outcome DV Major 4-point Center for Epidemiologic Studie
Depressive Likert Depression Scale to assess the
Disorder |ranging from| prevalence and severity of MDD
(MDD) 0 (rarely or | among survey respondents

none of the
time) to 3
(most or all
the time)

Outcome DV Post- 5-point Post-traumatic Stress Disorder
traumatic | Likert scale | CheckList-Civilian Version to
Stress ranging from| assess PTSD symptomology
Disorder |1 (not at all) | among survey respondents
(PTSD) |to5
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(extremely)

Outcome

DV

Health-
related
quality of
life
(HRQL)

12-item

SF-12 survey to assess the me

guestionnair¢and physical HRQOL among

with
dichotomous
and Likert
scale
guestions

survey respondents.

ntal
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Exposure variable —Index of Spouse Abuse

The Index of Spouse Abuse (ISA) is a validated (Bexh’s alpha 0.90) 30-item
guestionnaire that was designed to measure thalprese and severity of physical and
non-physical IPV against women (It does not meastakking behaviors by an intimate
partner). They survey was designed to be self-adtered, with most women being able
to complete the questions in approximately 5 migwiarticipants respond to the
guestions on a 5-point Likert scale ranging fro(méver) to 4 (always). Based on the
responses, individual questions are weighted andstwres are calculated: a physical

ISA score (ISA-P) and a non-physical ISA score @SR) (Hudson & Mcintosh, 1981).

The ISA has been validated across multiple settimgiependent evaluations by
experienced therapists, considered to be the gafdiard in determining if a women has
experienced IPV, have been used to validate the(Fe#ukollu, 2003). The ISA has
been validated with Spanish-speaking populatioasiting populations in El Salvador,
Spain, Peru, and Mexico (Monge, Iglesias, Sanchele Lecea, 2011). Furthermore,
Spanish-language versions have been used to mdBSueenong US immigrant

populations, including Mexican immigrants (Fedoysid al., 2008).

Mediator— Medical Outcomes Study Social Supponeur

The Medical Outcomes Study Social Support Surve@8BSS) is a 19-item validated
scale developed to measure functional social stigpeong patients with a chronic
illness. It was originally tested on 3000 patiantthree different geographic locations in

the United States (Frank-Stromborg & Olsen, 20@djns are scored on a Likert scale
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ranging from 1 (never/none of the time) to 5 (ale/ayl of the time). The instrument
contains four subscales: emotional/informationfiéciionate, tangible, and positive
social interaction. There have been a limited nunobstudies that have used a Spanish-
language version of the scale and only one studyidentified that sought to validate the
Spanish-language MOS SSS (Revilla Ahumada, Lun&dstillo, Bailon Mufioz, &
Medina Moruno, 2005; Salinero-Fort et al., 2013)e Buthors concluded that the MOS
guestionnaire is valid in Spanish; however the darfgr the study consisted of patients
in a primary care setting in Spain, a country vgigmificant linguistic differences as
compared to Mexico (Revilla, 2005). Although tmstrument has not been as widely
used in Spanish compared to other scales that messcdal support (e.g. Norbeck
Social Support Questionnaire, Interpersonal Sudpeatuation List), the MOS SSS was
chosen because it is shorter and does not reqatieipants to write the names of their
social support network on paper. Writing down nawfesontacts is likely to be
uncomfortable to the target population in this gtudl Mexican community health

worker and native Spanish-speaking social servioeiger from Puentes de Salud
revised the instrument and helped adapt the larggioaga primarily Mexican audience.

The adapted versions of all the Spanish languasjauments are in Appendix 1.

Covariates —Demographic Characteristics and IPVtBctive and Risk Factors
The Women'’s Health Survey was used to collect deapdgc and IPV risk/protective
factor information. Examples of demographic varasitollected include: age, country of

origin, education status, marital status, and oatiap. IPV risk/protective factor
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guestions include: insurance status, alcohol and dse, and marital status. These

variables were used to measure control for knogkand protective factors of IPV.

Covariate— Medical Outcomes Study Social Suppoxesu

The Medical Outcomes Study Social Support Surve@8BSS) is a 19-item validated
scale developed to measure functional social stigpeong patients with a chronic
iliness. It was originally tested on 3000 patidntthree different geographic locations in
the United States (Frank-Stromborg & Olsen, 200vrBourne & Stewart, 1991). ltems
are scored on a Likert scale ranging from 1 (nexer of the time) to 5 (always/all of
the time). The instrument contains four subscaewmtional/informational, affectionate,
tangible, and positive social interaction. Thereehbeen a limited number of studies that
have used a Spanish-language version of the sedlerdy one study was identified that
sought to validate the Spanish-language MOS SS8l[@Ahumada et al., 2005;
Salinero-Fort et al., 2012). The authors conclutied the MOS questionnaire is valid in
Spanish; however the sample for the study consatedtients in a primary care setting
in Spain, a country with significant linguistic flifences than Mexico (Revilla, 2005).
Although this instrument has not been as widelyuseSpanish compared to other scales
that measure social support (e.g. Norbeck Socipp&t Questionnaire, Interpersonal
Support Evaluation List), the MOS SSS was choseadse it is shorter and does not
require participants to write the names of theaialosupport network on paper. Writing
down names of contacts is likely to be uncomfogdblthe target population in this

study. A Mexican community health worker and naBganish-speaking social service
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provider from Puentes de Salud revised the instniraed helped adapt the language for

a primarily Mexican audience.

Outcome variable —Demographic Health Survey

The IPV help-seeking section of the Peru DHS wagptatl and administered to women
who reported experiencing IPV as determined byridex of Spouse Abuse (ISA).
Although the Peruvian instrument is in Spanishgdistic differences exist between Peru
and Mexico. In order to ensure that the target fadjmn understood the survey
instrument, the language was reviewed and revigdd/t native Spanish-speakers: a
Mexican community health worker and a social seryimvider at Puentes de Salud.

Less than five minor modifications were made toitistrument.

Demographic Health Surveys (DHS) are nationallyesentative surveys administered
in over 70 countries around the world and measuwvla range of health and social
indicators, including family health, nutrition, amgtalth. The complete DHS include
guestionnaires, biomarkers, and geographic dataltect information from participants
(DHS, 2013). In some countries where the DHS isiaditered, the survey includes a
sub-section on domestic violence, measuring theapeace, incidence, and help-seeking
behaviors of adult women. The DHS is not admineten the United States and was last
administered in Mexico in 1987 (DHS, 2013). Neitbéthese surveys included the
domestic violence section, and therefore the DH&tjons related to domestic violence

used in this study come from an instrument adnengst in Peru in 2009 (DHS, 2013).
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Outcome variable —Center for Epidemiologic Stufepression Scale

The Center for Epidemiologic Studies DepressioneSEES-D) is a 20-item validated
scale that was designed to measure depressive aymlagy in epidemiological studies
with the general adult population. The scale waldped in English and originally
validated in the United States(Radloff, 1977). Ehale is scored on a 4-point Likert
scale, with responses ranging from 0 (rarely orengiithe time) to 3 (most or all the
time). The maximum score is 60, with higher scane#cating more depressive
symptomology. A score of >15 is used to identi@tipants with Major Depressive
Disorder (MDD)(Radloff, 1977). Participants who ogpa score >15 will be considered

to have endorsed MDD.

The CES-D has been used with Spanish-speaking atqgms in the United States and
has been found to be reliable. A study of the Sgpanersion of the CES-D with Mexican
Americans found that there were no significantetéghces in the quality of data,
including missing measures and internal consisteal@gbility, when compared to White
Americans (Cronbach’s alpha 0.88)(Roberts, 1980 CES-D Spanish-language
version has been used in an IPV study with US imamgMexican immigrants in the

past(Fedovskiy et al., 2008).

Outcome Variable—Post-traumatic Stress DisorderdRhest-Civilian Version

The Post-traumatic Stress Disorder CheckList-Ginil/ersion (PCL-C) is a

standardized scale for assessing post-traumagissstlisorder (PTSD). It is comprised of
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17 items and designed to be self-administered.cArsgversion of the scale is also
available for participants with military experiescdhe PCL-C is scored on a 5-point
Likert scale and asks respondents to rate how riheshhave been bothered by specific
problems, with responses ranging from 1 (not attalb (extremely). Scores can range
from 17-85 with a higher score indicating more PTSIihptomology. Participants with a
score >44 will be considered to have endorsed PT&spondents using the Spanish
version of this scale have been found to have aunbatly similar scores to those
completing the English language version (Measur&P2013). One identified study has
utilized the PCL-C to measure PTSD symptoms amaspgdthic survivors of

IPV(Rodriguez et al., 2008).

Outcome Variable— Short Form Health Survey

The Short Form Health Survey (SF-12) is a 12-itetiradministered survey measuring
functional and mental health-related quality of fHRQL). The domains of the SF-12
each have a standardized mean of 50 with possibles ranging from 0-100. A higher
score indicates better overall health. The SF-12 adapted from the longer SF-36,
which was originally developed to survey the heatdtus in the Medical Outcomes
Study. The SF-12 measures eight different subscdlplysical and mental health over
the past four-week period (Ware Jr, Kosinski, &1Kel1996; Ware Jr & Sherbourne,
1992). Several prior studies have used a SpanisheveSF-12, although none reported
information on the validity of the Spanish-languagesion (Hillemeier, Weisman,
Chase, & Dyer, 2008; Klevens, 2007). After reseaglalternative instruments, the

Spanish-language SF-12 was deemed to be the s&stnent available for this study.
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Study Strengths & Limitations

IPV impacts women of all races/ethnicities and ssrall social strata (Black et al., 2010;
Tjaden & Thoennes, 2000). However, undocumenteaiSipapeaking immigrants
represent a particularly vulnerable population aredwidely underrepresented in health-
related research, and specifically in violence mgfavomen research. This may be
because undocumented immigrants are more reluctgirticipate in research due to
their immigrant status, researchers are hesitamskabout sensitive immigration
information, language barriers, and/or because eundented immigrants are treated as

an invisible population in the United States.

Strengths of this study include the measuremephgsical health and mental health. In
addition to providing knowledge to the field of IPNwill provide information to guide
the development/ improvement of programs that semdwcumented immigrant IPV
survivors. An additional strength of the study ig connection and knowledge of this
particular community. | have been working with Piesrde Salud for several years and
have built a trusting relationship with communitsilseholders as well as with health and
social service providers who treat the target paorh. My prior work with Puentes de
Salud laid the groundwork for this dissertatioregesh. It introduced me to the target
community and provided me a unique understandinpefanguage and socio-cultural
norms of undocumented Spanish-speaking immigrarihiladelphia. Prior to my work

with Puentes de Salud | worked with Spanish-speplkimdocumented immigrants in
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Washington, DC and Arizona. My connection with Preerde Salud allowed me access

to a vulnerable population that is not easily aseddy researchers.

The descriptive statistics measured in this studynacessary both to inform the work of
health and social service providers working with target population and to advance
future research and work with the target populatidirough understanding the
magnitude and severity of the problem, health aathéservice providers can make
educated decisions on how to direct additionalussses of programs. Future research,
possibly examining the pathways by which IPV impazrtain physical and mental
health outcomes, is dependent on first understaritim prevalence of IPV and the
correlation with health outcomes. This study pregic@ strong base for future
programmatic and research activities related to dfng undocumented Spanish-
speaking women in Philadelphia, particularly fangdgudinal research with this

population to measure how IPV and help-seekingWehachange over time.

One limitation of this study is the sample. A comesce sample of women seeking
primary health care services is not a represemtagwnple of the community. The sample
of women at the health centers was not selectetbraly. The non-representative sample
reduces the generalizability of the findings toestpopulations. Furthermore, the cross-
sectional nature of the study does not allow forgeral associations. Future research in
this area may benefit from using a random samplegign and expanding the sample

population.
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Dissertation Overview

The dissertation will follow a three-manuscript regavith each of the next three
chapters addressing one of the three specific piegented in this chapfein Chapter 2,

| present the prevalence of IPV among the targpulation of female Spanish-speaking
undocumented immigrant between the ages of 18-@wdre at a primary care health
clinic and describes the association of IPV witmdgraphic, risk, and protective factors.
It also describes the IPV help-seeking behavioi®Wwfsurvivors. Chapter three
describes the functional and emotional health ahew from the study sample,
comparing those who have experienced IPV during lifietime to those who have had
no IPV experiences. Chapter four examines how Clidderstand and refer women
who are experiencing IPV for additional servicesyell as disclosure and help-seeking

behaviors of undocumented immigrant IPV survivors.

Finally, the conclusion outlines the key findingsrh the three research hypothesis,
discusses areas for future research and makes memaaations for primary health care
clinics serving female Spanish-speaking undocungeimenigrants. IPV is a serious
public health problem correlated with a wide ran§eegative physical and mental
health outcomes for victims. The research in tigsettation helps program and policy
makers better understand how IPV affects the hedltindocumented Spanish-speaking

immigrants. Findings from these studies have ttergml to provide the information

2 Each of the specific aims outlined in the abowatisa will make up a chapter of the dissertatiod il
be in the format of a stand-alone academic martscri
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necessary to support additional culturally compieservices to an underserved and

under-researched population.
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CHAPTER 2: THE PREVALENCE OF INTIMATE PARTNER VIOURCE AND
RELATED HELP-SEEKING BEHAVIORS IN A SPANISH-SPEAKIN
UNDOCUMENTED IMMIGRANT POPULATION
Abstract
Background: Although prior research has establishtachate partner violence (IPV) as a
widespread public health problem in the U.S.,ditd known about IPV prevalence and

help seeking behaviors in undocumented Latina imenig, who are understudied in the

existing literature.

Purpose: This study seeks to contribute new knayded the study of IPV by describing
the IPV prevalence and help seeking behaviors afocmmented Spanish-speaking

immigrant women.

Methods: Two hundred undocumented Spanish-speakomgen were recruited from

urban healthcare centers to complete a survey awouteris health. The Index of

Spousal Abuse was used to assess lifetime IPV iexpess. Pearsé chi-squared

testwas used to determine the association betweenothe-demographic variables and

the likelihood of IPV and weighted ISA scores wdetermined for respondents.

Results: Sixty-nine (34.5%) of the women in the glarscreened positive for lifetime

IPV as defined by their score on the ISA. Of thesenen, 56.6% sought help from either

formal or informal sources as a result of the vicke
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Discussion: The findings highlight several helpkseg barriers among undocumented
Spanish-speaking immigrant women who are the sarsiwf IPV. Fears of family

separation resulting from deportation and losshatidccustody are unique help-seeking
barriers for undocumented immigrants. Health andasservice organizations serving

this population should use this information to mfioIPV treatment and prevention

programs for women.
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Introduction

Intimate partner violence (IPV) affects millionswbmen around the world each year,
resulting in a range of negative physical and pshadical health outcomes for survivors
(Campbell, 2002). The most recent national IPV plence data collected in the United
States, from the 2010 National Intimate Partner&exual Violence Survey, found that
more than 1 in 3 women (35.6%) have experiencegipalviolence, rape and/or
stalking by an intimate partner in their lifetini&lgck et al., 2010). Both socio-
demographic characteristics and the type and sgwd#rPV influence the help-seeking

decisions and utilization of services for womernz{R& Macy, 2011).

Although prior research has established IPV asdesyread public health problem in the

U.S., less is known about IPV prevalence and hedixing behaviors for vulnerable

populations- such as unauthorized immigrants and Latindsat are often overlooked in

scientific research. In general, research with endeented immigrants is challenging
because of their marginalized social status, stjde@as of exposure, and cultural norms
(Sheldin, Decena, Mangadu, & Martinez, 2011). Rresistudies including
undocumented immigrant populations have been sadllhave reported contradictory
findings. Some studies concluded that immigrant eormre more likely to experience
IPV, be the victim of a homicide by an intimatetpar (Raj & Silverman, 2002), and
stay in an abusive relationship when compared teimonigrant women (Rodriguez et
al., 2008). However, other studies have found ithatigrant women report IPV equal to

or less frequently than non-immigrant women (Tqri€91). Studies of IPV prevalence
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among Latina/Hispanic women indicate that rateldfare higher for Latinas/Hispanics
than for White women (Adams & Campbell, 2012; Heisal., 2000; Hien & Ruglass,
2009). The National Intimate Partner and Sexualérice Survey found that Hispanic
women had a higher lifetime prevalence of IPV (8@).tompared to White women
(34.6%) in unadjusted analysis (Black et al., 200@her studies have found that the
increased prevalence of IPV in Hispanics disappeacs risk factors such as poverty,
age, alcohol consumption, and geography are takeraccount in the statistical analysis
(Klevens, 2007; Runner et al., 2009). Previousaetealso found that Hispanic women
are more likely to experience severe physical IBirgus & Smith, 1990) and are more
likely to consider suicide after IPV experienceswltompared to White women

(Denham et al., 2007).

Help-Seeking Behaviors

In general, women who have experienced IPV segkfnain a variety of different
sources, including formal and informal sources.raples of formal sources include
social service organizations, law enforcementtutstins (e.g. police, courts), and
health/medical centers. Friends, family memberd,atleagues are examples of

informal help-seeking sources.

Little is known about help seeking among Latinanigrant populations and even less
about undocumented Latina immigrants. A systematiew of help-seeking behaviors
among Hispanic survivors of IPV found mixed reso#tgarding likelihood of service

utilization (Rizo & Macy, 2011). A population-basstlidy in South Carolina found that
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more than half of abused women reported using foserices as a result of IPV (Coker,
Lumpkim, Aldrich & Oldendick, 2000). However, hegeking behaviors are
significantly associated with race/ethnicity; withtinas being less likely to seek formal
help compared to their non-Latina White and Blagkrderparts, and immigrant women
being less likely to seek formal help compareddnimmigrants (Lipsky, Caetano, Field

& Larkin, 2006; Ingram, 2007).

With regards to informal help seeking, Latinas rhaymore likely to disclose abuse to a
family member as compared to non-Latinas (Ingradd,12. In general, low acculturation
is associated with decreased service utilizatiopsity et al, 2006; Ingram, 2007).
However, to our knowledge, no quantitative studmegstigating help seeking behavior
have reported on immigrant documentation statusrd’ts a need for additional research

about help-seeking behaviors in undocumented imantgratina populations.

Prior studies indicate IPV may be of particular @am among Spanish-speaking
undocumented immigrant women. This study seeksitribute new knowledge to the
study of IPV by describing the IPV prevalence aebplseeking behaviors of
undocumented Spanish-speaking immigrant women.dBas®ur review of the existing
literature, we hypothesized that: (1) undocume&panish-speaking immigrant women
experience IPV at an equal rate as the generalgdg@ilation and (2) undocumented
Spanish-speaking immigrant women who have expezeiieV are more likely to seek

help from informal networks (e.g. friends, famitijan formal organizations (e.g. police,

hospitals, non-profit organizations, N&D To our knowledge, this is the first study to
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describe IPV experiences and help-seeking behaaimmng this vulnerable and
understudied population. Results will be usefui¢alth and social service providers
designing IPV prevention and treatment intervergtitamgeting undocumented Spanish-

speaking populations.

Methods

Study Participants

Study data were collected between June 2013 andn\V2&14 in collaboration with a
community health center in Philadelphia, PA thaveg uninsured Spanish-speaking
immigrants, the majority of whom are undocumeniatential participants were

recruited in the clinic waiting rooms and askethdy were interested in completing a

Womeris Health Survey while waiting for either their apgment or that of the person

they were accompanying. Women who expressed intersse escorted to a private
room, provided with an explanation of the studyd aoreened for eligibility. Eligibility
criteria included being: between 18-64 years oldpHEnic/Latina, fluent in Spanish, an
undocumented immigrant, and having had at leastrdimeate partner during their
lifetime. Women were excluded from the study ifitmequired urgent medical care.

Eligible women provided verbal informed consent anésearcher verbally administered

the Womers Health Survey in Spanish. The lead author (Sd®)rastered all surveys.

Each survey took approximately 15-30 minutes to mete and women were

compensated $10 for their participation. The Instihal Review Board at Temple
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University and the Medical Director of Puentes @8 approved this study (Protocol

#22285).

Instrument Overview

The Womers Health Survey consisted of 124 questions covehiadollowing domains:

demographics, IPV exposure, major depressive des@¢MDD) and post-traumatic stress
disorder (PTSD) symptoms, health-related qualitffef(HRQL), social support, and
help-seeking behaviors. This paper reports thdteeom the demographic, IPV
exposure, and help-seeking subsections of the yulllequestions were orally

administered in Spanish.

Socio-demographic Variables
Socio-demographic variables included age, marigdls, educational attainment,

number of children, employment status, and yeaislireg in the United States.

Individual immigration status was assessed withguesstionWhat is your immigration

status? Answer choices included: U.S. citizen, non-citizath documentation (e.qg.

residency, visa), and undocumented. Only two wowmlem were approached and
interested in participating were not eligible dogheir legal immigration status. Age

categories were created based on U.S. census datego

Covariates

39



Individual and partnés drug and alcohol use and social support werenaésasured. The

social support variable was dichotomized basedemistribution of raw social support
scores, with scores more than one standard deviaémw the mean defined as low
social support. Alcohol use was defined as consgramaverage of five or more
alcoholic beverages per week during the last yasedt on the CDC definition of
excessive alcohol use for men (CDC, 2014). Inshusly, women were asked to estimate

how many drinks their partner consumed per week.

Outcome Variables

The lifetime prevalence of IPV was assessed usiBgaaish version the Index of Spouse

Abuse (ISA), a validated (Cronbdshalpha 0.90) 30-item questionnaire designed to

measure the prevalence and severity of physicahanephysical IPV against women
(Torres et al, 2010). The ISA has been used agdlikestandard for comparison in the
development of new IPV instruments (Basile, HertB&ck, 2007). Participants selected
answers on a 5-point Likert scale ranging from&vém) to 4 (always). We calculated a
weighted score for each question based on the melibgy described by Hudson and

Mcintosh (Hudson & Mclintosh, 1987). Two scores weskculated from each

individual's responses: a physical ISA score (ISA-P) and gohgsical ISA score (ISA-

NP) (Hudson & Mcintosh, 1987). As recommended, ss@f=10 for the ISA-P ané25

for the ISA-NP were used to distinguish women whd bBxperienced and who had not

experienced IPV in their lifetime, respectively @son & Mcintosh, 1987).
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Help-seeking behaviors were assessed using aséaimo the Spanish-language version
of the Demographic Health Survey (DHS). The DH&dministered in multiple
countries and measures a wide range of healthaoidl sndicators, including family
health, nutrition, and wealth (DHS, 2013). In seEmuntries, the DHS includes a sub-
section on domestic violence, measuring the precalencidence, and help-seeking

behaviors of adult women. The help-seeking seafdhe DHS was used in the
Womeris Health Survey. Questions include information alh@lp seeking behaviors
from both informal (friends and family) and forn{&w enforcement, public and private
institutions, etc.) sources. Women who have expeed IPV but never sought help are

asked to provide a reason. Free response answersategorized into one or more of

the response choices on the DHS instrument.

Statistical Methods

The data were analyzed using SPSS statistical adtwersion 20 for Mac (StataCorp.

2013. Descriptive statistics were calculated faigaemographic variables, IPV type,

perpetrator, and help-seeking behaviors. Peaabtmsquared testas used to

investigate the association between the socio-despbgs variables and the likelihood of
IPV. A p-value of < 0.05 denoted a significant telaship between the demographic

variables and IPV.
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Next, positive responses for each ISA question waleulated for the entire sample to

identify IPV survivors. Women were considered IRNMvvors if they had a score afl0

for the ISA-P o225 for the ISA-NP. Positive responses (women ansgéhat abuse

occurred rarely, occasionally, frequently, or viEaquently) for individual questions

were also calculated, independent of IPV survivatus.

Finally, descriptive statistics for help-seekindvaeiors among women who screened
positive for physical and/or non-physical IPV weerformed, including the frequency of

utilization of informal and formal help seeking oesces.

Results

Socio-demographic characteristics for the studyupaipn are provided in Table 2. Over
half of women who patrticipated in the survey weged25-34 years old and more than
three quarters of respondents were married (orcimilbunion), had children, and had

lived in the United States for at least five yeaxsne of the women had health insurance
or identified drinking five or more alcoholic beages per week. More than three-
guarters of participants were immigrants from Mexi80.5%), followed by Central
America, South America, and the Caribbean (14.5%8040.5% respectively) (data not

shown).
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Table 2 also shows the prevalence of IPV in thdyshopulation by covariates. Women
who were divorced or separated, between 35-65 yaadsor who had a partner who
drank five or more alcoholic beverages per weelewagnificantly more likely to report
lifetime IPV (IPV survivors) compared to their cdarparts ¢? =35.5, p=.000¢? =9.9,

p=.007;y% =16.5, p=.000 respectively).

Table 2: Socio-Demographic Characteristics of thelsPopulation and Prevalence of

Intimate Partner Violence (IPV)

Entire Sample | Lifetime IPV p
N (%) N (%)

Overall 200 (100%) 69 (34.5%)

Age .012*
18-24 31 (15.5%) 5 (7.2%)

25-34 106 (53.0%) 34 (49.3%)
35-44 48 (24.0%) 21 (30.4%)
45-65 15 (7.5%) 9 (13.0%)

Number of children 176

0 26 (13.0%) 9 (13.0%)
1 52 (26.0%) 14 (20.3%)
2 59 (29.5%) 17 (24.6%)
3 32 (16.0%) 16 (23.2%)
4+ 31 (15.5%) 13 (18.8%)

Marital status .000**
Married/Civil Union 168 (84.0% 45 (65.2%)
Divorced/Separated 22 (11.0%) 20 (29.0%)

Never been married 10 (5.0%) 4 (5.8%)

Years living in the U.S. .370
<5 years 40 (19.5%) 10 (14.5%)

6-10 years 91 (45.5%) 35 (50.7%)
>11 years 70 (35.0%) 24 (34.8%)
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Educational attainment .063
0-5 years 37 (18.5%) 17 (24.6%)
6-12 years 139 (69.5%) 48 (69.6%)
>13 years 24 (12.0%) 4 (5.8%)
Employment status .257
Yes 102 (51.0%) 39 (56.5%)
No 98 (49.0%) 30 (43.5%)
Social Support .069
High social support 153 (76.5% 47 (70.1%)
Low social support 44 (22.0%) 20 (29.9%)
Missing 3 (1.5%)
Partneis alcohol use '000**
Yes 34 (17.0%) 47 (68.1%)
No 166 (83.0%) 22 (31.9%)

*P<.05; **P< .01

IPV Experiences

Sixty-nine (34.5%) of the women in the sample steelepositive for lifetime IPV as
defined by their score on the ISA. Of these 69 #Wwivors, 45 (65%) had experienced
both physical and non-physical IPV during theietiime. Twelve women reported only
experiencing physical IPV and twelve women repodely experiencing non-physical
IPV. Furthermore, 32 (46%) of IPV survivors regariPV from their current intimate

partner and 37 (54%) reported IPV from a formeimate partner (data not shown).
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The ISA questions and the frequency that womeroresggd affirmatively to them are
presented in Table 3. Responding affirmatively defned as any answer other than
“never’ For the entire sample (n=200), responding positikeequestions about non-
physical IPV was more common than responding p@jtito questions about physical
IPV. This was also true for IPV survivors (n=69)twhaving a partner who becomes
angry when she disagrees with him, having a parttherscreams and yells, and having a
partner who is jealous and/or suspicious of frieneisig the most common types of non-
physical IPV (87%, 87%, and 84.1% of all lifetinf® survivors respectively). Among
IPV survivors who experienced physical abuse, laipartner who punched with his
fists and having a partner who becomes abusive Wwhelrinks alcohol were the most

common responses (65.2% and 62.3% respectively).
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Table 3. Positive Respon8és IPV Screening Questions

Statement All | IPV Survivors
participants | (n=69)N (%)
(n=200)N (%)

1. My partner belittles me 90 (45%) 64 (92.8%

2. My partner demands obedience to his whims 84 (42%) 55 (79.7%

3. My partner becomes surly and angry if | tell him he 84 (42%) 52 (75.5%
is drinking too much

4. My partner makes me perform sex acts that | dojnot 39 (19.5% 33 (47.8%
enjoy or like

5. My partner becomes very upset if dinner, 40 (20%) 31 (44.9%
housework, or laundry is not done when he wants

6. My partner is jealous and suspicious of my friends 114 (57%) 58 (84.1%

7. My partner punches me with his fists 48 (34%) 45 (65.2%

8. My partner tells me | am ugly and unattractive 45 (22.5% 41 (59.4%

9. My partner tells me that | really coufimanage or 38 (19%) 35 (50.7%
take care of myself without him

10.My partner acts like | am his personal servant 60 (30%) 51 (73.9%

11.My partner insults of shames me in front of others 57 (28.5% 49 (71%)

12.My partner becomes very angry if | disagree with 90 (45%) 60 (87%)
his point of view

13.My partner threatens me with a weapon 3 (1.5%) 3 (4.3%)

14.My partner is stingy in giving me enough moneyfto 69 (34.5% 52 (75.4%
run our home

15. My partner belittles me intellectually 65 (32.5% 53 (76.8%

16.My partner demands that | stay home to take care of 57 (28.5% 37 (53.6%
the children

17.My partner beats me so badly that | must seek 10 (5%) 10 (14.5%
medical help

18.My partner feels that | should not work or go to 41 (20.5% 27 (39.1%
school

19.My partner is not a kind person 61 (30.5% 50 (72.5%

20.My partner does not want me to socialize with my 80 (40%) 48 (69.6%
female friends
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21.My partner demands sex whether | want it or not 46 (23%) 37 (53.6%
22.My partner screams and yells at me 69 (34.5% 60 (87%)
23.My partner slaps me around my face and head 36 (18%) 36 (52.2%
24.My partner becomes abusive when he drinks 53 (26.5% 43 (62.3%
25.My partner orders me around 54 (27%) 45 (65.2%
26.My partner has no respect for my feelings 66 (33%) 57 (82.6%
27.My partner acts like a bully towards me 24 (12%) 24 (34.8%
28.My partner frightens me 39 (19.5% 37 (53.6%
29.My partner treats me like a dunce 47 (23.5% 46 (66.7%
30. My partner acts like he would like to kill me 30 (15%) 30 (43.5%

? Positive responses were defined as any answer other than “never.”
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Help Seeking Behaviors for Women Experiencing IPV

The help-seeking behaviors of women classifiedP&sdurvivors are presented in Table
4. Results indicated the more than half (56.5%)P4f survivors did seek help, with
informal help-seeking slightly more common thamiat help-seeking. Among women
who sought informal help as a result of an IPV egpee, women were most likely to
reach out to their siblings, followed by their paie and then friends. Fewer women
reported asking help from extended family memberg. Cousins, aunts, uncles) or their
in-laws (data not shown). The most common sour@efmal help seeking were non-
profit organizations (20%), such as domestic vioéearganizations, followed by the
police (12%), or a therapist/counselor (12%). Fetlvan three women reported seeking
help from their church, a domestic violence shettera court (data not shown). Among
IPV survivors, eight (4%) sought help from bothoirrhal and formal sources (data not
shown). Forty-four percent of IPV survivors did seek help from any source. When
prompted about why they did not seek help, the roostmon reasons were not knowing
where to go (23%), believing that help was unneargsd4.5%), embarrassment (9%),
fear of deportation for herself or her partner (7#éar of losing her children (6%), and a

lack of social support from family (6%) (Table 4).
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Table 4. Help-Seeking Behaviors of IPV Survivord &easons for Not Seeking Help
(n=69)

Help Seeking n (%)
Any help-seeking 39 (56.5%
Informal help-seeking 25 (36%)
Parents 13
Siblings 14
Friend 7
Other family member 4
Formal help-seeking 22 (34%)
Police 8
Therapist/counselor 8
Non-governmental organization 14
Shelter 2
No help-seeking 30 (43.5%
Didrit know where to go 16
Help wasit necessary 10
Embarrassment 6
Lack of social support 4
Fear of losing children 4
Fear of deportation (partner or self) 5
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Discussion

This study found that undocumented Spanish-speakinggrants attending two health
clinics associated with one non-profit in Philadedpreported IPV at a rate similar to the
general U.S. population (34.5% compared to 35.68paetively), although slightly less
frequently than the U.S. Latina population (37.1%e also found that the majority of
women who reported IPV did seek help, most commbmniy an informal source such as
a sibling, other family member, or friend. Womenoadid not seek help often did not
know where to find it, while other women raised cems about family separation, either
through deportation or having their children takevay. This is the first study to describe
IPV prevalence and help-seeking behavior among aundented Spanish-speaking

immigrants in an urban setting.

We found that IPV is a health concern among und&sued immigrant populations and
prevalence of IPV against women, although our tesupport previous studies that
concluded that immigrant women might experience €34 frequently than native-born
women (RWJ, 2009). An alternative explanation & tmmigrant women, and
particularly those without legal documentation, lass likely to report IPV when
surveyed compared to their non-immigrant countéspém a systematic review of help-
seeking barriers of Hispanics, limited English prieihcy and tolerance of male violence
were identified as barriers (Rizo & Macy, 2011).a@uative studies with undocumented
Spanish-speaking immigrants have identified feategfortation as a barrier to help-

seeking (Kelly 2009; Lewis et al., 2005; Sorensid¥96). Future studies may consider

50



measuring distrust of the legal system and unfaniii with research studies as possible
explanations for a lower reported prevalence of #hng undocumented Spanish-

speaking immigrants.

Age, marital status, and partigealcohol use were risk factors for being an IPWisor

in this study. Although age and marital statusrexemodifiable risk factors for
intervention, this information may help direct intentions aimed at reducing IPV.
Reducing alcohol use among partners may also lbetegtive factor for IPV. Seventy-

five percent of IPV survivors answered that theirtper becomes angry when she tells
him that he is drinking too much and 62% of survsvsaid their partner becomes abusive
when he drinks. This study did not collect inforraaton alcohol treatment programs,

few Spanish language low-cost alcohol support ggde. Alcoholics Anonymous) are
available in this community. Alcohol use among urwtaented Spanish-speaking men

and its relationship with IPV is an area that watsgurther research.

It is also important to note that not all women whsponded affirmatively to questions
on the ISA were categorized as IPV survivors. Aligjo all women who reported
physical IPV had an ISA score classifying themwasisors of IPV, other women who
reported having partners who insulted them, exé¢abjealous behaviors, or demanded
sex regardless of her desire did not necessarigt the threshold score for experiencing
lifetime IPV. This finding suggests that additiomadmen may benefit from IPV

resources and information about health relatiorsship
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That over half of the sample sought help as atre$ulPV is encouraging. However,
approximately 44% of the sample did not seek Hegsearch has found that help-seeking
is potentially beneficial to women with informallpeseeking improving the mental
health outcomes of women(Carlson et al., 2002)famdal help-seeking making women
less likely to experience serious physical IPVhe tuture (Goodman et al., 2005; Liang
et al., 2005). Among victims of IPV who did not kdelp, embarrassment and not
knowing where to go were the most common reasamgqed explaining their decision.
This suggests that future programs and policieslghfocus on raising awareness and
strengthening the services of local institutionplases to report and seek help for IPV.
Furthermore, the slight preference of women tofaskelp from a relative or friend
demonstrates the importance of social networkssaal support among undocumented
Spanish-speaking immigrant women. IPV educationrasdurces should be widely
disseminated and targeted to the general pubhaddition to formal institutions.
Additionally, resources should be directed towatdaation on healthy relationships and

the normalization of help-seeking behaviors in wuhoented immigrant communities.

Our unique sample population is a strength ofshugly. Undocumented immigrants are
frequently excluded from scientific research and Hudies that have included
immigrants did not ask participants to share tmemigration status. In this study, fewer
than ten women who were approached to completsuivey declined to participate.
This study also had several limitations. No infotimawas collected about women who
declined to participate and we cannot rule out tasueed biases or systematic

differences between participants and refusalspaidticipants were seeking or

52



accompanying someone seeking health care servicethare is no evidence that these
patients represent the undocumented Spanish-sggakmigrant community in
Philadelphia or elsewhere. But the potentially tedigeneralizability of our study is
balanced by the strength of surveying an understuplopulation that may benefit from
interventions to reduce IPV and promote help-sagkehavior. This work also provides

a starting point for further data collection.

Conclusion

Descriptive studies are an important first stepnderstanding public health problems in
unique populations. This study found that overialtbf undocumented Spanish-
speaking immigrant women seeking primary healtle sarvices in Philadelphia
experienced IPV and that women identified uniqueibis to help-seeking, including:
lack of knowledge of available resources and fédamily separation and deportation.
These findings support Liang et’altheoretical model that individual, interperscauadi

socio-cultural factors influence IPV help-seekirghaviors (Liang et al., 2005). Finally,

future studies should further investigate the pathietween partnasralcohol use and

IPV and the impact of alcohol consumption reduchas on the incidence of IPV.
Additional outreach from social service programesesded in Philadelphia to better
serve Spanish-speaking immigrant women who arsuhavors of violence. Outreach
materials and activities should be in Spanish duadilsl clearly explain the rights and

repercussions related to formal help-seeking foloeonmented immigrant women.

53



CHAPTER 3: THE ASSOCIATION BETWEEN HEALTH AND INTIMTE
PARTNER VIOLENCE IN A SAMPLE OF SPANISH-SPEAKING
UNDOCUMENTED IMMIGRANT WOMEN
Abstract
Background: Little is known about health outcome®ag undocumented Spanish-
speaking immigrant women who are the survivorsibfnate partner violence (IPV) in

the United States. However, Latinas in the UnitedesS are at increased risk of IPV

compared to their Caucasian counterparts.

Purpose: To investigate health outcomes assoardtbdPV among an undocumented

Spanish-speaking immigrant population in urband@lphia.

Methods: Two hundred undocumented Spanish-speakimigrant women completed a

womeris health survey to assess IPV, major depressiveddis (MDD), post-traumatic

stress disorder (PTSD), and health-related qu@hiBQL) of life. Chi-squared tests were
used to assess for bivariate associations betviémmd mental health outcomes, and
logistic regression was used to examine the muiiteassociation between the same

exposure and outcomes.

Results: Of the entire sample, 41.5% endorsed ndgjpressive disorder and 16%
endorsed post-traumatic stress disorder. In thdjusted logistic regression models, IPV
survivors were more likely to endorse MDD and PT&1d report low mental health
HRQL scores (OR: 2.27, 3.45, 2.19, respectivelyfully adjusted models, only the

association between IPV and PTSD remained signifiaR: 4.143, Cl: 1.21-14.24).
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Discussion: There was an overall high prevalendd@D and PTSD in the sample
population, and an increased risk of PTSD in IPWiswrs compared with non-
survivors. Our findings highlight the need for gtyamental health and trauma-informed
services tailored to the needs of undocumentediSipapeaking immigrant women,

including increased access to mental health sexwicprimary healthcare settings.
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Introduction

Intimate partner violence (IPV) is a public headincern among all racial/ethnic and
socio-economic groups in the United States. Howeditde is known about IPV among
undocumented Latina immigrants in the United Statéigh approximately 12 million
undocumented immigrants residing in the UnitedeStabver half of whom are from
Latin America and the Caribbean, there is a ladkeséarch with this vulnerable
population (Passel, Cohn, & Gonzalez-Barrera, 20A@)thermore, previous research
indicates that Latinas are at increased risk oeagpcing IPV compared to Caucasian

women in the U.S. (37.1% versus 34.6% respecti@gck et al., 2010).

Previous IPV studies of immigrant populations heagorted mixed results. A study with
South Asian immigrant women found that immigrantwem are more likely to
experience IPV and more likely to be the victimhofmicide by an intimate partner (Raj
& Silverman, 2002). A study with Mexican-Americanmigrants reported that they are
more likely to stay in an abusive relationship wikempared to non-immigrants in the
U.S. (Torres, 1991). Other studies have reportatiltatina and Asian immigrant women
experience IPV at the same rate or less frequémly non-immigrant women (Runner et
al., 2009). The mixed study results may be infl@ehloy multiple factors related to study
designs, methodology, populations included, andyggahic location. Existing evidence
on immigrants and IPV exposure is based on smailptes. Based on our review of this
literature, no studies have investigated the egpegs of undocumented Spanish-

speaking women in the United States.
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Intimate partner violence can lead to a range gatiee physical and mental health

outcomes (Plichta, 2004; Coker et al., 2004). Iditaah to short-term physical health

problems—such as bruises, cuts, welts, broken bones, ardl@ns—victims of IPV

are more likely than non-victims to report longatephysical health outcomes, including
asthma, diabetes, cardiovascular disease, chramg¢ gnd hypertension (Black et al.,

2010; Campbell, 2002; AL Coker et al., 2002; Wdlelalth Organization, 2013)

Mental health disorders are also more prevaleningmamen with a history of IPV than
those without, including major depressive disof@ébD), post-traumatic stress disorder
(PTSD) and chronic mental iliness (AL Coker et 2002; Fedovskiy et al., 2008). Both
severity and type of IPV are predictors for theesgy of mental health symptoms in
women (Carlson et al., 2002). Major Depressive isp(MDD) is a leading cause of
disability in the United States and prior resedrah established a correlation between
IPV and depression for women. However, no studée® lmeported this relationship
among undocumented Spanish-speaking immigrants(Fildlloa, Runfola, & Hokoda,
2009; Gonilez et al., 2010; Vos et al., 2006). National stgdestimate the 12-month
prevalence of MDD in adults to be 8.1% and thditfe prevalence to be 18.6%, with
Mexican Americans and foreign-born populations répg lower rates of depression
compared to their white counterparts (lifetime MOIA.5% Mexican Americans; 20.4%
Whites; 12.4% foreign-born) (Goélez et al., 2010). A systematic review of the
depression among undocumented Mexican immigrantsdfeeveral reoccurring themes
regarding stressors for this population includieglings of guilt, isolation, fear of

deportation, and shame. The same study conclu@diclocumented Mexican
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immigrants have largely been ignored in mentalthealsearch, likely due to the difficult
nature of asking about documentation status anditexg this population to participate

in research (Sullivan & Rehm, 2005).

Post-Traumatic Stress Disorder (PTSD) is an anxietgrder that can result after
experiencing or witnessing traumatic events, inicigdiolence. Flashbacks and
nightmares, avoidance of certain thoughts or sanat and disruptive feelings are
symptomatic of PTSD (American Psychological Asstiarg 2013). The lifetime
prevalence of PTSD in the United States is 6.4%) women having significantly higher
rates of PTSD than men (8.6% vs. 4.1%). Among woexgmessing PTSD
symptomology, sexual assault and physical IPVagedf the most common traumatic
experiences (Pietrzak et al., 2011)Major depressis@der and post-traumatic stress
disorder are often co-morbid conditions among IBWisors (Fedovskiy et al., 2008;
Nixon et al., 2004). However, little is known abdlkese conditions among

undocumented immigrant women who have experierie¥d |

Health-related quality of life (HRQL) is a self-i@ped measure of physical and mental
functional status that can be used to compareracHl the health of populations over
time (CDC, 2011). Survivors of IPV report lower HRQcores compared to their non-
abused counterparts(Alsaker, Moen, Nortvedt, & 8a2006; Laffaye, Kennedy, &
Stein, 2003). Although few studies have measure@HBmMong undocumented Latino
immigrants, those worried about deportation wereentigely to report poor health

related quality of life (Cavazos-Rehg, Zayas, &t&apagel, 2007). Latino immigrants
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with experiences of political violence in their cdry of origin and Latinos who self-
report experiencing discrimination in the Unitedt8s are also more likely to report
lower HRQL than their counterparts (Eisenman, Gglbkiu, & Shapiro, 2003; Otiniano

& Gee, 2012).

The purpose of this study was to examine the associbetween lifetime IPV exposure
and physical and mental health in a sample of unthenited, Spanish-speaking
immigrant women. We hypothesized that immigrants @& history of IPV are more
likely to endorse symptoms of depression and pasirtatic stress disorder (PTSD) and
report lower physical and mental health-relatedityuaf life scores (SF-12) compared to
undocumented immigrant women with no lifetime IPy¥eriences. This is the first study
to investigate health outcomes of IPV among anusxwegly undocumented Latina
immigrant population in the United States. This kvadds to the small body of literature

about health outcomes correlated with IPV in undoeated immigrant populations.

Methods

Data source

Study data were collected between June 2013 andn\V2&14 in collaboration with a
community health center in Philadelphia, PA thateg uninsured Spanish-speaking
immigrants, the majority of whom are undocumeniatential participants were

recruited in the clinic waiting rooms and askethdy were interested in completing a

Womeris Health Survey while waiting for either their apgment or that of the person

they were accompanying. Women who expressed intersre escorted to a private
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room, provided with an explanation of the studyd aoreened for eligibility. Eligibility
criteria included being: between 18-64 years olgpHhnic/Latina, fluent in Spanish, an
undocumented immigrant, and having had at leastrdimeate partner during their
lifetime. Women were excluded from the study ifitmequired urgent medical care.

Eligible women provided verbal informed consent anésearcher verbally administered
the Womers Health Survey in Spanish. The lead author (Sd®)rastered all surveys.
Each survey took approximately 15-30 minutes to@ete and women were
compensated $10 for their participation. The Intithal Review Board at Temple

University and the Medical Director at Puentes dri® approved this study (Protocol:

22285).

Variables
The Womers Health Survey consisted of 124 questions covehiadollowing domains:
demographics, IPV exposure, major depressive des@dMDD) and post-traumatic stress

disorder (PTSD) symptoms, health-related qualitffef(HRQL), social support, and

help-seeking behaviors.

Socio-demographic Variables
Socio-demographic variables included age, maritalis, educational attainment,

number of children, employment status, and yeaislireg in the United States.

Individual immigration status was assessed withguesstion“What is your immigration

status? Answer choices included: U.S. citizen, non-citizath documentation (e.g.
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residency, visa), and undocumented. Only two womlem were approached and
interested in participating were not eligible dogheir legal immigration status. Age

categories were created based on U.S. census datego

Covariates

Individual and partnés drug and alcohol use and social support werenaésasured. The

social support variable was dichotomized basedemistribution of raw social support
scores, with scores more than one standard deviaémw the mean defined as low
social support. Alcohol use was defined as consgramaverage of five or more
alcoholic beverages per week during the last yasedt on the CDC definition of
excessive alcohol use for men (CDC, 2014). Inshisly, women were asked to estimate

how many drinks their partner consumed per week.

Exposure Variable

IPV was measured using the Index of Spouse Ab$%)(k validated 30-item
guestionnaire that measures the prevalence andtgeMephysical and non-physical IPV
against women (Hudson & Mcintosh, 1981). A physI&#A score (ISA-P) and a non-

physical ISA score (ISA-NP) were calculated frora thsponses and an ISA-P score of

210 and/or an ISA-NR25 indicated severe lifetime IPV.

Outcome Variables
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MDD was measured using the Center for Epidemiol&ficies Depression Scale (CES-
D), a validated 20-item scale designed to measepeedsive symptomology among the
general adult population. The maximum score igle®higher the score, the more
indicative of depressive symptomology. A score b5 was used to classify women with

and without MDD (Radloff, 1977).

The Post-traumatic Stress Disorder CheckList-Gimil/ersion (PCL-C) was used to
assess PTSD. This 17-item validated instrument ad@lsert scale to measure trauma
symptom severity. A score of >44 indicated an eselmrent of PTSD (Blanchard, Jones-

Alexander, Buckley & Forners, 2006).

HRQL was assessed using the Medical Outcomes Sthdst Form Health Survey (SF-
12), which measures physical and mental healthtimmag with 12 questions. The two
domains of the SF-12 each have a standardized aféghwith possible scores ranging
from 0-100, with a higher score indicating bettealth functioning. For the purpose of
this study, physical and mental health scores wt@tomized into normal and low
scores based on the distribution of the data, sddres in the lowest 2?Fercentile
defined as low HRQL. This definition of HRQL haseheused previously (Carrasco et

al., 2007).

Statistical Analysis

Descriptive statistics were performed for all vhles, followed by chi-squared tests to

assess for bivariate associations between the émdigmt variable (IPV) and dependent
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variables (MDD, PTSD, HRQL). We used logistic resgieon to examine the multivariate
association between lifetime IPV exposure and lorget outcome measures (MDD,
PTSD, and HRQL). We conducted separate logisticession analyses for each
outcome, using hierarchical models that includedftiowing variables in sequential
blocks (Model 1: unadjusted; Model 2: list variahl®odel 3: list variables). The
partially adjusted model included only the covasasignificantly associated with the
dependent variables in bivariate analysis. The fadljusted model included all of the

covariates, which may conceptually be consideredatmders of the relationship

between our exposure and outcomes. 95% confidaterwals (Cls) were calculated for

all odds ratios (ORs), and a p-value of <0.05 wsetiuo indicate significance. All

analyses were performed using SPSS version 22 &or (8tataCorp. 2013).

Results

Sample Demographics

The demographic characteristics of participantstardassociation between the
covariates and MDD, PTSD, and HRQL are presentd@ble 5. A total of 200 women
were included in the analysis. Over three-quaéthe participants were married (84%),
had children (87%), and had been living in the Ethibtates for more than six years
(81.5%). The majority had less than a high schdatation. None of the women
reported drinking more than five alcoholic drinlex pveek, using drugs, or having a

partner who used drugs in the last year. Regiomsigin for the immigrant women were:
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80.5% Mexican born, 14.5% Central American bor&%4 South American born, and

0.5% Caribbean born (data not shown).

Prevalence of IPV Exposure and Demographics

Overall, more than one in three women (34.5%) rtgygoexperiencing physical and/or
non-physical IPV during their lifetime. Bivariatealysis revealed that being older,
divorced, and/or having a partner who regularlynéralcohol were more likely to report
a lifetime IPV experience compared to women whoaweunger, married, and did not

have a partner who regularly drank alcohol (Table 5
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Table 5: Socio-Demographic Characteristics of thelpPopulation and Association with Lifetime Inate Partner Violence
(IPV), Major Depressive Disorder (MDD), Post-tradioétress Disorder (PTSD), and Physical and Méanéallth Related
Quality of Life (HRQL)

N (%) Lifetime p MDD p PTSD p| Low Physical p Low Mental p
IPV HRQL HRQL
Overall 200| 69 (34.5%) 81 32 49 52
(100%) (40.5%) (16%) (24.5%) (26%)

Age .012* .682 .047* .007* .802
18-25 31 5 14 8 7 7
(15.5%) (7.2%) (17.3%) (25%) (4.3%) (13.5%)
25-34 106| 34 (49.3%) 40 15 20 26
(53%) (49.4%) (46.9%) (40.8%) (50%)
35-44 48| 21 (30.4%) 22 4 (12.5%) 13 15
(24%) (27.2%) (26.5%) (28.8%)
45-65 15 9 5 5 (15.6%) 9 4
(7.5%) (13%) (6.2%) (18.4%)* (7.7%)

Number of 176 433 .216 .243 .083

children

0 26 9 11 5 (15.5%) 6 11
(13%) (13.0%) (13.6%) (12.2%) (21.2%)
1 52| 14 (20.3%) 16 11 13 7
(26%) (9.8%) (34.4%) (26.5%) (13.5%)
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2 59| 17 (24.6%) 24 4 (12.5%) 9 17
(29.5%) (29.6%) (18.4%) (32.7%)
3 32| 16 (23.2%) 14 7 (21.9%) 11 8
(16%) (17.3%) (22.4%) (15.4%)
4+ 31| 13(18.8%) 16 5 (15.6%) 10 9
(15.5%) (19.8%) (20.4%) (17.3%)
Marital status .000* .014* .087 412 .005*
Married/ Civil 168| 45 (65.2%) 61 23 41 37
Union (84%) (75.3%) (71.9%) (83.7%) (71.2%)
Divorced/ 22| 20 (29.0%) 15 7 (21.9%) 7 12
Separated (11%) * (18.5%)* (14.3%) (23.1%)*
Never been 10 4 5 2 1 3
married (5%) (5.8%) (6.2%) (6.3%) (2.0%) (5.8%)
Years living in .370 101 .720 .047*
the U.S.
<5 years 40| 10 (14.5%) 21 6 (18.8%) 11 15
(19.5%) (25.9%) (22.4%) (28.2%)*
6-10 years 91| 35 (50.7%) 37 12 20 25
(45.5%) (45.7%) (37.5%) (40.8%) (48.1%)
>11 years 70| 24 (34.8%) 23 14 18 12
(35%) (28.4%) (43.8%) (36.7%) (23.1%)
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Educational .063 .007* .397 .750 .090
attainment
0-5 years 37| 17 (24.6%) 19 8 (25.0%) 10 12
(18.5%) (23.5%)* (20.4%) (23.1%)
6-12 years 139| 48 (69.6%) 59 19 32 38
(69.5%) (72.8%) (59.4%) (65.3%) (73.1%)

>13 years 24 4 2 5 (15.6%) 7 2

(12%) (5.8%) (3.7%) (14.3%) (3.8%)
Employment .257 .706 .902 .997 .633
status
Yes 102| 39 (56.5%) 40 16 25 28

(51%) (49.4%) (50.0%) (51.0%) (53.8%)
No 98| 30 (43.5%) 41 16 24 24

(49%) (50.6%) (50.0%) (49.0%) (46.2%)
Social support .069 .001* .001* .270 .000*
High social 153| 47 (70.1%) 53 17 33 29
support (76.5%) (65.4%) (54.8%) (71.7%) (55.8%)
Low social 44| 20 (29.9%) 28 14 13 23
support (22%) (34.6%) (45.2%) (28.3%) (44.2%)*
Missing 3

(1.5%)
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Partneis alcohol
use

.000*

.000*

.189

.041*

.008*

Yes 34 47 23 8 13 15
(17%)|  (68.1%)* (28.4%)* (25.0% (26.5%)* (28.8%)*

)
No 166 22 58 24 36 37
(83%)|  (31.9%) (71.6%) (75%) (73.5%) (71.2%)

Partnets alcohol use is defined having a partner who amesufive or more alcoholic drinks per week; Suboptiphysical and mental

health quality of life (HRQL) scores are definedpasticipants having scores in thé"3%rcentile. *P< .05.
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Prevalence of Health Outcomes and Demographics

Eighty-one women (40.5%) in the sample were clesbés having MDD based on their
CES-D score. Immigrants who were divorced, had fahe@n six years of formal
education, and had a partner who consumed morditlealcoholic drinks per week

were significantly more likely to have an MDD ensement.

Thirty-two (16%) women in the sample endorsed PT&ilh women in either the
youngest or oldest category and with low socialsupbeing significantly more likely to
report PTSD symptomology compared with women inntiiédle age categories and with
high social support. Being in the oldest age categad having a partner who regularly

consumed alcohol were associated with low phys$ié&QL; divorce, residing five or

fewer years in the U.S., low social support, andinggis alcohol use were significantly

associated with suboptimal mental HRQL (Table 5).

IPV Exposure and Health Outcomes

Compared with undocumented immigrant women withifetime IPV experience,
women reporting lifetime IPV were more likely todemse MDD (53.6% vs. 33.6%,
p=.01), PTSD (27.5% vs. 9.9%, p=.00), and havepbwsical (31.9% vs. 20.6%, p=.08)
and mental HRQL scores (36.2% vs. 20.6%, p=.0183.crude logistic regression
models indicate that all of these were statistycsifjnificant relationships with the
exception of IPV and physical HRQL (Tables 6, 7,18)e association between IPV and
PTSD remained significant in the partially adjust@ikR=2.439; 95% CI=1.06, 5.63) and

fully adjusted logistic regression models (OR=4;198% CI=1.21, 14.24) (Table 7).

69



IPV was not significantly associated with MDD or BR in the fully adjusted regression

models.

Table 6. Crude and Adjusted Logistic RegressiomA&gsociation Between Lifetime IPV
and Major Depressive Disorder, MDD (n=200)

Major Depressive Disorder (MDD) Endorsement
% Crude OR Partially Adjusted Adjusted OR
(95% ClI, p-value) | OR? (95% ClI, p- | (95% ClI, p-
value) value)
o Yes 53.6%| 2.27 1.13 1.47
Lifetime (1.20-4.15, .01)* | (.54-2.39, .740 |(.56-3.50, .43)
IPV
No (Ref)| 33.6%| 1.00 1.00 1.00

Note: OR=o0dds ratio; Cl=confidence interval, *P%..0

@Adjusted for marital status, educational attainmsatial support, partnsralcohol use and PTSD endorsement
®Adjusted for age, number of children, marital staeducational attainment, employment status, \tadmg in the
U.S., social support, partigalcohol use, PTSD endorsement, physical HRQL tathétRQL.

Table 7. Crude and Adjusted Logistic RegressiorAfssociation Between Lifetime 1PV
and PTSD (n=200)

Post-traumatic Stress Disorder (PTSD) Endorsement
% Crude OR Partially Adjusted | Adjusted OR
(95% Cl, p-value) OR?* (95% ClI, p- (95% Cl, p-value
value)
Yes 27.5%| 3.45 2.439 4.143
Lifetime (1.58-7.518, .00)%1 (1.06-5.63, .04)* | (1.21-14.24, .02)
PV
No (Ref) {9.9% |1.00 1.00 1.00

Note: OR=0dds ratio; Cl=confidence interval, *P§..0
@Adjusted for social support status and MDD endoesgm
®Adjusted for age, number of children, marital staeducational attainment, employment status, \tadmg in the

U.S., social support, partrigalcohol use, and MDD endorsement, physical HR@gntal HRQL
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Table 8. Crude and Adjusted Logistic RegressiomA&gsociation Between Lifetime IPV
and Mental and Physical HRQL (n=200)

Low Physical HRQL
% Crude OR Partially Adjusted OR| Adjusted OR (95%
(95% Cl, p- (95% Cl, p-value Cl, p-value)
value)
Yes| 31.9%| 1.80 (.93-3.49 1.36 (.65-2.83, .41) 1.30(.54-3.15, .56)
Lifetime .08)
IPV No | 20.6% 1.00 1.00 1.00
(Ref)
Low Mental HRQL
% Crude OR Partially Adjusted OR|  Adjusted OR(95%
(95% Cl, p- (95% Cl, p-value Cl, p-value)
value)
Lifetime Yes| 36.2%]| 2.19 (1.15-4.19, 1.46 (.65- 3.29, .36) .46 (.13-1.57, .21
PV .018)*
No | 20.6% 1.00 1.00 1.00
(Ref)

Note: OR=0dds ratio; Cl=confidence interval, *P%..0
@Adjusted for age and partrerlcohol use
®Adjusted for age, number of children, marital staeducational attainment, employment status, \tadmg in the

U.S., social support, partigalcohol use, PTSD endorsement, MDD endorsemedtr@ntal HRQL

¢ Adjusted for marital status, years in the U.S.jamupport, and partnisralcohol use

4 Adjusted forage, number of children, marital status, educatiattainment, employment status, years livinchis t
U.S., social support, partrigalcohol use, PTSD endorsement MDD endorsemethiplaysical HRQL

Discussion

To our knowledge, this is the first study of IPVdamealth outcomes to focus exclusively
on undocumented Spanish-speaking immigrants. Wadftiue prevalence of IPV in this
population (34.5%) to be slightly lower than theyalence of IPV among Latinas in the
United States (37.1%). Furthermore, our resultgsrigprevious studies that have found

a significant relationship between IPV and poor takEhealth outcomes with immigrant

populations (2010).
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This study of female undocumented Spanish-speakinggrants in the United States
indicates that there is a significant unadjusteegtion between lifetime IPV exposure
and mental health outcomes including MDD, PTSD, meatal HRQL. However, once

adjusting for covariates (age, number of childraarital status, educational attainment,

employment status, years living in the U.S., sosigdport, partné alcohol use, and

MDD endorsement, physical HRQL scores, and men®QH scores) in the partially and
fully adjusted models, lifetime IPV exposure wasyaignificantly associated with
PTSD. This relationship warrants further invesiigat Perhaps the relationship between
IPV and MDD was not observed in adjusted analysabse of the 40% prevalence of
MDD. PTSD was less common among the entire stugylation and it is more
probably linked to a traumatic event (or set ofr@gesuch as IPV) than the other

measured health outcomes.

This is the first study to quantify the prevalernédMDD and PTSD in an urban
population of undocumented Spanish-speaking immtgraVe found that approximately
40% of women endorsed MDD symptomology and 16% esedbPTSD, indicating that
anxiety disorders were more common in this climsdd convenience sample than in the
general U.S. population. This finding is in contnagh previous studies that have found
a lower risk of anxiety disorders among Mexicannbionmigrants in comparison with the
US-born population (Breslau, Borges, Hagar, Tancgilman, 2009) although it has
been found that Mexican immigrants are at highs for depression and anxiety when

compared to their non-immigrant counterparts liviim@/lexico (Breslau et al., 2011). A
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study of 554 Mexican born immigrants (immigratidatas unspecified) found that 11%
reported any depressive disorder and 2.6% rep&T&D. While the aforementioned
study used a different instrument to assess depreaad PTSD, we found a much
higher prevalence of MDD and PTSD, indicating that study population may have an
increased risk of anxiety disorders and depressoompared to Latinos overall and the

general male and female U.S. population (Breslal.e2011).

The association between IPV and PTSD is well-docuatk In a subsample of women
from the National Violence Against Women (NVAW) Say, 24% reported moderate to
severe PTSD symptomology (AL Coker, Weston, Credostice, & Blakeney, 2005).
Other studies have found PTSD prevalence betwe#na8id 84.4% among IPV
survivors (Golding, 1999; Jones, Hughes, & Untdiesta?001). For IPV survivors in the
current study, 27.5% endorsed PTSD, comparableetsample from the NVAW Survey
and lower than other studies. Our findings indichtg PTSD is the entire sample was
more common than in the general U.S. populationcbmparable to other IPV survivor
populations. There is also a need for increasechaiekr quality trauma-informed and

culturally competent mental health services forrsgaspeaking immigrant women.

Strengths & Limitations

Measuring prevalence and relationship of IPV araltheoutcomes among an exclusively
undocumented immigrant population is the majomsjtie and to our knowledge the first
study to quantitatively measure IPV in this popiolat This is the first study to quantify

the prevalence of MDD and PTSD in an urban poputadf undocumented Spanish-
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speaking immigrants. The dearth of previous reseaith undocumented Spanish-
speaking immigrants is likely related to their maaljzed social status and difficulties in

accessing this vulnerable population (Shedlin, Dac®#angadu, & Martinez, 2011).

The small sample size (n=200) and the cross-sedtamsign were both limitations of

this study. The cross-sectional study design iblen@ distinguish the temporal
relationship between the variables. It is posdiié IPV experience leads to an increased
prevalence of PTSD or that women with PTSD are rkegy to experience IPV. All

study participants were women who were either sgplr accompanying someone
seeking health care services, and therefore magencgpresentative of all undocumented
Spanish-speaking women in Philadelphia. Only osearscher was available to screen
eligible women and administer the survey, limitthg number of women who could
complete the survey during each clinical sessiawéver, having the same researcher
screen all 200 women reduced interviewer bias.i€irspace was also limited, making

it difficult to recruit women during some clinica¢ssions and potentially limiting the

number of eligible women being recruited to papiate.

Recommendations

The high prevalence of MDD and PTSD endorsemenmitiitied in this population,
coupled with findings from other studies that iredeclower mental health care service
utilization among both Latinas and immigrants (canggl with US-born Caucasian
women), emphasize the need for increased mentthhdentification, outreach, and

resources for undocumented Spanish-speaking womiehiladelphia (Kaltman, Hurtado
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de Mendoza, Gonzales, & Serrano, 2014; Lee, Laigws&hoi, 2014).A recent mixed-
methods study of Latina immigrants (immigratiortsgsanot specified) found a
preference for mental health care services deliver@rimary health care settings,
suggesting that primary health care centers aragpeopriate venue for increased
screening and treatment for mental health. Inghise study, more than a third of
immigrant women cited immigration-related concemagheir number one barrier to

mental health treatment (Kaltman et al., 2014).

Furthermore, a lack of social support was assatmith the increased prevalence of
MDD, PTSD, and low mental HRQL. This finding indiea that health and social service
organizations working with this population shoutthsider creating opportunities for
increased contact among undocumented Spanish-sgaakinigrant women, including
social support groups. Prior research indicatesttigamost common barrier to help-
seeking in this community is not knowing where hslpvailable. Social support groups
may lead to increased resource sharing among woiemen in our sample were
slightly more likely to disclose IPV to a friend family member than to a formal source
of help. Therefore, increasing social support ofaputies may also promote increased
IPV disclosure. Both formal and informal disclosofdPV is beneficial to health

outcomes (Carlson et al., 2002; Liang et al., 2005)

Next Steps

Future studies should explore the relationshipséen IPV and health outcomes with a

larger and more representative undocumented Latimagrant sample. Furthermore, it
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would be helpful to explore the origins of MDD aRd@SD in a systematic manner when
applicable. Although many women who completed theey shared their personal
traumatic events, data about the sources of depneasd/or anxiety (when applicable)
were not systematically collected. This is alse tiar the daily life stressors of being an
undocumented immigrant woman. This information ddag useful for health and social
service providers responsible for screening aratitrg mental health problems. A
gualitative or a mixed-methods approach may be sagttd to explore this question
further. This methodology would permit a more irptteexploration of sources of
depression and anxiety. Current health and soeralce providers can use the results of
this study to justify more routine screening fokiaty and depression disorders and

advocate for increased mental health resourcehéar patients.
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CHAPTER 4: HELP-SEEKING AMONG SPANISH-SPEAKING UNBEMMENTED
IMMIGRANT SURVIVORS OF INTIMATE PARTNER VIOLENCE: A
QUALITATIVE INVESTIGATION
Abstract:
Background:There are an estimated 11.3 million undocumentedigrants residing in
the United States, over half of whom are from MexM/hile intimate partner violence
(IPV) is a health concern among women from alloagiof the world, little is known

about the help-seeking experiences of IPV amongiSpaspeaking undocumented

immigrants in the United States.

Purpose:To investigate the acceptability of IPV screenamgl help-seeking behaviors of

Spanish-speaking undocumented immigrants in PHpade

Methods:We conducted five individual interviews with Spdnigpeaking undocumented
immigrant IPV survivors and one focus group intewiwith six undocumented

immigrant community health workers (CHWS).

ResultsAll participants thought that IPV screening by liealare providers (HCPs) was
a good idea, with one woman reporting that shdaBed for the first time to a HCP

when screened. The primary motivation for help-segk this sample was severe and/or
escalating violence. Unique help-seeking barriersgHis population included: lack of
knowledge about IPV services, language barriers fears of deportation (for partner or
for themselves). All CHWs reported not feeling aakigly prepared for referring IPV

survivors to services.

77



Conclusion:Undocumented immigrants identified similar chafjes in IPV help seeking
as other IPV survivors. However, they also ra@eadimber of unique barriers, including
deportation concerns and concern over serviceahbt in Spanish. CHWs are
important sources of information and reported beipgroached by numerous women for
IPV help-seeking assistance. Yet, they all repoieéeting unequipped to help IPV
survivors. CHWSs should receive increased trainmgroperly refer IPV survivors to
services offered in Spanish and HCPs should reguidareen undocumented immigrant

women receiving primary care.
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Introduction

Approximately one third of the 11.3 million immigrs living in the United States are

undocumented and of these three quarters are feam American— with six million

from Mexico alone (Passel, Cohn, Krogstad, & Goezdarrera, 2014; Passel, Director,
& Lopez, 2009). Although the influx of undocumentatmigrants has stabilized in
recent years, the undocumented immigrant populatidime U.S. is not projected to
change in the coming years. While the number adnmag undocumented Mexican
immigrants has decreased, there has been an iaaregsuth from Central America

crossing the US-Mexico border (Passel et al., 2014)

Intimate partner violence (IPV) affects women fralhregions of the world. The
worldwide lifetime prevalence ranges from 10-71%hwhe U.S. prevalence for being
physically abused and/or raped by an intimate pattes between 25-33% (Black et al.,
2010; Gar@a-Moreno et al., 2005; Heise et al., 1999; Tjadehh&ennes, 2000). In one
of the first quantitative studies focusing on ungdoented immigrants from Latin
America, the authors of this manuscript found alamnprevalence of IPV among an
urban sample of undocumented Spanish-speakingd_etimigrants: of the 200 women
surveyed, 35.5% reported a lifetime experiencd® (physical and/or non-physical). In
the same study, 34% and 36% of IPV survivors asefbrmal (e.g. therapist, police,
non-profit organization) and informal (e.qg. frierasd family) help (respectively) as a

result of IPV (Chapter 2). However, there is a tleaf research related to IPV and help-
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seeking among undocumented immigrant women in thieet) States (Levine & Peffer,

2012).

Although there is a large undocumented populaticithe United States, public health
research rarely focuses on this vulnerable pomriattigma, fear, and language barriers
are examples of barriers that limit the participatof undocumented immigrants in
research (Shedlin et al., 2011). Additionally, laage barriers, unfamiliarity with service
organizations, and fear of deportation and/or aitiee are all reasons why
undocumented immigrants may be less likely to acbeslth and social services in the

United States (Runner et al., 2009).

Barriers to Seeking Help

Few studies have investigated the help-seekingv@isaof undocumented immigrant
women. In an effort to understand how immigrant vearmteract with the justice system
to obtain protective orders, Ammar et al. studiéd hattered immigrant women in the
U.S. from around the world who had sought formdp lzs a result to IPV. Forty-four
percent of the sample was composed of undocuméntadyrants. Although results
were not stratified by immigration status, the authifound that 89% of the sample had
never heard of a protection order before seekingdbhelp (Ammar et al., 2012). This is
a worrisome finding given that protection orders ane of the most common legal
options available to IPV survivors. This findingggiests that IPV survivor immigrant
women are not knowledgeable about legal optiongadola to them in the United States.

The authors also found that women most commoniynézhabout sources of help from
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someone who spoke their language, indicating #r@ices should be advertised and
offered in the native language of immigrants (Ammiaal., 2012). In another study,
Levine et al. estimated approximately 37,000 undwnted immigrant women were the
victims of IPV in 2008 in the United States; yetyoh0,000 U-visa applications (a legal
help-seeking option for IPV) were available to tkéene population, indicating a lack of
available formal resources (Levine & Peffer, 20 Rihally, another qualitative study
with 17 Hispanic immigrant mothers, including undoented immigrants, in the
northeastern US identified the fear of the thréateportation as a barrier to IPV help-

seeking (Kelly, 2009).

This purpose of this study was to better understheadPV help-seeking motivations and
behaviors of undocumented immigrants. Results fitimstudy can be used to guide IPV
prevention and reduction programs for health amibaéservice providers working with
undocumented immigrant populations in this comnyjr@s well as guide policy
recommendations for more systematic approachethdfarore, this study makes an
important contribution to public health and immigfréiterature, as it is one of only a

handful of studies with an entirely undocumentecdhigrant population.

Methods
Research Design
Semi-structured individual interviews with undocurtesl Spanish-speaking immigrant
women reporting IPV experiences in Philadelphia. d&kected individual interviews as

the most appropriate methodology due to the sersim@ature of IPV disclosure and help-
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seeking among a vulnerable population. In additiothe individual interviews, we
conducted one focus group composed of communitgrhearkers (CHWS) serving the
undocumented Spanish-speaking population of PHpade The first author of this

manuscript (SJS) conducted the interviews andifaigt the focus group discussion.

Participants
Study participants were recruited between Septe2®EB and September 2014 by the
lead author at a community health center in Phitdda, PA that serves uninsured

Spanish-speaking immigrants, the majority of whamumndocumented. Three women

were recruited directly after completing a quatitta\WWomers Health Survey that

included an IPV screening instrument (Index of $gofbuse) (Hudson & Mcintosh,
1981) at a health clinic that serves uninsured Bpaspeaking patients. Women who
screened positive for IPV were invited to compkefellow-up qualitative interview.
Additionally, Community Health Workers (CHWSs) fraitme same clinic alerted two
women to the study. The CHWSs asked women who diedldPV experiences if they
were interested in sharing their experiences aoparresearch project to better
understand IPV experiences and help-seeking in toenmunity. Interested women

were contacted directly by the lead author (S.8)raet to discuss the study at the health

clinic in further detail. Eligibility criteria fothe interviews were as follows: female, age

> 18 years, fluent Spanish-speaker, undocumentedgration status, and self-reported

IPV experience while residing in Philadelphia, AAe lead author (SJS) gave a detailed
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explanation of the project and the women providexdbal informed consent. Participants

were compensated $20 for their participation.

Six CHWs working or volunteering for the healtnatiwho are also undocumented
immigrants were invited to participate in a focusup exploring the prevalence and the
help-seeking behaviors of women in their communitye group of six CHWSs has been
involved in health promotion research in the sam#ogumented immigrant community
in the past (O'Brien, Shuman, Barrios, Alos, & Vdkér, 2014; @rien, Halbert, Bixby,
Pimentel, & Shea, 2010). The CHWSs provided inforroedsent and were compensated
$10 for their participation. The Institutional Rewi Board at Temple University and the

Medical Director at Puentes de Salud approvedstiidy (Protocol: 22285).

Data Collection

Five individual interviews were conducted with uodmented Spanish-speaking
immigrant women. Each interview covered three dosig(l) IPV knowledge, (2) IPV
screening acceptability, and (3) IPV help-seekiagdviors. While questions in the three
domains were developed in advance, the intervign@yed for additional information
based on responses and the natural flow of convemsall interviews were conducted

in Spanish. Interviews lasted between approxima&elyinutes and one hour and were
digitally recorded. The focus group interview witle CHWs was approximately 90
minutes, conducted in Spanish, digitally recoraged explored the same domains as the

individual interviews. See Appendix 2 for questiomsluded in the interviews and focus

group.
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Data Analysis

Each recording was transcribed in Spanish by ae&panish speaker and compared to
the original recording to confirm accuracy (SJSJaati® software (Scientific

Sofware Development, 2014) was used to organidecade the transcripts and a
grounded theory approach was used in data anaysisinded theory emphasizes an
inductive, open-ended approach toward data anakscouraging the elimination of
preconceived ideas, shifting to the generationlidtaf emergent themes (Charmaz,
2008). Each interview was coded in English by thst &uthor (S)JS with descriptive
statements (e.g. influence of immigration statuselp-seeking) reflecting a theme.
Codes were then organized into themes across twwigws and supporting quotes were

translated into English.

Results

Five undocumented Spanish-speaking females fromddexho experienced both

physical and emotional IPV while living in Philagala participated in one-on-one

interviews. Six CHW undocumented Spanish-spealenggle immigrants from Mexico

participated in the focus group.

Theme 1: IPV Screening by Health Care Providers
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Three of the five women reported having been sangdny a healthcare provider (HCP)

for IPV. However, of the three that were screemadly one disclosed IPV. One woman

did not disclose because she was screened in Binyliser chilés pediatrician and

reported not immediately understanding the questi@han inability to respond in
English. Another women reported not disclosing lbseahe IPV was not severe at the
time of screening and she was not interested ise¢h@ces that the HCP might offer.
Regardless, all five interviews thought that IPYegning in health settings was a good

idea and none reported a gender preference irctbersng HCP.

‘No. When | was with him, no one ever asked me this
guestion. | think that if they had asked me, | Wddve

told them what was happening [disclosed the IPVthink
it is an excellent idea [health care providers samnag for

IPV].”

The CHWs also agreed that IPV screening by HCPsavgasod idea, commenting that if
this was a routine question that would not be viba® intrusive. Several mentioned that
they had been screened in the past during an ab&ighecological visit. While the
CHWs recognized that some women might not disclives;, felt that universal screening

would help identify women in need of assistance.

1 think that the clinic [Puentes de Salud] shouitteduce

this question and | dointhink it would bother anyone

because it is a routine question and many timeanthelp.
Precisely because this is a clinic for preventitre,

guestion can prevent something worse [from hapmggnin
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Theme 2: IPV Help-Seeking: Motivations and Chalesng

Theme 2.1 IPV Help-seeking Motivated by Escalatitgence

Four of the five undocumented Latina immigrants wbmpleted individual interviews
sought formal help in the U.S. as a result of IPdtmal help-seeking included visiting a
psychologist or therapist, calling the police, mati@g family court, obtaining a order of
protection, and/or calling a domestic violence inetl Three women reported more than

one source of formal help-seeking.

Women who sought help for IPV were asked about thetivations for help seeking.
Several described scenarios of escalating violesdbeir prompt for help seeking.
Below, a woman accompanied a new immigrant malsémate to a job interview
because he not familiar with the city, describeglfthlowing scene when she returned

home and opened the door to her partner:

‘He, without mincing words, was all over me. He tst@dr
beating me this, he hit me very badly, practicetiged me,
saying: ‘that's what | was looking for, to be with men." He

raped me, physically abused me, and grabbed kifioes
the kitchen. And that's when | decided | couldb®there
anymore, because one day he could kill me. Thetares

to say feport meYou are in the United States and you can
report [Since you are living in the United Statgsy have

more rights and you can report this violence topbéce].”
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As a result of this violence, the woman sought falrhrelp from the police. In the

situation described below, the IPV survivor alsadma 911 phone call to ask for police

assistance.

‘He grabbed me by the hair, threw me on the bed and

climbed on top of me. It did not matter to him thatas
pregnant. He grabbed me by the hands and neck iand d
not want to let me go. | ran to grab the phonedb for
help. He grabbed me again by the hair and grablbed t
phone. The phone fell. | grabbed the phone andaahe
bathroom, dialed 911, and asked for someone whkespo
Spanish. | asked them to send a police car to hake

away”

These quotes highlight the severe physical andaddRY that survivors experience.

Theme 2.2: Undocumented Immigrants Face Uniquei&arm Help-Seeking

Although formal help seeking was common amongabisvenience sample, participants

mentioned several challenges in asking for helgs€&hbarriers included language

concerns, unfamiliarity with social services, amd knowing eligibility criteria for

certain services. Participants also named not waiiti be separated from children and/or

have their partner deported as a barrier to agkingelp.

The language barrier, the barriers of not knowinigene

help centers are. And above all, not knowing if/thvél ask
you for some document, for your legal status, pbif have

to be of a certain race. It is a lot of misinfornost ”

‘First because | did not work at the time, and s&con

because | saidf they deport him, who is going to support
us? And how will I explain to my children that thiather

hits me?”
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These quotes demonstrate the misinformation reggueligibility for services based on
legal status and the challenges of making ends widetut financial support. While the
latter often applies to IPV survivors in generhg precarious financial situation of
undocumented immigrants may make this challengeogsiby relevant. Furthermore,
wanting to leave a partner is not the same as nguatipartner deported. In addition,
extended family dynamics may play a role in helpkssy decisions. One CHW shared
an experience of one woman calling the police andny to deal with criticism from

family in Mexico.

1 know a person who also had a husband who hit doed,

hit her, and hit her. Until she decided one daynmare —
and she called the police and they took him [t{.jaler
family in Mexico was calling her and sayingow could

you do this?They said so much until she retracted the

complaint.”

Theme 3: CHWSs Interactions with IPV Survivors

Theme 3.1 IPV Survivors Turn to CHWs for Help
The CHWSs provided multiple examples of undocumentedigrant women turning to
them for help and advice related to IPV help-segKithese experiences varied widely,

from women disclosing in casual conversations tadealled in emergency situations.

‘As community health workers, this always happenstd
think that we always have people who are calling us

looking to talk about things.
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CHWSs may be one of the first points of formal heggking contacts for undocumented
IPV survivors. The fact that the undocumented IBXisors will primarily turn to
CHWSs demonstrates that the CHWSs have an importahtrasted role in the

communities they serve.

Theme 3.2 CHWSs Are Not Adequately Prepared for #tsxy IPV Survivors

In general, CHWs described feeling unprepared aridistrated in advising IPV
survivors asking for help. They were not awareestges that were available when they
needed them. When asked how to help a women whe samthe clinic and disclosed
an IPV experience, they felt comfortable referrey to the on-site psychologist.
However, when they were solicited for help outafiéhe clinic setting, they were unsure
of what resources were available and/or unabldentify resources. The following
situation provides an example of the lengths CHWogn order to help members of the

community.

‘She has two small children and has never workee:rgvh
do you take her? In this instance, if she retumber

house, her aggressor is there. She ttga back to her

house. But if you take her to an institutiorthere is a

protocol that you have to follow and she is undoented
and can not access these services. | am tellingrgon
experience, because this happened to me. | haeg&edhis
person with her children to my house, because bebénd
kicked her out. It was 6pm, | called all the ingiibns and
all the friends that | had. They gave me numbers an
numbers, where no one answered the phone or hgot t
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answering machine. At 10pm | sdiet s call the police.

She saidho! My brothers are there and if the police detain
him, they are going to say things to me, assaultlrdent
know what elséSo | had her living in my house for two

weeks”
The case above demonstrates how CHWSs use theimafmetworks to solicit help, but
when she could not find a solution, she broughfahngly into her home. When probed
on community resources available to IPV survivtte, CHWSs identified a therapist and
the church. One woman knew there might be oth@uress available in a more distant

part of the city, but she believed that undocunentenigrants were not eligible for the
services.

‘Sometimes the church, they can go and talk witlsigters

or the priest, but even so, apart from this | dé&nmow any

places that we can tell them [to go]. All the pla@e in
the north [of Philadelphia] and they need papeesgl

documentation]. The truth is, | ddknow.”

Although there was a lack of knowledge about abteldPV resources, the CHWs
wanted to do more.

‘As community health workers, we need to know tdatW
can we offer? What do we have access to? Up uhat w

point can we help?

‘We [CHWSs] want to move the sky, sea, and land lfp he

someone, but our resources are very limited. Waatan
Therefore, we have learned to listen and see whatam
do. Sometimes we cannot do anything. It is sadywan to

do more, but sometimes you just cannot do anything
Discussion
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The study findings suggest that undocumented imanigvomen would welcome IPV
screening in their native language by primary H@#th IPV survivors and CHWSs
agreed that the HCP gender was unimportant foesgrg. One woman never screened
by a HCP said she would have disclosed had sheds#ea during a visit. Another

woman who was screened but did not disclose, titedanguage barrier with the HCP as

the reason for non-disclosure. Providing healthsargices in the pati€stlanguage is

important, not only for IPV screening, but also fhagh quality patient care. While there
is no clear consensus on the efficacy of univd®dlscreening (Moyer, 2013), research
has found help-seeking to be beneficial. For exarfgrimal help-seeking may result in
fewer incidents of serious physical IPV in the fet¢Goodman et al., 2005; Liang et al.,
2005). Past research with health and social seprivéders identified lack of time, the
behaviors of women (e.g. defending and/or not legthe abusive partner), and lack of
training as the three most common barriers prengnRV screening (Beynon, Gutmanis,
Tutty, Wathen, & MacMillan, 2012). We identified istudies regarding IPV screening
and referral practices with HCPs serving undocueteimhmigrant populations. Future
research with health and social service providenking with undocumented immigrants
should assess their knowledge of IPV resourcedadblaito undocumented immigrants,

as IPV screening alone is insufficient.

Once IPV survivors are identified, HCPs must begadéely prepared to refer women to
the appropriate resources. In our interviews, oaman who disclosed IPV to her HCP

was told to talk to a psychologist. However, she wat provided with a specific
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psychologist or instructions on how to contact ondicating a need for a systemic
approach to improving IPV services. She said hePHé€ver called to follow-up to see if
she received the help he recommend. She eventiiatiipsed her IPV experiences to her
employer, who helped her contact an organizatiovirsg survivors of IPV, where she
attending therapy for six months. She subsequésftiyrer partner and indicated that she

was better without her abuser.

In this study we also found that undocumented innamgwomen face many of the same
challenges in formal and informal help-seeking tdead by non-immigrant women,

such as embarrassment and shame. However, thisrabla population also identified
unique challenges related to their immigrant statakiding: language barriers, fear of
deportation, and uncertainty about available sesrithese results are in line with a
previous study with abused Latina immigrant wonveimich found Latina undocumented
immigrants delayed disclosure for fear of depootatiBauer et al., 2000). Women in this
study were also worried about deportation of tpantner and what that would mean for
their financial stability and/or their relationshapth their family. While the United States
has laws in place that can provide legal immigstatus to undocumented survivors of
IPV, immigrant women worried about their partnemnigedeported have well-founded
fears, as reporting an undocumented immigrantges@etrator of IPV may result in

deportation of the agressor.

Finally, results highlighted the important rolettiiH\Ws play as a resource for IPV help-

seeking in their undocumented immigrant commuriitgch of the CHWs had women
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disclose IPV to them in the past, both in cliniaatl non-clinical settings. In general, they
were eager to help and responses ranged fromihgtemaking referrals to formal
services, to housing IPV survivors in their hom#&#ile inviting IPV survivors into their
homes reflects their dedication to their communittis not a recommended strategy.
Furthermore, the CHWSs were unsure or incorrect athmunecessary legal
documentation required by organizations that pmwassistance to IPV survivors. The
focus group with the CHWs highlighted the needtfaming and integrated materials
about available IPV resources, eligibility requients for services, and an ethical

protocol for working with IPV survivors.

Strengths and Limitations:

One strength of this study was the inclusion ofyamidocumented immigrant Spanish-
speaking population. A handful of studies haveuded undocumented Latina
immigrants in their sample (Ammar et al., 2012; &aet al., 2000; Kelly, 2009) but this
is the first to report an entirely undocumented ignant population. Four of the five
women interviewed had sought formal help as a teduPV experiences in

Philadelphia. In a previous, clinic-based quantigastudy with this population, only

34% of IPV survivors reported formal IPV help sewkisuggesting that help-seeking
immigrants were overrepresented in this study (@&ha). This over-representation of
formal help-seekers allowed better explorationlitators and challenges to help-seeking

more easily.
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Additionally, the fact that four out of five immignts sought formal help limited our
ability to investigate the motivations of undocureshimmigrants for not seeking help.
Future studies should include larger sample sindsw@ore diverse IPV help-seeking
experiences among participants. The small sampéedfithis study was a limitation, but
recruitment is difficult with this population andsenall amount of funds were available
for participant incentives. In addition to the IBMrvivors who completed individual
interviews for this study, an additional six wonather did not keep their appointment
interview (n=4) or arrived but were uncomfortablghaparticipating in the research
portion of the study (n=2). The latter group reeeiinformation about safety planning

sessions and formal help-seeking options.

Recommendations

We propose that HCPs working with undocumented ignamts regularly screen women
for IPV in their native language. Results suggestonly that women are open to this,
but also that screening may encourage disclosutéhemefore improve the health

outcomes of IPV survivors.

Furthermore, results indicate a lack of and inadrkeowledge about available services
and eligibility requirements among undocumented ignamt IPV survivors and among
CHWs. Formal organizations serving this populatizay consider increased outreach to
undocumented immigrant communities and providiaging tailored to CHWs, who

often serve as the first point of formal contactdodocumented immigrants seeking help
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as a result of IPV. Examples of organizations ideldomestic violence organizations,
non-profit legal services, and health centers. B@timing and services must be available
in Spanish and should directly address the depantabncerns of women, as current
legislation in the United States offers protectiarswvomen who have been the victims
of intimate partner violence, regardless of theimigration status. Training for CHWs
should include information on available resoura@sstirvivors of IPV and safety

planning.
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CHAPTER 5: CONCLUSION

More than one in three adult women in the Uniteaite€3t experience IPV in their lifetime
(Black et al., 2010), however less is known ab®W &mong vulnerable populations
including undocumented immigrants. Spanish-speakimtpcumented immigrants
account for almost three quarters of the 11.3 amllinauthorized persons in the United

States in 2014 and most do not have health insardtessel et al., 2014).

Women who seek help as a result of IPV face a dyfabarriers including fear, shame,
lack of knowledge about recourses, social stigmd,eanbarrassment. Undocumented
immigrants likely experience the same barriers,absh may face unique challenges
compared to their non-undocumented immigrant copatés. These unique challenges
may include: language barriers, fear of deportatoa unfamiliarity with health and

social service systems.

The purpose of this dissertation was to understiaadPV prevalence, help-seeking
behaviors, and health outcomes among an undocuch8&pemnish-speaking immigrant
population living in Philadelphia, PA. Using prinyatdata collection methods, two
hundred undocumented immigrant women were screfemé@V, functional physical
health, MDD, and PTSD in a clinical setting. In-ttemterviews were conducted with
five IPV survivors and one focus group was heldhv@HWs to learn more about

disclosure and referral practices. This approaldwald for more in-depth analysis of
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guantitative findings. The mixed method study piled a more in-depth look into the
issue of IPV among this special population. WHile juantitative survey provides a
sense of the breadth of the issue, the interviewlS@cus groups provides a sense of the
nuances and unique considerations. Across theithdilypapers of the dissertation, three

specific aims were addressed:

Specific Aim 1Describe the prevalence of intimate partner vicdeand
help-seeking behaviors among undocumented Spapesdking

immigrants in an urban primary care clinic.

Specific Aim 2Describe the functional and emotional health of
undocumented Spanish-speaking immigrant women \akie xperienced
IPV compared to undocumented Spanish-speaking inamigvomen who

have not experienced IPV.

Specific Aim 3Document the IPV help-seeking behaviors of
undocumented Spanish-speaking immigrant women wherenced IPV

while living in Philadelphia.

To the authds knowledge, there are no published studies tlaisfon the IPV

prevalence, health outcomes, or help-seeking betsagf an exclusively undocumented

Spanish-speaking immigrant population in the Unii¢ates.
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Summary of Findings

Chapter 2 addresses Specific Aim 1, describingthealence and help-seeking
behaviors of undocumented Spanish-speaking woitenIndex of Spousal Abuse was
used to assess lifetime IPV experientes sample of 200 women recruited from a
health clinic serving the target population, 35.6%469) of the sample screened positive
for either physical or non-physical lifetime IP\&ferred to as IPV survivors, confirming
hypothesis 1a, that women in this population exgmee lifetime IPV the same amount as
the U.S. general population. Sixty-five percent4Byof the IPV survivor population
reported both physical and non-physical IPV, intlicathe experiencing multiple forms
of IPV was more common than experiencing one tifaing a partner who becomes
angry when she disagrees with him, having a parttherscreams and yells, and having a
partner who is jealous and/or suspicious of frieneisig the most common types of non-
physical IPV among survivors (87%, 87%, and 84.1%lldifetime IPV survivors
respectively). Among IPV survivors who experienpégsical abuse, having a partner
who punched with his fists and a partner who bewoafeisive when he drinks alcohol
were the most common responses to individual questi65.2% and 62.3%

respectively).

Results indicated the more than half (56.5%) of Hiwivors did seek help, with
informal help-seeking slightly more common thamiat help-seeking, in line with
hypothesis 1b. Among women who sought informal lasl@a result of an IPV experience,

women were most likely to reach out to their siptinfollowed by their parents, and then
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friends. The most common sources for formal hegkisg were non-profit organizations
(20%), the police (12%), and a therapist/couns@@®o). Not knowing where to seek
services, embarrassment, deportation concernslyfagparation, and lack of social
support were the most commonly cited reasons foseeking help as a result of IPV.
These findings indicate that organizations workmg@rovide resources for IPV have
several directions to expand services. They carase Spanish language resources,
work to normalize IPV as a public health problemd arovide education on the rights of

immigrants who are the survivors of abuse.

Specific Aim 2 was addressed in Chapter 3. Womem fthe quantitative sample were
screened for MDD and PTSD and answered twelve quisstelated to HRQL. Logistic
regression was used to examine the associatiorebatii?VV and physical and mental
health status. Of the entire sample (h=200) 41.68loesed major depressive disorder
and 16% endorsed post-traumatic stress disordénelnnadjusted logistic regression
models, IPV survivors were more likely to endorsBMand PTSD and report low
mental health HRQL scores (OR: 2.27, 3.45, 2.1Ppaesvely). In fully adjusted models,
only the association between IPV and PTSD remasigrdficant (OR: 4.143, ClI: 1.21-
14.24). The findings from this portion of the studglicated that there was a high
prevalence of both MDD and PTSD in the study paaha Health and social service
providers in this community should investigate ehésdings further, possibly screening
more women for mental health conditions and inengasr improving existing mental

health services.
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To better understand the help-seeking experienusnativations of IPV survivors in
this community, five in-depth individual intervievasd one focus group were conducted
with IPV survivors and CHWSs respectively. This stisldescribed in Chapter 3.

Results from the qualitative portion demonstratggpsrted the findings from Chapter 2
indicating that deportation concerns may influetieelPV help-seeking decisions of
undocumented women. In addition to consideringothesibility of themselves or their
partner being deported, at least one woman wagtantef what services undocumented
immigrants were eligible for and referenced needitggl documentation for services.
Women from the interviews had sought help from @ets of sources including the
police, court system, employers, therapists, amdprofit organizations. Apart from their
individual experiences seeking help, all interview@agreed that IPV screening in

healthcare settings was a good idea.

Finally, results from the focus group with the CH@revided multiple examples of
undocumented immigrant women turning to CHWs fdp laed advice related to IPV
help-seeking. While the women were eager to ag&isten, in general, they felt

untrained and unprepared to refer women to diftesenrces of help.

Scientific Contributions

To our knowledge, this is the first study to deserPV experiences and help-seeking

behaviors among undocumented Spanish-speaking irantiggomen. The dearth of

research with this vulnerable population is likedlated to their marginalized social
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status and difficulties related to accessing thiserable population . This study
demonstrates that it is possible to ask immigrahtat their legal status and include

undocumented immigrants in social science research.

As the number of undocumented immigrants in thaddnbtates is projected to remain
stable over the next several years (Passel @(dl4), understanding their unique
vulnerabilities is vital for health promotion. Résurom this study indicate that IPV is a
health concern in the sampled community and thaently available resources may not
adequately serve undocumented immigrants and/osémaice organization are not
adequately advertising services to undocumentedgnamis. Programs that provide
linguistically and culturally (especially in terro§ addressing eligibility regardless of
legal immigration status) will be important in prdwvng health and social services to IPV

Survivors.

This study also draws attention to the prevaleridd@D and PTSD in the sample. This
convenience sample had a higher prevalence of MDPa SD compared to U.S.
Latinos and general adult population (Breslau et28l11). Due to study limitations (non-
random convenience sample), it is not possibl®topgare these different populations.
However, additional research about the possikalitgn increased risk of anxiety
disorders and depression in undocumented immigraasbe warranted. This
dissertation study provides a starting point faufa research with undocumented

immigrant population. Ideas for future researchdiseussed in more detail below.
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Community Contribution

Health and social service providers currently pdowg IPV prevention services in
Philadelphia should use results of this study,ipalerly about help-seeking barriers and
acceptability of screening, to improve servicesuiodocumented immigrant women by
providing more culturally appropriate service ie tindocumented immigrant
community. SpecificallyCongreso de Latinos Unidos (Congresanon-profit
organization based in North Philadelphia, is wogkam a project to expand their Latina
Domestic Violence Program to the undocumented imemigpopulations in South
Philadelphia. Furthermore, alcohol use and abuseassociated with the prevalence of
IPV in this sample, yet only one Alcohol Anonymarsup is available in South
PhiladlephiaCongresamay consider providing additional substance abeseurces for
men, a service they already provide in North Plellgklia. This researcher is on the
advisory board of the Latina Domestic Violence FPang atCongresaand will continue

to work on the development of this program.

FurthermorePuentes de Saluthe recruitment site for this study, should cdasi
providing additional training to CHWSs, focusing safety planning and referral resources
available to Spanish-speaking undocumented immigifdre CHWSs appear to be front-
line resources for IPV survivors seeking help axpressed a desire to learn more about
IPV and available resources for help. The lead@utBJS) has plans to present the

findings of this dissertation and specific recomnhagion to the staff @fuentes de Salud.

Limitations
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The small sample size for both the quantitative gualitative portions of this
dissertation and the cross-sectional design wettellmitations of this study. The cross-
sectional study design is restricts any conclusabwut temporal relationship and
therefore reverse causality is a possibility. &mmple it is possible that IPV resulted in
an increased likelihood of PTSD or that women VATISD are more likely to experience

IPV.

The study population was limited to women seekingazompanying someone seeking
health care services, and therefore not represemtdtall undocumented Spanish-
speaking women in Philadelphia, including women wbek services at a different
health care center and those not seeking care. Wautitle controlling partners may be

limited or restricted from attending medical appoiants.

Only one researcher was available to screen efigilomen and administer the survey,
limiting the number of women who could complete $iievey during each clinical
session. Clinical space was also limited, makimifficult to recruit during some clinical
sessions and potentially limiting the number aofible women being recruited to

participate.

Finally, recruiting IPV survivors to participate the qualitative portion of this study was

a challenge. The additional time requirement andllsamount of available may have

contributed to the low number of successful intemws. Many women who screened
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positive for IPV declined to participate in the Gtaive portion of this study. In addition
six women who did agree to participate either cittkeep their appointment interview
(n=4) or arrived but were uncomfortable with pap#&ting in the research portion of the
study (n=2). The latter group received informatatrout safety planning session and

formal help-seeking options.

Future Studies

Due to the limited availability of research abd@¥lamong undocumented immigrants,
there are many opportunities for future investiyatkirst, future studies should explore
the relationships between IPV and health outcom#@sadarger and more representative
undocumented Latina immigrant sample. Although was outside the scope of this
dissertation project, a larger and more represgetaample would strengthen study

findings.

This study found that over a third of undocumerednish-speaking immigrant women

seeking primary health care services in Philadalgiperienced IPV and that partser

alcohol use was significantly associated with tkelihood of IPV experiences. Future

studies should further investigate the pathway betwpartnés alcohol use and IPV and

the impact of alcohol treatment programs (or al¢oéduction) on the incidence of IPV.

While working with male undocumented immigrants véne the perpetrators of IPV was
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outside the scope of this research, increasing ledge about IPV from the perspectives

of males is important and necessary for IPV prewarirograms.

Additionally, it would be helpful to explore theigins PTSD (and possibly MDD if
applicable) in a systematic manner in the futudthdugh many women shared their
personal traumatic events unprompted, data abewgdtrces of anxiety were not
systematically collected. This is also true for dadly life stressors of being an
undocumented immigrant woman. A temporal componentbined with the origins of

anxiety would provide further insight into the tad@aship between IPV and PTSD.

Finally, as a follow-up to this dissertation prdjeadditional in-depth interviews would
strengthen the results of Chapter 3 and provideerdwection to health and social service
agencies in Philadelphia working with undocumenmntechigrant IPV survivors. As
discussed above, time and resource limitationsqutéo be a significant barrier,

involving the CHWs in this process may prove hédlpfu

Reflection

This project provided an opportunity to design agional research study, complete
primary data collection, and complete quantitativel qualitative analysis on a pressing
public health issue with a marginalized populatifhile violence against women in its
many forms is increasingly recognized as publidthemncern, it does not receive the

same attention as equally or less prevalent heattblems in the United States. As
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millions of undocumented immigrants continue tadesand immigrate to this country in
search of a better life, it is imperative that peogs and policies exist to meet their
specific needs and protect them from violence dn@. | am committed to continuing

to work with this population.

| will also use the knowledge and skills gainedrirthis project to work on related
projects. | am currently managing the qualitatisenponent of a randomized clinical trial
in Mexico City aimed at increasing help-seekingdebdrs among survivors of IPV. |
plan to pursue an academic career that involvds teaching and research and the skills
gained in this project have provided me with acgs@undation for this path. | have given
several lectures in university settings about IPAbag undocumented immigrants and

my research helped me gain employment as a Vidimofessor at Haverford College.
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APPENDIX A: WOMEN’'S HEALTH SURVEY (ENGLISH/SPANISH)

Date:
Initials:
Informed
Consent? M ves D No
DEMOGRAPHIC INFORMATION
Immigration Status: Spanish Fluency: [0 Yes [ No
O Documented, citizen
O Documented, resident or visa
O Undocumented
Ethnicity: O Hispanic/Latino DOB: } /
] Non-Hispanic/Latino (mo/day/yr)

Country of Origin:

Years residing in U.S.:

Years of education:

Health Insurance Status:

(If no, skip ISA & Help-seeking sections)

(years) | Yes, hasinsurance
1 No insurance
Employed: O Yes O No Occupation:
Ever intimate partnefd Yes [J No Current intimate partnet] Yes [ No

Marital Status:

Parity:

# of children:

# of children living in household:

Do you drink alcohol? [0 Yes [ No

How often do you get drunk (circle):
often, only sometimes, or never?

Does/Did your husband/partner drink alcohol
O Yes 0O No

often, only sometimes, or never?

PHow often does (did) he get drunk (circle ong):

D
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HEALTH-RELATED QUALITY OF LIFE ASSESSMENT

1. In general, would you say your health is:
Excellent (1)
Very Good (2)
Good (3)
Fair (4)
Poor (5)
The following two questions are about activitiesiyoight do during a typical day. Does YOUR
HEALTH NOW LIMIT YOU in these activities? If so,dw much?

2. MODERATE ACTIVITIES, such as moving a table, pungy a vacuum cleaner, bowling, or
playing golf:

Yes, Limited a Lot (1)

Yes, Limited a Little (2)

No, Not Limited at All (3)

3. Climbing SEVERAL flights of stairs:
Yes, Limited A Lot (1)
Yes, Limited A Little (2)
No, Not Limited At All (3)

During the PAST 4 WEEKS have you had any of thiofaihg problems with your work or other
regular activities AS A RESULT OF YOUR PHYSICAL HEAH?

4. ACCOMPLISHED LESS than you would like:
Yes (1)
No (2)

5. Were limited in the KIND of work or other actings:
Yes (1)
No (2)

During the PAST 4 WEEKS, were you limited in thadiof work you do or other regular
activities AS A
RESULT OF ANY EMOTIONAL PROBLEMS (such as feelingmressed or anxious)?

6. ACCOMPLISHED LESS than you would like:
Yes (1)
No (2)

7. Didnt do work or other activities as CAREFULLY as usual
Yes (1)
No (2)

8. During the PAST 4 WEEKS, how much did PAIN iféee with your normal work (including
both work outside the home and housework)?

Not At All (1)

A Little Bit (2)
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Moderately (3)
Quite A Bit (4)
Extremely (5)

The next three questions are about how you feehamdthings have been DURING THE PAST
4 WEEKS. For each question, please give the os@e@rthat comes closest to the way you have

been feeling. How much of the time during the PASWEEKS-

9. Have you felt calm and peaceful?
All of the Time (1)
Most of the Time (2)
A Good Bit of the Time (3)
Some of the Time (4)
A Little of the Time (5)
None of the Time (6)
10. Did you have a lot of energy?
All of the Time (1)
Most of the Time (2)
A Good Bit of the Time (3)
Some of the Time (4)
A Little of the Time (5)
None of the Time (6)

11. Have you felt downhearted and blue?
All of the Time (1)

Most of the Time (2)

A Good Bit of the Time (3)
Some of the Time (4)

A Little of the Time (5)

None of the Time (6)

12. During the PAST 4 WEEKS, how much of the timaes your PHYSICAL HEALTH OR
EMOTIONAL
PROBLEMS interfered with your social activitigike visiting with friends, relatives, etc.)?
All of the Time (1)
Most of the Time (2)
A Good Bit of the Time (3)
Some of the Time (4)
A Little of the Time (5)
None of the Time (6)
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DEPRESSION SCALE

During the past week...

Rarely or
none of the
time (less
than 1 day)

Some or a little
of the time
(1-2 days)

Occasionally or a
moderate amount
of time (3-4 days)

All of the
time (5-7
days)

1. I was bothered by things th
usually don’t bother me

At

0

2. 1did not feel like eating; my
appetite was poor

3. [Ifeltthat | could not shake
off the blues even with help fro
my family

4. | felt that | was just as good
as other people

5. I had trouble keeping my min
on what | was doing

6. |felt depressed

7. |felt that everything | did
was an effort

8. | felt hopeful about the futur

9. Ithought my life had been &
failure

A

o

w

10. | felt fearful

11. My sleep was restless

12. 1 was happy

13. | talked less than usual

14. | felt lonely

15. People were unfriendly

16. | enjoyed life

17. 1 had crying spells

18. | felt sad

19. | felt that people disliked me

20. I could not "get going"

oO|lo|lojlojlo|lo|j]o|o|o| o | oo

R N N e N S T B = T I N BN Y

NN NN IDNIDNIDNIDNIDNIDNDN

W W W w W w w w|l w|w|w
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SOCIAL SUPPORT SCALE

1. About how many close friends and close relatde you have (people you feel at ease with
and can talk to about what is on your mind)?
Write in number of close friends and close relative

#

People sometimes look to others for companionglsigistance, or other types of support. How
often is each of the following kinds of support iaale to YOU if you need it?

worries and fears with

None of | A Little of | Some of | Most of | All of
the Time | the Time |the Time |the Time | the Time
2. Someone to help you if you were
confined to bed 1 2 3 4 5
3. Someone you can couwnt to listen to 1 5 3 4 5
you when you need to talk
4. Someone to give you good advice
about a crisis 1 2 3 4 5
5. Someone to take you to the doctor |f
you needed it 1 2 3 4 5
6. Someone who shows you love and 1 > 3 4 5
affection
7. Someone to have a good time with| 1 2 3 4 5
8. Someone to give you information tg 1 5 3 4 5
help you understand a situation
9. Someone to confide in or talk to 1 5 3 4 5
about yourself or your problems
10. Someone who hugs you 1 2 3 4 5
Il. Someone to get together with for 1 5 3 4 5
relaxation
12. Someone to prepare your meals if 1 5 3 4 5
you were unable to do it yourself..
13. Someone whose advice you really
want.. 1 2 3 4 5
14. Someone to do things with to help 1 > 3 4 5
you get your mind off things
15. Someone to help with daily chores if > 3 4 5
you were sick
16. Someone to share your most privatf 5 3 4 5
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17. Someone to turn to for suggestions

about how to deal with a personal 1 2 3 4 5
problem

18. Someone to do something enjoyaoie > 3 4 5
with

19. Someone who understands your 1 5 3 4 5
problems

20. Someone to love and make you feell 5 3 4 5

wanted
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IPV SCREENING
This questionnaire was designed to measure certgative aspects of the treatment of you in
your relationship with your partner. It is not atam and there are no right or wrong answers.

Please answer each statement carefully by placifig’an the chosen answer.

Never | Rarely | Occasionally | Frequently | Very Current | Past
Frequently | Partner?| Partner?

1. My partner belittles me.

2. My partner demands
obedience to his whims.

3. My partner becomes surly
and angry if I tell him he is
drinking too much.

4. My partner makes me
perform sex acts that | do
not enjoy or like

5. My partner becomes very
upset if dinner, housework
or laundry is not done when
he thinks it should be.

|

6. My partner is jealous an
suspicious of my friends

7. My partner punches me
with his fists.

8. My partner tells me | am
ugly and unattractive.

9. My partner tells me |
really couldn't manage or
take care of myself without
him.

10. My partner acts like |
am his personal servant.

11. My partner insults or
shames me in front of others

12. My partner becomes
very angry if | disagree with
his point of view.

13. My partner threatens me
with a weapon.
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14. My partner is stingy in
giving me enough money t
run our home.

A=)

15. My partner belittles me
intellectually.

16. My partner demands that

| stay home to take care of
the children

17. My partner beats me so
badly that | must seek
medical help

18. My partner feels that |
should not work or go to
school.

19. My partner is not a king
person.

20. My partner does not
want me to socialize with
my female friends.

21. My partner demands sex

whether | want it or not.

22. My partner screams and

yells at me.

23. My partner slaps me
around my face and head.

24. My partner becomes
abusive when he drinks.

25. My partner orders me
around.

26. My partner has no
respect for my feelings.

27. My partner acts like a
bully towards me.

28. My partner frightens mg

D

29. My partner treats me
like a dunce.

30. My partner acts like he
would like to kill me.
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HELP-SEEKING BEHAVIORS

1. Thinking about what you

yourself have experienced among

the different things we have beeg
talking about, have you ever trig
to seek help to stop (the/these)
person(s) from doing this to you
again?

[@Niim]

[0 Yes [ No(if no, skip to #3

2. From whom have you sought
help?

Anyone else?

RECORD ALL MENTIONED

OWN FAMILY O

HUSBAND/PARTNERS FAMILY [
CURRENT/LAST/LATE - HUSBAND/PARTNER]
CURRENT/FORMER BOYFRIENDO]

FRIEND O

NEIGHBOR[J

RELIGIOUS LEADER[]

DOCTOR/MEDICAL PERSONNELL]

POLICEO]
LAWYER [J
SOCIAL SERVICE ORGANIZATIONC]
OTHER:
3. What is the main reason that DID NOT KNOW WHERE TO GO/UNAWARE OF

you never sought help?

SERVICESO]

NOT NECESSARYLI

ASKING FOR HELP ISNT BENEFICIAL O
IT IS PART OF LIFEC]

AFRAID OF DIVORCE/SEPERATION]

AFRAID THAT SHE WOULD BE ABUSED OR OF
CHILDREN [ BEING ABUSED[]

AFRAID IT WILL CAUSE PROBLEMS FOR THE
ABUSER[OI

EMBARRASSMENT [

IT WAS HER FAULT
OTHER:
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POST-TRAUMATIC STRESS

Response

Not at all
(1)

A little bit
@)

Moderately
3

Quite a bit
4)

Extremely

®)

1.

Repeated, disturbing memories, though
or images of a stressful experience fron
the past?

ts,
n

Repeated, disturbing dreams of a stres
experience from the past?

sful

Suddenly acting or feeling as if a stress
experience were happening again (as i
you were reliving it)?

ful

Feeling very upset when something
reminded you of a stressful experience
from the past?

Having physical reactions (e.g., heart
pounding, trouble breathing, or sweatin
when something reminded you of a
stressful experience from the past?

0)

Avoid thinking about or talking about a
stressful experience from the past or
avoid having feelings related to it?

Avoid activities or situations because th
remind you of a stressful experience frg
the past?

m

Trouble remembering important parts o
stressful experience from the past?

f a

Loss of interest in things that you used
enjoy?

to

10.

Feeling distant or cut off from other
people?

11.

Feeling emotionally numb or being
unable to have loving feelings for those|
close to you?

12.

Feeling as if your future will somehow &
cut short?

e

13.

Trouble falling or staying asleep?

14.

Feeling irritable or having angry
outbursts?

15.

Having difficulty concentrating?

16.

Being“super aleftor watchful on guard?
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17. Feeling jumpy or easily startled?
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ENCUESTA DE SALUD DE LA MUJER (ESPANOL)
Date:
Initials:
Informed O Yes O
Consent? No
DEMOGRAPHIC INFORMATION
Immigration Status: Spanish Fluency O Yes [ No
O Documented, citizen
O Documented, resident or visa
O Undocumented
Ethnicity: [0 Hispanic/Latino DOB:
[0 Non-Hispanic/Latino / /
(mo/daylyr)
Eligible? [l Yes O No
Country of Origin: Years residing in U.S.:
Years of education: Health Insurance Status:
(years) | O Yes, has insurance
[ No insurance
Employed: OO Yes O No Occupation:
Ever intimate partnefd Yes [0 No Current intimate partnetl Yes [0 No

(If no, skip ISA & Help-seeking sections)

Marital Status:

Parity:

# of children:

# of children livinghinusehold:

Do you drink alcohol? O Yes [ No

How often do you get drunk (circle):
often, only sometimes, or never?

Does/Did your husband/partner drink alcohol
O Yes O No

?How often does (did) he get drunk (circle on

often, only sometimes, or never?

D
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INSTRUCCIONES: Las preguntas que siguen se refieren a lo que usted piensa sobre su salud.
Sus respuestas permitiran saber como se encuentra usted y hasta qué punto es capaz de hacer sus
actividades habituales.

Por favor, conteste cada pregunta marcando una casilla. Si no esta seguro/a de como responder a

una pregunta, por favor conteste lo que le parezca mas cierto.

1. En general, usted dirfa que su salud es:

[] [ [] L] -

Excelente Muy buena Buena Regular Mala

Las siguientes preguntas se refieren a actividades o cosas que usted podria hacer en un dia
normal. Su salud actual, ;le limita para hacer esas actividades o cosas? Si es asi, jcuanto?

Si, Si, No, no
me limita me limita me limita
mucho un poco mucho
2. Esfuerzos moderados, como mover una mesa, D [I l:l

pasar la aspiradora, jugar a los bolos o caminar
mas de 1 hora

[] [] []

Subir varios pisos por la escalera

(WS ]

Durante las 4 tltimas semanas, ;ha tenido alguno de los siguientes problemas en su trabajo o en
sus actividades cotidianas, a causa de su salud fisica?

Si No
4. ;Hizo menos de lo que hubiera querido hacer? D I:I
5. ;Tuvo que dejar de hacer algunas tareas en su trabajo o |:| |:|

en sus actividades cotidianas?
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Durante las 4 tltimas semanas, ;ha tenido alguno de los siguientes problemas en su trabajo o en
sus actividades cotidianas, a causa de algiin problema emocional (como estar triste, deprimido, o
nervioso)?

Si No

[]
[]

6. (Hizo menos de lo que hubiera querido hacer, por algin D
problema emocional?

7. ¢No hizo su trabajo o sus actividades cotidianas tan i:l

cuidadosamente como de costumbre, por algiin problema

emocional?

8. Durante las 4 tltimas semanas, ;hasta qué punto el dolor le ha dificultado su trabajo
habitual (incluido el trabajo fuera de casa y las tareas domésticas)?

[] [] [] [l [

Nada Un poco Regular Bastante Mucho

Las preguntas que siguen se refieren a como se ha sentido y como le han ido las cosas durante
las 4 ultimas semanas. En cada pregunta responda lo que se parezca mas a como se ha sentido
usted. Durante las tiltimas 4 semanas ;cuanto tiempo...

Sélo
Casi Muchas  Algunas  alguna
Siempre siempre veces veces Vez Nunca

9. se sintio calmado y
tranquilo?

10. tuvo mucha energia?

11. se sintié desanimado y
triste?

O O O
O 0O O
O O O
O OO
0 0O 0O
0O 0O 0O

12. Durante las 4 Gltimas semanas, jcon qué frecuencia la salud fisica o los problemas
emocionales le han dificultado sus actividades sociales (como visitar a los amigos o
familiares)?

L] L] L] L] L]

Siempre Casi Siempre  Algunas veces  Solo alguna vez Nunca
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DEPRESSION SCALE (CES-D)

Le voy a leer unas frases que describen como pstirdia haber sentido. Por favor digame con
gue frecuencia se ha sentido de esta manera dla@#mana pasada: raramente 0 ninguna vez,
alguna o poca vez; ocasionalmente o una cantidéddrdpo moderada; o la mayor parte o todo el
tiempo.

Durante la semana pasada, esg &aremente | Alguna o | Ocasionalmente La mayor
desde (fecha) hasta el presente[ 0 ninguna pocavez | o una cantidad | parte o

vez (1-2 dias) | moderado (3-4 | todo le
(Menos de dias) tiempo (5-
un dia) 7 dias)

1. Me molestaron cosas que
usualmente no me
molestan.

2. No me sentia con ganas d
comer; tenia mal
apetito.

WD

3. Me sentia que no podia
quitarme de encima la
tristeza aun con la
ayuda de mi familia o
amigos.

4. Sentia que yo era tan bueno
como cualquiera otra
persona.

5. Tenia dificultad en
mantener mi mente en
lo que estaba haciendo.

6. Me sentia deprimido.

—

7. Sentia que todo lo que hag
era un esfuerzo.

a

8. Me sentia optimista sobre gl
futuro.

9. Pensé que mi vida habia
sido un fracaso.

10. Me sentia con miedo.

11.Mi suefio era inquieto.

12. Estaba contento.

13.Hablé menos de lo usual.

14.Me senti solo.

15.La gente no era amistosa.

16. Disfruté de la vida.

17.Pasé ratos llorando.

18. Me senti triste.

19.Sentia que no le caia bienja
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la gente.

20.No tenia ganas de hacer
nada.
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SOCIAL SUPPORT SCALE

1.

Tabla 1. Cuestionario de apoyo social MOS

Las siguientes preguntas se refieren al apoyo o ayuda de que Ud. dispone

Aproximadamente , ;cudntos amigos intimos o familiares cercanos tiene Ud? (personas con las que se en-
cuentra a gusto y puede hablar acerca de todo lo que se le ocurre)

Escriba el n.° de amigos intimos y familiares cercanos

La gente busca a otras personas para encontrar compafia, asistencia, u otros tipos de ayuda. ; Con qué frecuen-
cia dispone Ud. de cada uno de los siguientes tipos de apoyo cuando lo necesita?)

Marque con un circulo uno de los niimeros de cada fila

10.
11.

12.

13.

14,

15.

16.

17.

18.
19.

20.

. Alguien que le ayude cuando tenga que estar en

la cama

Alguien con quien pueda contar cuando necesi-
ta hablar

Alguien que le aconseje cuando tenga problemas

Alguien que le lleve al médico cuando lo nece-
sita

Alguien que le muestre amor y afecto

. Alguien con quién pasar un buen rato

Alguien que le informe y le ayude a entender una
situacion

Alguien en quien confiar o con quien hablar de
sf mismo y sus preocupaciones

Alguien que le abrace
Alguien con quien pueda relajarse

Alguien que le prepare la comida si no puede ha-
cerlo

Alguien cuyo consejo realmente desee

Alguien con quien hacer cosas que le sirvan para
olvidar sus problemas

Alguien que le ayude en sus tareas domésticas si
estd enfermo

Alguien con quien compartir sus temores y pro-
blemas mas intimos

Alguien que le aconseje cémo resolver sus pro-
blemas personales

Alguien con quién divertirse
Alguien que comprenda sus problemas

Alguien a quién amar y hacerle sentirse querido

Nunca Pocas Algunas |La mayoria| Siempre
veces veces de veces
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
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IPV SCREENING

Mi Nunca | Raras | De vez | Frecuentemente| Muy
pareja: Veces| en Frecuentemen
cuando
1. | Me menosprecia
2. | Exige obediencia a
sus caprichos
3. | Se pone de mal
humor y se enfada si
le digo que ha bebidq
demasiado
4. | Me obliga a tener
relaciones sexuales
gue me desagradan
5. | Se enfada mucho si
no tiene la comida,
las tareas domeésticas
o la ropa lista cuandd
él quiere
6. | Es celosoy desconfia
de mis amigo
7. | Me da pufietazos
8. | Me dice que soy fea

Este
cuestionar
io ha sido
disefiado
para
valorar
aspectos
negativos
en el trato
gue usted,
recibe en
su
relacion
de pareja.
No se
trata de un
examen,
no hay
respuestas
verdadera
s o falsas.
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poco atractiva

Me dice que no
puedo apafiarme o
arreglarme sin él

10.

Se comporta como s
yo fuera su sirvienta

11.

Me insulta y me
averguenza delante
de los demés

12.

Se enfada mucho si
no le doy la razo6n

13.

Me amenaza con un
arma

14.

Es tacafo en darme
dinero para la casa

15.

Me subestima
intelectualmente

16.

Quiere que me quedg
en casa para cuidar &
los hijos

A%

=

17.

Me pega tan fuerte
gue tengo que ir a
Urgencias

18.

Piensa que no debo
trabajar o estudiar

19.

Es una persona poca
amable

20.

Pone pegas a que m
relacione con mis
amigas

4]

21.

Exige sexo sin
importarle mi
consentimiento

22.

Me grita y me insulta

23.

Me golpea en la card
y en la cabeza

24,

Se vuelve agresivo
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cuando bebe

25. | Siempre esta
mandandome

26. | Desprecia mis
sentimientos

27. | Se comporta conmigp
como un maton

28. | Me amenaza

29. | Me trata como si
fuese una burra o
imbécil

30. | Se comporta como s

quisiera matarme
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HELP-SEEKING BEHAVIOR

Cuando la han maltratado ¢ usted le ha pedido ayuda a
personas cercanas a usted?

¢A quién le ha pedido ayuda?

¢ Alguien mas?

ANOTE TODAS LAS PERSONAS QUE MENCIONE

OTRO PARIENTE MASCULINO

AMIGO(A) ... L
VECINO(A) ..o M
OTRA X
(ESPECIFIQUE)
Cuando fue maltratada, ¢Ud. ha acudido a alguna COMISARIA.....coooeeiiieee et A
institucion para buscar ayuda? JUZGADO ... B
FISCALIA ....

SI HA ASISTIDO ¢ a cudl institucion ha acudido?

¢Alguna otra institucion?

DEFENSORIA MUNICIPAL (DEMUNA) D
MINISTERIO DE LA MUJER (MIMDES) E-
DEFENSORIA DEL PUEBLO F—
ESTABLECIMIENTO DE SALUD . G
ORGANIZACION PRIVADA...........ccrmrrereresrerennn. . HA
OTRA: X
( ESPECIFIQUE) _
NO / NUNCA HA BUSCADO AYUDA.........ccoovvvermrrreennn, z

¢ Cual es la principal razén por la cual
usted nunca buscé ayuda?

NO SABIA DONDE IR/ NO CONOCE SERVICIOS....... 01
NO ERA NECESARIO
DE NADA SIRVE
COSAS DE LA VIDA......ovviiiiiiieiiieiee i,

MIEDO AL DIVORCIO/SEPARACION ............cccce..e... 05
MIEDO A QUE LE PEGARA DE NUEVO AELLA

O ASUSHIOS ...t 06
MIEDO DE CAUSARLE UN PROBLEMA

ALAPERSONAQUELEPEGO .......ccvvvvvirennnnn. 07
VERGUENZA.........ccooiiiiiiiiee i, 08
ELLA TENIA LA CULPA ..o 09
OTRA 96

(ESPECIFIQUE)
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POST-TRAUMATIC STRESS SCALE

Ahora voy a leer una lista de problemas y sintoguesa veces tiene la gente después de
una lesion (herida). Digame cuanto le ha molestada una de estas cosas desde que
ocurrio la lesion (herida).

Desde la lesion (herida), ¢, cuanto le ha molestado ?

Para|Un |Mas o|Bastante Extremadamente
nadapoco/menos

1. tener recuerdos, pensamientos 1 2 3 4 5
perturbadores o imagenes que se repitgn de
la lesion?

2. tener suefios perturbadores y que se reptten |2 3 4 5
de la lesion?

3. Actuar o sentir de repente como si la lesipn 2 3 4 5
ocurriera otra vez (como si lo a vivir)?

4. sentirse muy disgustado (preocupado o|1 2 3 4 5
afligido) cuando algo le recuerda la lesign
(herida)?

5. tener reacciones fisicas (como latidos |1 2 3 4 5

fuertes del corazon, le cuesta respirar, suda
mucho) cuando algo le recuerda la lesign

(herida)?

6. evitar pensar o hablar sobre la lesion |1 2 3 4 5
(herida) o evitar sentir algo que ver con
eso?

7. evitar actividades o situaciones porque |¢ 2 3 4 5

recuerdan cuando estaba siendo (heridp)?

8. tener dificultad para recordar lo que pasd 2 3 4 5
durante el accidente (sin contar lo que no
podria recordar por estar inconsciente)?

9. perder interés en las actividades que antgs 2 3 4 5
disfrutaba?

10. sentirse distante o aislado (alejado) de |1 2 3 4 5
otras personas?

11. sentir insensibilidad emocional o 1 2 3 4 5
incapacidad de sentir amor por sus sergs
queridos?

12. sentir como si su futuro sera mas corto [q 2 3 4 5
interrumpido] de alguna manera?

13. tener dificultad para quedarse dormido 01 2 3 4 5
seguir durmiendo?

14. sentirse irritado o tener arrebatos de 1 2 3 4 5
coraje?

15. tener mucha dificultad para concentrarsgf 2 3 4 5

16. estar siempre muy “alerta”, vigilante o e 2 3 4 5
guardia?

17. sentirse sobresaltado o asustado por |1 2 3 4 5
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Para
nada

un
poco

Mas o
menos

Bastante

Extremadamente

cualquier cosa?
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APPENDIX B: QUALITIATIVE INTERVIEW GUIDES
FOCUS GROUP GUIDE

Thank you for being here today and agreeing toipigte in a focus group about
domestic violence experienced by Spanish-speakinggrants in Philadelphia.

You each were asked to participate in this grougabee you provide services to or work
with immigrant women in Philadelphia.

| am going to start with a few general questionswtdomestic violence and screening
for intimate partner violence. After talking abaldmestic violence more broadly, | will
ask you to tell me more about how you interact wtimigrant women and the services
available to immigrant women who have experienagdestic violence.

This focus group will last between 60 and 90 miswte
Thank you again for your participation.

IPV Knowledge:

How common do you think domestic violence is in theted States? Do you think it is
more or less common in immigrant populations thengeneral non-immigrant
population?

What do you think are risk factors for violencether words, do you think there are
certain characteristics that make women more likekgxperience domestic violence in
their relationships? What might be additional fis&tors for undocumented and
immigrant women?

How do you think intimate partner violence impaitis health of women? How might
past partner violence experiences continue to ibté to poor health?

Do you think that most women who have experienédddeek help? Where/with whom

do you think they are most likely to ask for hel{fyhat might be barriers to seeking help?
Specifically for undocumented immigrant women?
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Screening Practices:

Do you think it is the role of health care provsién screen women for domestic
violence? Why or why not? If not, whose respongipis it? What are some of the
barriers to asking women about violence in thaimate relationships?

Do you think universal screening would be beneffilma Spanish-speaking immigrant
women in Philadelphia in particular? Why or whyhéftnot, what is an effective way to
screen women?

Who/Where do you think undocumented Spanish-spgakimigrants most commonly

turn to for help? (Probe: formal versus informaphkseeking behaviors)

Referral Practices:
If a women reports currently experiencing domesgtitence in her relationship, what
do/would you do? (Probe for how referral serviaespresented to women.

Do you think this action(s) (insert answer from adois helpful to women?
What programs are available in Philadelphia to endeented immigrant women

experiencing partner violence? Would you feel catafale referring an undocumented
Spanish-speaking immigrant to these agencies? Wiy not?

141



INDIVIDUAL INTERVIEW GUIDE

Target population: Spanish-speaking undocumenteaignant women who currently
experience or have experienced IPV while living?hiladelphia. All participants will be
between the ages of 18-64 years old and indivichi@tviews will be conducted in
Spanish.

Thank you so much for agreeing to speak with maytddam going to ask you questions
about your experience with domestic violence andt\wimds of services are available to

help women like you who are Spanish-speaking inantgriving in Philadelphia. | am
asking these questions because | am working omwjagirto better understand partner

violence in Philadelphia. Your answers are conftddrand | wont share your name or
personal experiences. | want to remind you thatganustop this interview at any time. If

there are any questions you dowant to answer, let me know and we can skip them.

IPV Knowledge:
Do you think intimate partner violence is commoryaur community? Why?
Screening Acceptability:

Do you think that doctors/nurses should ask wonteEmadomestic violence? Why or
why not?

Has your doctor/nurse ever asked you if you expegkhave experienced domestic
violence? If yes, how did they ask?

Have you ever told your doctor about your experenih violence? What prompted
you to disclose/not disclose your experience? W{Brfdbbe: Would you have told your
doctor if they asked you about it? Why or why nbties it matter if your doctor is a
male or female?)

How do you think doctors/nurses can best ask imanigwomen about violence?

Help-Seeking & IPV Policy:

Do you know of any people or organizations thatear&ilable to help you or other
women who have experienced domestic violence itaéélphia?

What are some of the barriers to accessing thegeeof help?

Have you ever asked anyone for help?
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If yes, tell me about your experience. (Probe: WHow did you select this
person/agency? What did this person say? What happgext? Did it help? How?)

If no, why have you never asked for help?
Do you want help? Why or why not?

Thinking about yourself or other women you know aivere some of the things you have
to consider before asking for help from an insitoitor agency (clarify if necessary:
institutions include the police, doctor/nurse, abservice/non-profit?

Did/Would your documentation status influence ydecision? Do you think you can
you be deported for reporting violence to the pslic

What do you think would happen to your partnerafiyeported the violence? How do
you feel about this?

What kind of help would be most useful to you?

End of interview: Inform all women about their fahimelp-seeking options and
encourage them to seek assistance if they are milyrexperiencing domestic violence or
are suffering as a result of past IPV exposureefi assist in setting up an
appointment/referral if they want (contacting thaipe, a social service organization, a
doctor/nurse, a psychologist). Provide Spanish teagge domestic violence hotline card
to all women regardless of IPV experiences.
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