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Abstract
Purpose: Limited data document dental hygienists’ preparedness for intimate partner violence (IPV) screening and response. 
The aim of this study was to assess dental hygienists’ readiness to screen for IPV and provide baseline information for the 
realization of action toward addressing IPV.

Methods: The Domestic Violence Healthcare Provider Survey (DVHPS) instrument was distributed online to all members of 
the Texas Dental Hygienists’ Association (n=1100).  Four hundred fifteen emails were opened and 114 (n=114) surveys were 
returned for 28% response rate. This validated survey measures six scales: perceived self-efficacy, fear of offending patients, 
victim personality/traits, professional role resistance, perceptions of victim disobedience causing IPV, and psychiatric support. 
Descriptive statistics were used to calculate mean scores for each scale. Specific criteria were applied to interpret the level of 
readiness based on the scale scores.   

Results: A little more than one quarter of the respondents (28%) reported having had course content related to IPV as 
students in their dental hygiene program curriculum, while 27% reported completing continuing education on IPV. A 
significant proportion of participants, 40%, were uncertain if routine IPV screening was within their professional role. 
They did not perceive self-efficacy in their screening capabilities (m=3.08 with 5.0 as the strongest), however they reported 
possessing a strong knowledge regarding IPV victims’ personality/traits and did not blame the victims (m=1.92 and 1.48 
respectively with 1.0 as the strongest).

Conclusion:. Results confirm earlier studies indicating the need for IPV training for oral health care professionals.  Specifically, 
there is an evident need for training to increase dental hygienists’ self-efficacy regarding IPV screening. Dental hygienists play 
a critical role in IPV screening and should be prepared to face the challenges presented by IPV and be available to meet the 
needs of IPV victims through referral to the appropriate support services.
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Introduction
In the United States (U.S.), an estimated 20 individuals 

are abused physically in intimate partner violence situations 
every minute, every day.1 Intimate partner violence (IPV), 
also known as domestic violence (DV), is experienced by 
both men and women; nearly 4,000,000 victims of abuse 
in the U.S. annually are women.2 Over 42.4 million women 
have experienced IPV in the form of rape, abuse, or stalking 
sometime during their lifetime.3 IPV affects women regardless 
of race, class, religious affiliation, age or economic status.

The state of Texas has a high incidence of IPV cases  
annually; 38% of women in the state of Texas reporting having 
experienced violence as compared to 33.3% of US women.1,4 
Additionally 75% of young adults in Texas have either experi-
enced or know someone who has experienced dating violence.4 
In 2015, there were 158 documented cases of women killed by an 
intimate partner in Texas, more than 10% of the national total, 
with over 185,000 family violence incidents reported annually 
in the previous four consecutive years.4 Accurate determination 
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of IPV prevalence across Texas remains difficult as the number 
of unreported cases remains unknown.

IPV is a health and social problem with growing 
recognition, producing damaging effects on individuals, 
families, and society. In addition to physical injuries, many 
IPV survivors suffer mentally and psychologically with fear, 
safety concerns, and post-traumatic stress disorder [PTSD].3 
Furthermore, IPV negatively affects the economy as victims 
lose 8 million paid working days each year, while IPV costs 
$8.3 billion for healthcare annually.1 

Dental hygienists and dentists conduct routine 
examinations of the head, neck, and oral cavity during dental 
appointments, placing them in a unique position to identify 
and document signs of abuse.5 Texas, along with California 
and North Dakota, is one of few states with mandatory 
IPV victim referral and reporting laws.6 Texas law requires 
the reporting of suspected abuse and injury caused by a 
weapon, and Tex. Fam. Code § 91.003 requires healthcare 
providers to refer identified victims of IPV to domestic 
violence (DV) programs or service agencies.7 Although some 
types of IPV including physical, sexual, verbal, economic, 
and psychological/ emotional are difficult for healthcare 
professionals to recognize, 75% of physical abuse occurs 
on the head, face, mouth, and neck.5 Victims isolated from 
friends, family, and social services may present for scheduled 
or emergency dental appointments as a result of IPV.7 Specific 
knowledge regarding IPV screening and response enhances 
the ability of dental hygienists’ to fulfill these obligations and 
provide compassionate care, confidently communicate with 
victims, and manage victim needs.8

Increasing healthcare provider training, education 
and awareness of IPV is critical for primary prevention 
and effective response as it relies on the identification of 
risk and protective factors to prevent or care for victims of 
IPV. Secondary and tertiary interventions require efforts to 
intervene in the context of violence, and to provide referral 
resources for therapeutic support of survivors. Actions by 
healthcare providers to care for victims of IPV include 
documentation of signs and symptoms of abuse, respectful 
and compassionate communication, provision of information 
on community resources, and facilitation of access to 
services.3 Healthcare providers, including dental hygienists, 
have an important role in recognizing and responding 
comprehensively to victims of IPV to support the safety of 
victims, facilitate the use of community resources, and reduce 
morbidity and mortality. Common deterrents to IPV response 
cited by healthcare professionals include lack of knowledge 
in identifying signs of abuse, practitioners’ preconceptions 

and beliefs, and embarrassment or concern about offending 
the patient.8 Assessment of dental hygienists’ preparedness 
for IPV screening and intervention is requisite to the design 
and implementation of effective screening and intervention 
programs for victims of violence.

Preparation of Oral Health Professionals for IPV Screening

Standards for clinical dental hygiene practice cite the profes- 
sional responsibility to evaluate patients for DV risk based on 
health history and clinical assessment.9 The U.S. Preventive 
Services Task Force created a recommendation in the Healthy 
People 2020 objectives regarding Injury and Violence Prevention. 
It recommends increased IPV screening by healthcare providers 
for all women of childbearing age and increased referrals to 
intervention services following a positive screening.10 

Dental hygienists, who routinely and universally screen 
patients, can play a significant role in identification, response, 
victim safety, and referral. The most recent data describing 
IPV curricular content in entry-level U.S. dental hygiene 
programs was published in 2002.11 Despite widespread 
reporting and referral laws at that time, there was a lack of 
education and training in the curriculum for the preparation 
of dental hygienists to respond to this societal problem.  

More recent studies have examined dental hygienists’ IPV 
training obtained through continuing education, skill-based 
training, or other methods. A 2009 survey by Mascarenhas 
et al. indicated dentists and dental hygienists perceived 
a need for additional education on IPV and reported 
having received training exclusively through continuing 
education pathways.12 Harris et al. suggested an increase in 
the educational preparation of dental hygienists with 92% 
reporting previous IPV training; however, dental hygienists 
reported feeling insufficiently trained to assist IPV victims.13 
Deficits identified included universal screening of patients for 
IPV, referral protocols, and knowledge regarding community 
resources. These perceived deficiencies in training reinforce 
the need for more effective education of dental hygienists in 
order to support increased awareness and ability to confidently 
and compassionately recognize and refer victims of IPV. 
Small-scale studies of training programs for dental students 
have resulted in improved readiness to screen for IPV as well 
as enhanced identification and informed response; however, 
similar data are unavailable for dental hygienists.14,15

Following a lack of training, deterrents impeding healthcare 
providers’ ability to recognize, screen for, and refer victims of 
IPV include concern about offending the patient, the patient 
being accompanied by another person, and embarrassment 
in approaching the topic.12 Confident healthcare professionals 
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are more comfortable questioning and engaging with 
patients in a caring manner about IPV, and can build a 
trusting relationship and positive rapport.16 Opportunity 
combined with knowledge can dispel the providers’ feeling 
of embarrassment or concern regarding offending the patient. 
Victims have expressed a desire for healthcare professionals to 
question and listen to them regarding IPV.17 

Primary Healthcare Providers’ Readiness to Screen for IPV

Studies of nurses, nursing students, medical residents, and 
licensed healthcare providers indicate a need for increased 
knowledge and preparedness for IPV screening, legal reporting, 
communication with victims who have disclosed abuse, and 
documentation.8,18,19 Nursing students have questioned their 
professional responsibility related to IPV abuse screening.8 
Sundbörg et al. assessed the barriers faced by nurses in the IPV 
screening process and identified the presence of preconceived 
ideas pertaining to IPV victims, and a lack of confidence 
related to appropriate timing for asking questions related to 
IPV.20 Results indicated nurses were more likely to screen for 
IPV when they knew how to recognize physical signs of abuse, 
could develop a relationship with the patient in a supportive 
environment, and were confident in their abilities to question 
and discuss IPV.20 LaPlante et al. studied 147 residents across 
medical specialties and found 50% of residents’ reported 
barriers to routine IPV screening that included inadequate 
training and feelings of being unprepared for counseling 
victims of IPV; however all respondents recognized IPV 
screening as a professional responsibility.18 The researchers 
developed and implemented a two-hour course based on 
reported barriers for the residents and found an increase in 
knowledge and preparedness for IPV screening following the 
intervention. Healthcare professionals with training on IPV 
demonstrate improved perceived knowledge and preparedness 
for comprehensive response; however, the effects of training 
can diminish over time.21 

The Domestic Violence Healthcare Providers Survey 
(DVHPS) is a published research instrument with strong 
psychometric properties used to assess health care providers’ 
attitudes, beliefs, and self-reported behaviors related to the 
identification and management of IPV. Previous studies 
in Nigeria, Uganda, and Sweden employing the shortened 
version of the Domestic Violence Healthcare Providers Survey 
(DVHPS) found healthcare professionals’ perceived self-efficacy 
and attitudes regarding IPV varied by discipline, gender, and age 
of the provider.22-24 Males, those with increased years of practice 
experience, and older providers were less likely to screen for IPV 
and tended to blame the victim more than their counterparts. 
Healthcare professionals with higher perceived self-efficacy were 

more likely to screen for IPV. In Nigeria, social workers were 
most likely to screen, followed by doctors, nurses/midwives, 
and others.22 In Uganda, nurses and midwives, predominately 
female professions, were more likely to screen than doctors, 
a predominately male profession.23 Because gender and 
profession were significantly linked with professional roles and 
placing blame on the victim, the conclusions support a need for 
systematic training in IPV screening.22,23 

A survey of nurses and physicians in a rural U.S. health 
network by Roush et al. using the shortened version of the 
DVHPS, found over half of the survey respondents had 
diagnosed at least one new IPV case in the previous year.25 
These respondents were considered to be more knowledgeable 
and reflected more positive attitudes, beliefs, and behaviors 
toward victims when compared to health care providers studied 
previously. One reason proposed for indicated readiness to 
screen for IPV was increased attention to the problem through 
media, campaigns, and healthcare organizations.25 

The purpose of this study was to assess and describe the 
readiness of dental hygienists in the state of Texas to screen for 
IPV. The findings of this study, coupled with current evidence 
regarding comprehensive and effective response to IPV, were 
used to design a model for educational programming to 
improve the preparedness of dental hygienists’ in screening, 
identification, interaction and response to victims of this 
recognized social problem. 

Methods
Following approval of the study by the Human Subjects 

Committee of Idaho State University, a census survey of all 
Texas Dental Hygienists’ Association’s [TDHA] members 
(n=1100) was conducted. Members agreeing to answer 
the survey comprised the sample. The following inclusion 
criteria determined eligibility: dental hygienists holding an 
active license to practice in the state of Texas who provide 
oral healthcare services to patients a minimum of one day 
per month in a public or private setting. Exclusion criteria 
included dental hygienists practicing less than one day a 
month; participants with a faculty license, as it is not a full 
privilege license in Texas; participants with a suspended or 
retired dental hygiene license.

The DVPHS shortened version online survey, was used for  
data collection.  Permission to utilize the DVHPS was obtained 
from the authors of the instrument. The original DVHPS 
instrument was developed and validated in the U.S. by Maiuro 
et al. to assess healthcare providers’ attitudes, beliefs, and self-
reported behaviors related to the identification and management 
of IPV.26 The purpose of the shortened survey was to determine 
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providers’ readiness to screen in terms of knowledge and self-
efficacy.27 The instrument consists of 22 items measuring the 
following six scales: perceived self-efficacy (six items), fear 
of offending patients (four items), victim personality/trait 
(five items), professional role resistance (three items), victim 
disobedience (two items), and psychiatric support (two items). 
Factorial stability, internal consistency, and concurrent validity 
of the shortened DVHPS were determined in separate studies 
by John et al. and Lawoko et al.22,27 

The response to each survey item used a 5-point Likert-type 
scale allowing participants to express their degree of agreement 
or disagreement with each statement. The response choices 
for each question in the DVHPS were strongly disagree (1), 
disagree (2), uncertain (3), agree (4), and strongly agree (5).  
The first scale, perceived self-efficacy, and scale six, psychiatric 
support were positively keyed and increased scores indicate 
better preparedness to screen for IPV. The remaining scales (fear 
of offending patients; victim personality/traits; professional role 
resistance; victim disobedience causing IPV) were negatively 
keyed and lower scores indicate better preparedness.

Predetermined criteria were created by the study Principal 
Investigator (PI) in consultation with original authors of the 
instrument to interpret the participant’s level of readiness 
based on mean response scores for each scale. Criteria were 
reviewed and deemed acceptable by the Maiuro research team 
responsible for developing the original DVHPS instrument.26 
Higher scores (mean ≥ 4) in perceived self-efficacy (scale 1) 
and psychiatric support (scale 6), signified a high level of self-
efficacy and adequate access to psychiatric support services 
for patients. Mean scores of 2.1 to 3.9 indicated uncertainty, 
and mean scores ≤ 2 denoted a low level of self-efficacy and 
inadequate access to psychiatric services.

In the remaining scales, fear of offending patients (scale 2), 
victim personality/trait (scale 3), professional role resistance 
(scale 4), and  victim disobedience (scale 5), mean scores of ≤ 
2 signified participants had no fear of offending the patient, 
place blame on the victim for abuse, or question whether 
IPV screening is within the scope of dental hygiene practice. 
Mean scores of 2.1 to 3.9 indicated uncertainty, and a mean 
of ≥ 4 denoted fear of offending patients, blame of abuse on 
the patient, and unawareness of IPV as a part of the dental 
hygiene scope of practice.

Results
A total of 415 members of the TDHA opened the survey 

link and there were 114 respondents yielding a response rate 
of 28%. Of those responding, 19 did not meet inclusion 
criteria; two additional respondents did not start the survey, 

and three respondents only answered demographic and 
qualifying questions, for a total of 90 completed surveys to be 
included in the analysis.

The majority of participants were over 40 years of age, had 
practiced dental hygiene for more than 15 years, and possessed 
a bachelor’s degree or higher. Only 28% of the respondents’ 
reported their entry-level dental hygiene curriculum had 
contained IPV content. A majority of the respondents 
(67%) indicated a lack of continuing education on IPV post-
graduation, as it is not state mandated. 

Descriptive statistics for each of the six scales assessed 
by the DVHPS are presented in Table I. Mean scores were: 
self-efficacy, 3.08; fear of offending patients, 2.57; victim 
personality/trait, 1.92; professional role resistance, 3.62; 
victim disobedience, 1.48; and, psychiatric support, 2.55.

Table II includes frequency of responses for each survey 
item within the six scales assessed by the shortened version 
of the DVHPS. Within scale 1, self-efficacy, the majority 
of respondents disagreed/strongly disagreed (62.2%) that 
they have “no time to ask” patients about IPV during dental 
hygiene appointments. When asked, most respondents 
(68.9%) did not perceive they had available information about 
IPV management or advocates for their patients who were 
identified as IPV victims, while 56.7% disagreed/strongly 
disagreed they had access to social workers and community 
advocates to assist their patients. Most respondents reported 
being uncertain about making referrals (30%) or disagreed/
strongly disagreed (35.6%) that they possessed the ability to 
make appropriate referrals for IPV. 

Within the second scale, fear of offending patients, 64% 
of respondents did not agree that asking about IPV was an 
invasion of privacy, and 70% did not agree questioning is 

Table I. DVHPS Scales: Mean, Median, Mode

Scales M Mode SD

1: Perceived self-efficacy 3.08 3.00 0.61

2: Fear of offending patients 2.57 2.25 0.71

3: Victim personality/trait 1.92 1.0 0.68

4: Professional role resistance 3.62 3.33 0.67

5: Victim disobedience 1.48 1.0 0.56

6: Psychiatric support 2.55 3.0 1.01

 
Note: Scale 1 and 6 are positively keyed with the desirable mean being a 5.  
Scales 2-5 are negatively keyed with the desirable mean being a 1.
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demeaning to patients. However, most respondents strongly 
agreed/agreed (35.6%), or were uncertain (16.1%) about 
being afraid to offend patients when inquiring about IPV. 
Nearly half of the respondents (49.4%) were uncertain if 
questioning the patient on IPV would upset the patient.

With regards to the third scale, victim personality/traits 
and the fifth scale, victim disobedience, 5 responders (6%) 
indicated agreement that IPV victims benefit from the abusive 
relationship or they would leave; victims choose to be victims, 
or victims benefit from the abusive relationship. Furthermore, 

one responder agreed that stepping out of traditional roles 
warrants abuse, however none of the respondents agreed that 
a victim’s behavior causes violence in the relationship.

When considering the fourth scale, professional role 
resistance, 29% of the respondents were uncertain whether 
investigating the cause of IPV was within the scope of practice 
for health care providers, while 12% perceived it was not a part 
of health care practice. Many participants expressed uncertainty 
regarding asking about IPV with 28% responding that it was 
not their place and 26% that it was none of their business.  

Table II. Frequency of Responses to Items within DVHPS Scales* (n=90)

Scale Item Strongly 
Agree Agree Unsure Disagree Strongly 

Disagree Missing Total

1 (Q1-6)

1. No time to ask 2 (2.2%) 7 (7.8%) 25 (27.8%) 48 (53.3%) 8 (8.9%) 0 90

2. Strategies to help 4 (4.4%) 31 (34.4%) 45 (50.0%) 5 (5.6%) 5 (5.6%) 0 90

3. Make appropriate referrals 7 (7.8%) 24 (26.7%) 27 (30.0 %) 24 (26.7%) 8 (8.9%) 0 90

4. Access to information 4 (4.4%) 12 (13.3%) 12 (13.3%) 48 (53.3%) 14 (15.6%) 0 90

5. Access to advocates 8 (8.9%) 13 (14.4%) 18 (20.0%) 33 (36.7%) 18 (20.0 %) 0 90

6. DH manage IPV 10(11.1%) 46 (51.1%) 32 (35.6%) 1 (1.1%) 1 (1.1%) 0 90

2 (Q7-10)

7. Afraid of offending 2 (2.3%) 29 (33.3%) 14 (16.1%) 35 (40.2%) 7 (8.0%) 3 87

8. Invasion of Privacy 1 (1.1%) 8 (9.2%) 22 (25.3%) 47 (54.0%) 9 (10.3%) 3 87

9. Abuse questioning is demeaning 1 (1.1%) 4 (4.6%) 21 (24.1%) 50 (57.5%) 11 (12.6%) 3 87

10. Abuse questioning is upsetting 1 (1.1%) 16 (18.4%) 43 (49.4 %) 24 (27.6%) 3 (3.4%) 3 87

3 (Q11-15)

11. Victim benefits from abuse 0 (0.0%) 5 (5.8%) 9 (10.5%) 31 (36.0%) 41 (47.7%) 4 86

12. Victims choose to be 1 (1.2%) 4 (4.7%) 6 (7.0%) 31 (36.0%) 44 (51.2%) 4 86

13. Violence takes two 0 (0.0%) 5 (5.8%) 10 (11.6%) 33 (38.4%) 38 (44.2%) 4 86

14. Personalities cause abuse 2 (2.3%) 6 (7.0%) 16 (18.6%) 26 (30.2%) 36 (41.9%) 4 86

15. Passive-dependent personalities 0 (0.0%) 14 (16.3%) 25 (29.1%) 27 (31.4%) 20 (23.3%) 4 86

4 (Q16-18)

16. Not my place 2 (2.4%) 9 (10.6%) 24 (28.2%) 39 (45.9%) 11 (12.9%) 5 85

17. Investigating the cause  2 (2.4%) 8 (9.4%) 25 (29.4%) 32 (37.6%) 18 (21.2%) 5 85

18. None of my business 1 (1.2%) 9 (10.6%) 22 (25.9%) 41 (49.2%) 12 (14.1%) 5 85

5 (Q19-20)
19. Stepping out of roles 0 (0.0%) 1 (1.2%) 7 (8.2%) 27 (31.8%) 50 (58.8%) 5 85

20. Victim was disobedient 0 (0.0%) 0 (0.0%) 3 (3.5%) 32 (37.6%) 50 (58.8%) 5 85

6 (Q21-22)
21. Access to referral services 8 (9.4%) 14 (16.5%) 24 (28.2%) 27 (31.8%) 12 (14.1%) 5 85

22. Mental health services 7 (8.2%) 4 (4.7%) 23 (27.1%) 29 (34.1%) 22 (25.9%) 5 85
 
*Scale 1 = Perceived self-efficacy, 2 = fear of offending patient, 3 = victim/personality traits,  
4= professional role resistance, 5 = victim disobedience, 6 = psychiatric support.



The Journal of Dental Hygiene 52 Vol. 92 • No. 3 • June 2018

Regarding psychiatric support (scale 6), 28% of respon-
dents were uncertain if their office/practice had adequate 
resources for referral services, while 46% disagreed that they 
had adequate access to referral services for their patients when 
IPV is identified. Only 13% strongly agreed/agreed they had 
adequate access to community or mental health services that 
might benefit these patients.

Discussion
IPV abuse often occurs repeatedly for the victim, thus train-

ing health care professionals to routinely screen, identify and 
respond to victims of IPV is critical to preventive and response 
efforts aimed at reducing the occurrence, morbidity and 
mortality of IPV.3 The dental hygiene appointment provides an 
ideal opportunity for early detection and prevention of trauma 
if professionals are trained to recognize and report abuse, refer 
victims, and provide compassionate communication.12 

The low percentage of participants reporting having 
IPV curricular content in entry-level programs’ closely 
reflected findings reported in the 2005 survey of U.S. dental 
hygienists.11,28 This finding, however, is significantly lower 
than practicing dental hygienists’ retrospective perceptions of 
curriculum content reported in subsequent studies.12,13 The 
number of participants reporting having attended continuing 
education (CE) with IPV content was also substantially lower. 
Most participants in this study reported practicing dental 
hygiene for over 15 years; therefore, their recollection of 
curricular content might have been a factor. Little progress has 
occurred during this time to assess entry-level preparation of 
dental hygienists to effectively identify and respond to victims 
of IPV based on a deficiency in existing literature on IPV 
content in dental hygiene educational programs. A survey of 
U.S. dental hygiene programs is needed to document current 
IPV curricular content for entry-level dental hygienists.

Participant responses to the questions on the DVHPS in 
this study, indicated four areas in which dental hygienists’ 
lacked confidence regarding IPV screening: self-efficacy; fear 
of offending patients; professional role resistance; and scale 
psychiatric support. These areas of uncertainty can lead to 
dental hygienists’ failure to screen or address signs of IPV, 
despite the dental hygienists’ optimum position for abuse 
recognition.11-13, 28

 This lack of confidence may be related to their lack of 
education and training. Dental hygienists who have com-
pleted IPV trainings, possess higher self-efficacy and are 
more likely to screen, intervene, and refer victims of IPV.14 
Additionally, study findings in dentistry and other health care 
disciplines support the effectiveness of a brief training course 

in improving preparedness for IPV screening.18,28 Healthcare 
professionals confident in screening, early detection, and 
effective interventions can reduce the risk of violence and 
abuse without providing further harm to the patient. It is 
critical that clinicians be aware of effective screening tools and 
know how to access resources in the healthcare setting and 
community in order to keep victims safe.29 Dental hygienists 
responding to this survey expressed inadequate access to 
agencies, advocates, community and mental health services 
for referral of patients identified as IPV victims.  A healthcare 
professional’s ability to quickly refer a victim to a specialist or 
shelter for medical treatment, coupled with identification and 
intervention has been shown to be lifesaving.2

When asked if abuse-related questioning was offensive 
to IPV victims, the majority of this survey’s participants 
indicated that they were either uncertain or agreed they feared 
offending patients. Findings regarding apprehension about 
offending or upsetting patients by questioning them on IPV 
are potential barriers to implementation of universal screening 
and align with previous published studies of dental hygienists 
and other health care providers.12,25 Practitioners need to be 
aware that IPV victims have expressed a desire to have health 
professionals question and listen to them regarding IPV.17 

Regardless of health care providers’ mandated reporting 
requirements for IPV in Texas, many of the respondents in 
this study were unsure if addressing IPV was within their scope 
of practice. Screening for IPV should be an interprofessional 
effort for healthcare professionals. However, a significant 
proportion of these respondents were either unsure or did 
not think IPV was within the professional role of the dental 
hygienist, or believed IPV was none of the clinician’s business 
if the abuse was not revealed to them by the patient.13 Previous 
research indicated nurses did not perceive IPV screening and 
victim intervention was within their scope of practice, leading 
to failure to screen and refer victims.8,20 These findings indicate 
that interprofessional educational efforts should be pursued. 

Participants’ responses to the DVHPS indicated a strong 
level of knowledge and awareness regarding victim actions 
not triggering violence and not placing blame on the victim 
for experiencing IPV. The vast majority of respondents in 
this study were females, so this factor may have affected their 
perceptions and ability to empathize with their patients. Earlier 
studies suggest that male healthcare providers are more likely to 
perceive personality and disobedience as triggers for abuse.22,24

Results from this study support previous research indicating 
that despite receiving some training on IPV, the majority of 
dental hygienists perceive themselves as inadequately prepared 
to address and assist victims of IPV and are uncertain/disagree 
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whether IPV is within their scope of practice.12,13 Common 
across previous studies is the lack of confidence expressed by 
dental hygienists. Barriers to screening identified include fear 
of offending the patient when questioning about abuse and 
inadequate knowledge and preparation on IPV screening and 
response. Findings from this study are also similar to those of 
Harris et al. indicating respondents’ perception of inadequate 
referral services.13 

Dental hygienists possess a strong level of knowledge 
and awareness regarding IPV and do not blame the victim 
for IPV abuse. However, the need for additional training to 
increase dental hygienists’ self-efficacy; specifically including 
IPV content on recognition, assessment, and referral of IPV  
victims, as well as compassionate communication with con-
fidence is supported by the results from this study. Findings 
of this study combined with other research regarding dental 
hygienists and IPV provides the foundation for a model 
integrating educational interventions to enhance dental 
hygienists’ preparedness to routinely screen and effectively 
respond to IPV. Figure 1 provides a visual representation of 
suggested content for IPV Educational Intervention Training. 

Limitations 

This study was conducted using a sample of dental 
hygienists who were members of the TDHA and responses 
from professional association members might not be reflective 
of the preparedness of all dental hygienists in Texas. Also, 
there are 1,000 members of the TDHA and 12,900 dental 
hygiene licentiates in the state of Texas. Results from the 
28% (n=114) response rate cannot be generalized beyond 
this sample. A follow-up question was posted on the TDHA 
Facebook page to determine potential reasons for the low 
response rate in this study. Patterns of non-respondents could 
not be determined with this unstructured, anonymous query 

of TDHA members. The most frequent responses cited for  
not completing the survey included: I do not see many 
patients who are victims in my practice, and I did not see or 
receive the email sent by TDHA. 

Participants also could have answered survey questions 
based on their perceptions of expected responses instead of 
individual beliefs. Maiuro et al. validated the full survey in the 
U.S, however, the shortened version was validated in Sweden 
and Nigeria and may contain cultural phrases appropriate for 
those countries.26,27

Conclusion
Findings of this study support previous research establishing 

a need for healthcare professionals to acquire additional IPV-
related education to foster sensitive interactions, safety, injury 
prevention, adequate healthcare, and provision of guidance 
for IPV victims. Research indicates healthcare providers’ 
knowledge gaps in this area can be overcome with specific 
education and training on IPV. Specifically, there is an evident 
need for training to increase dental hygienists’ self-efficacy 
regarding IPV screening.  

Dental hygienists play a critical role in IPV screening and 
should be prepared to face the challenges presented by IPV 
and be available to meet the needs of IPV victims through 
referral to the appropriate support services. An educational 
model can be used to enhance screening, identification, 
response, and interaction of dental hygienists with victims 
of IPV. Future studies focused on testing this educational 
model with healthcare providers can enhance and advance 
interprofessional efforts. 
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