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Abstract
Purpose: The purpose of this study was to assess the readability and usability of an online HELP
(Health, Education, and Legal Program) intervention for women experiencing IPV (Intimate Partner Violence) by asking graduate nursing students to review in class nine online HELP intervention modules. Design: A descriptive online survey administered to 15 graduate nursing students
was used to assess the readability and usability of an online HELP intervention. Methods: Participants were asked to perform the following activities: 1) reading the nine HELP modules on PowerPoint as posted on Blackboard (a web-based course management program), 2) filling in five
blank lines under each heading (HEALTH, EDUCATION, LEGAL, and PROGRAM), by writing words
or terms on the line after each heading, 3) ranking the words within each heading (with #1 as the
highest and #5 as the lowest), 4) engaging in a class discussion of the rationale for the ranking, 5)
re-ranking, and 6) voting on the ranking. The results were compiled to yield a master rank and
vote order for each heading between 12 (received 12 votes) and 15 (received 15 votes) of the
words that were ranked #1. Results: The words that were ranked #1 under each heading and the
number of votes received were: Under HEALTH: Depression (15), Anger (14), Anxiety (13), and
Pain (12); EDUCATION: Safety (15), Injury (14), Social Support (13) and Parenting/Child Care (12);
LEGAL: Protection from Abuse (15), Attorney (14), Court/Hearing (13), and Rights (12); PROGRAM:
Internet (15), Online (14), Intervention (13) and Resources (12). Conclusions: HELP intervention
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is readable and usable however, HELP needs to be piloted to ensure that survivors of IPV participants can access and benefit from HELP intervention.
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1. Background
As nurses care for women experiencing Intimate Partner Violence (IPV) with a dearth of evidence-based interventions, we thought it fitting to provide students the experience in reviewing nine online intervention modules.
IPV is a pervasive social and public health problem, resulting in millions of injuries and more than 1000 deaths
in the US annually [1] [2]. In addition, medical and mental health care costs and other economic consequences
of IPV exact a major financial toll on society exceeding $7 billion annually [3] [4]. IPV can include combinations of physical, psychological and emotional abuse and harassment perpetrated against a woman (85%) by a
male who is a current or former intimate partner (boyfriend, fiancé, or spouse) [1] [5]-[8]. IPV is a complex pathologically synergistic system [9] [10] of a woman’s negative thinking, feelings, and behaviors. In addition, the
perpetrator can isolate the survivor from family and friends, and deprive her of financial resources and sometimes her life [5] [6] [11]. The isolation of the survivor from family and friends poses a major barrier to reducing
the burden of IPV sequelae [12].
In spite of our knowledge of the health, safety, legal and social consequences of IPV, healthcare, legal and
social service providers are unsure whether cost-effective online interventions could be developed and tested to
reduce its consequences [13]. Women who survive IPV and do not seek help suffer physical, mental health, role
fulfillment and psychological problems. The purpose of this study was to assess the readability and usability of
an online Health Education and Legal Program (HELP) intervention designed to provide an integrated approach
to support IPA survivors. Walker [14] describes three phases of IPV: tension-building, assault, and “honeymoon”
defined as a phase of apparent calm and reconciliation following an episode of abuse (see Figure 1). Curnow
[15] suggests that between the assault and the honeymoon phases, when the IPV survivor seeks protection from
abuse, a window for help-seeking behavior is opened for her to seek help. However, the complexity of IPV and
IPV intervention requires a Double Open Window of Empowerment (DOWE) that needs to be opened for both
the survivor and healthcare or service provider. DOWE refers to the survivor being empowered through the decision-making process.
In developing HELP (Health, Education on safety Program) as an online intervention for IPA survivors, the
Double Open Window of Empowerment (DOWE) served as the conceptual framework (see Figure 2). DOWE
offers a double open window of empowerment; one for the survivor as she seeks help and another to empower
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Figure 1. Walker’s cycle of intimate partner abuse.
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Figure 2. The double window of empowerment for IPA survivors: A
pictorial representation of the conceptual framework.

the service-provider through an online intervention that integrates health, education on safety program. The empowerment process is represented in the double open window allowing both survivor and service provider to
share power with each other and with those within their circle [16] [17].
HELP consists of eight modules delivered one week at a time for 8 weeks, including testing, review, and
evaluation. Each module is presented in a standardized format: title, learning objectives, content, assignments,
and contact information and is planned to be an accessible and cost-effective empowering online intervention for
IPV survivors. HELP aims to empower both survivor and service provider in understanding the processes and
consequences of the decision to seek Protection from Abuse (PFA) in court, enhance awareness of safe and
dangerous behaviors, and exert control and autonomy over the decisions that affect lives [17] [18].

2. Literature Review
IPV is a combination of physical, psychological and emotional abuse and harassment perpetrated against a
woman (85%) by a male who is a current or former intimate partner (boyfriend, fiancé, or spouse) [1] [5]-[8].
IPV is a complex pathologically synergistic system [9] [10] of negative thinking, feeling, and behaviors perpetrated against a woman. In addition, the perpetrator can isolate the survivor from family and friends, and deprive
her of financial resources and sometimes her life [5] [6] [11] [18].
Medical and mental health care costs and other socioeconomic consequences of domestic abuse exact a major
financial toll on society. The annual costs of IPV in the US are estimated to exceed $7 billion including more
than $5 billion in medical and mental health care and nearly $2 billion in the indirect costs including expenses
due to quality of life factors, lost earnings and productivity, and legal and educational costs [19]. IPV survivors
had 60% higher rates of health problems than do women with no history of IPV [20]. Female survivors of IPA
have been found to be restricted in gaining access to health, education, and legal services, take part in productive
work, and social relationships [21].
IPV survivors report 60% higher rates of health problems than do women with no history of IPA [22]. Female
survivors of IPV have been found to be restricted in gaining access to health, education and legal services, take
part in productive work and social relationships18. Women with a history of IPV are more likely to experience
spells of unemployment, drop out of school, have health and legal problems, and become public assistance recipients [20]. They may also display behaviors that present further risks, such as substance abuse, alcoholism, and
suicide attempts [22].
Healthy People 2020 [23] acknowledge the urgency of reducing IPV by retaining from Healthy People 2010
the objective to reduce violence by current or former intimate partners. Also, the Pennsylvania Department of
Health’s State Health Improvement Plan (SHIP) has aligned with Healthy People 2020 in prioritizing target objectives of leading health indicators for health action; “Violence and Injury” was ranked 4th among health indicators [24] [25]. Past research links occurrence and severity of multiple symptoms with impairments in functioning and quality of life in survivors of IPV [26] [27]. IPA has socioeconomic implications. Women with a
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history of IPV are more likely to experience spells of unemployment, drop out of school, have health and legal
problems, and become public assistance recipients [18]. They may also display behaviors that present further
risks, such as substance abuse, alcoholism, and suicide attempts [22]. Survivors of IPV lose a total of nearly 8
million days of paid work, the equivalent of more than 32,000 full time jobs and nearly 5.6 million days of
household productivity each year [19]. Despite these disturbing statistics, IPV is one of the most underreported
crimes, with only 40% of the general population reporting to authorities. However, approximately two-thirds of
victims tell someone, often another person not a family member or police [19]. Telling someone albeit not a
family member or police provides an opportunity for the healthcare or service providers to keep the double
window of empowerment (DOWE) open through the HELP intervention.

3. Potential Advantage of Online Intervention
Online intervention allows survivors of IPV to access it in the privacy of their own home on their own time preference that is not currently practiced despite being sought by IPV survivors [28]-[30]. Furthermore, changed
addresses, telephone numbers or relocation will not hamper continued HELP participation. Service and healthcare providers suggest that the effectiveness of an intervention for IPA survivors is enhanced by integrating advocacy services into a coordinated collaborative response including health, educational, and legal services but
are unsure whether this integrated intervention can be delivered on line [27]. Survivors of IPV refrain from faceto-face social interactions due to feelings of stigmatization, shame, guilt, and alienation [1]. The Internet could,
therefore, provides a protected environment where participants control and pace the degree of disclosure without
the fear of face-to-face judgment, rejection, or devaluation [31]. Online intervention lessens social risks and inhibitions and enhances sharing of unwelcome thoughts and painful feelings [31].
A legal intervention for IPV survivors is the Protection from Abuse (PFA). PFA is a court proceeding considered by service and healthcare providers as a positive step taken by the survivor toward safety and well-being
[32]. However, seeking PFA places the survivor vulnerable to retribution and anger evoked in the abuser in response to the potential punishment during the temporary PFA, whether the Final PFA is granted or not by the
court [28] [29]. The abuser may become angry due to potential punishment such as curtailment of basic freedoms, jail or exclusion from the residence. PFA may be temporary lasting 2 weeks or final lasting 6 months to 3
years. Furthermore, the community/public hears of the criminality of his behavior.
Other interventions focus only on the first window focusing on the survivor. Our challenge is to harness the
power of the internet through HELP by offering a double open window of empowerment in facilitating online
dialogue on health, education on safety and danger assessment, legal and social support with IPA survivors.
HELP offers a Double Open Window of Empowerment for both survivor and for the nurse facilitator. The nurse
facilitator uses online HELP as a tool to keep the window of empowerment open, allowing both survivor and
service provider to share power and information with each other and with those within their circle [15]-[17].
IPV is a pervasive national problem, where there is a gap in the research on interventions and resources for
IPA [33]. A qualitative focus group study provided insight into the women experiencing IPA, particularly, utility,
effectiveness, and accessibility of smartphones. The study results concluded that the smartphone is a feasible
resource for women experiencing IPV [34].
Safety, privacy, acceptability and utility need to be resolved when using a smartphone in this vulnerable population and must remain foremost to avoid unnecessary exposure to further harm (Lutz, 2009). IPV providers of
care need to promote the therapeutic relationship, privacy and confidentiality for women with the use of technology. Smartphone supported interventions have shown a great deal of promise in other areas.
Once the abuse is identified, ongoing smartphone use may be a welcome resource and enhance outcomes with
women living with IPV. Determining the feasibility of smartphone intervention will inform researchers about
the usefulness, efficacy and cost of future efforts [34], as well as consumer/client satisfaction. Women have
shown a high degree of comfort with the smartphone as a mode of communication and education.

4. Methods
4.1. Design
A descriptive survey was conducted during a one 3-hour class period with two 7 - 10 minute breaks in between.
The objective was to critique nine draft HELP modules and have the students respond to a brief survey. The nine
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HELP modules were posted on Blackboard as a reading assignment in preparation for this one class when the
survey was administered.

4.2. Procedures
Fifteen graduate nursing students gave IRB-approved informed consent to participate in critiquing the nine draft
HELP modules during class. It was emphasized that no aspect of their participation in the group would be
graded and their decision to participate would not have any impact on their grade. The informed consent was
approved by the University of Pittsburgh Institutional Review Board. The survey sheet contained the following
headings: health, education, legal, and program. Each heading was followed by five lines on which words or
terms can be written. Participants were asked to perform the following activities: 1) reading the nine HELP
modules on PowerPoint as posted on Blackboard (a web-based course management program), 2) filling in five
blank lines under each heading (health, education, legal, and program), by writing words or terms on the line after each heading, 3) ranking the words within each heading (with #1 as the highest and #5 as the lowest), 4) engaging in a class discussion of the rationale for the ranking, 5) re-ranking, and 6) voting on the ranking. The results were compiled to yield a master rank and vote order for each heading between 12 (received 12 votes) and
15 (received 15 votes) of the words that were ranked #1.
HELP consists of nine modules delivered one week at a time for 12 weeks. Each module was presented and
ranked words were integrated into the appropriate module. Module 1 was titled Thoughts, Emotions and Behaviors; Module 2 was Looking Through a Double Open Window; Module 3 Healing in Telling; Module 4 Relationships; Module 5 Health in HELP; Module 6 Education on Safety in HELP; Module 7 Legal Matters in
HELP; Module 8 Acceptance, Balance and Competence; and Module 9 Seeing Through the Double Open Window of Empowerment.

5. Results
Each participant read aloud the words/terms they wrote after each heading and discussed the rationale for their
ranking. A master ranking of words/terms under each heading was created. Only those words ranked #1 and received between 12 and 15 votes were included in the results as shown in Table 1. The words listed under each
heading and the votes received were: HEALTH: Depression (15), Anger (14), Anxiety (13), and Pain (12);
EDUCATION: Safety (15), Injury (14), Social Support (13) and Parenting/Child Care (12); LEGAL: Protection
from Abuse (15), Attorney (14), Court/Hearing (13), and Rights (12); PROGRAM: Internet (15), Online (14),
Intervention (13) and Resources (12). All participants offered suggestions and changes to the modules verbally
or in writing.

6. Discussion
A systematic review of the literature on the use of interactive computerized intervention programs showed Internet-based interventions to be feasible and acceptable to participants in a wide variety of clinical and research
populations and using a variety of technologies. In a feasibility study of a face-to-face group intervention among
women who resided in shelters after obtaining PFA, several women requested to continue the intervention by
email [25] [27]. To explore the preference of participants to continue the intervention by email, we tested an
email intervention with six mother-child pairs after obtaining Protection from Abuse order [28]. A qualitative
data analysis demonstrates that email was a feasible source of information, guidance and safety instructions [30].
Furthermore, our work with multiple sclerosis patients surviving IPA [35] and abused Jordanian women [36][38] calls for online intervention. However, computer skills and ownership could be barriers to HELP. Seeking
permission for those without computers access to lab computers at the school of nursing should be explored.
Providing the HELP user with a trained nurse facilitator to serve as a guide in online HELP is important. Training of HELP facilitators can be provided through clinical or course work or continuing education process.
The DOWE conceptual framework was seen by participants as proximately related to HELP albeit the relationship could be made clearer. Live examples of experiences between survivor and HELP facilitators should be
presented as HELP is implemented. Further explanation of the DOWE is needed to both potential survivor and
service provider if HELP intervention is to provide an opportunity to empower and to share power among survivor, healthcare or service provider and with those within their circle [15]-[17]. It may empower both survivor
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Table 1. List of terms ranked #1 under each heading.
Heading

Term

Score

Depression

15

Health

Education

Legal

Program

Anger

14

Anxiety

12

Pain

11

Safety

14

Injury

13

Social support

12

Parenting/Child care

11

PFA

15

Attorney

14

Court/Hearing

12

Rights

11

Internet

14

Intervention

11

Resources

11

and service provider in understanding the processes and consequences of the decision to seek Protection from
Abuse (PFA).
The terms listed under each heading for example, under HEALTH: Depression, Anger, Anxiety, and Pain;
EDUCATION: Safety, Injury, Social Support and Parenting/Child Care; LEGAL: Protection from Abuse, Attorney, Court/Hearing, and Rights; PROGRAM: Internet, Online, Intervention and Resources could be conceptualized as risk factors in IPA with the exclusion of the terms under the PROGRAM heading. It was suggested
that the acronym “P” (PROGRAM) in HELP needs to be changed to action word(s). We decided to change
acronym “P” into “PP” in HELPP to stand for “Participant Preferred”. In this way, the participant or the survivor in HELPP intervention is included and her preference of the modality of HELPP intervention such as, Faceto-Face or Online is ascertained.

7. Conclusions
Online HELP is readable. The usability and feasibility of an online HELP intervention needs to be tested to ensure that potential participants can access and use the intervention. Each HELP module needs to be reviewed for
clarity, simplicity, and brevity to reduce the burden on users. Online HELP intervention with IPA survivors as
participants needs further refinement and testing. A pilot study on comparing the feasibility of HELP as an Online or Face-to-Face intervention could be suggested. Online HELP intervention once tested in a larger study and
found effective should be shared with primary care providers, educators, and legal service providers. The words/
terms that were ranked number one under each heading need to be conceptualized and their measures explored.
These words/terms should be conceptualized as risk factors in survivors of IPA. Further, the proximate relationship of DOWE as a conceptual framework with online HELP intervention needs to be explained. Pilot testing of
HELP would allow for the refinement for its use in IPA survivors with co-morbidities and disabilities.
Computer skills and ownership could be barriers or opportunities to online HELP intervention. Providing
those without computer access to school computer labs should be explored. Training of healthcare and service
providers in online HELP intervention is important. Privacy and confidentiality should be protected and followup and referrals are crucial.
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