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e Abstract—The purpose of this study was to compare the
domestic violence (DV) rate identified with simple direct
questioning to a historical cohort of patients receiving rou-
tine emergency department (ED) care. One thousand ED
charts of female patients were retrospectively reviewed.
Each patient in the prospective cohort was asked five DV
specific questions. The historical cohort revealed a DV
prevalence rate of 0.4%. The prospective study group of
302 patients identified 11 (3.6%) patients who admitted to
acute DV on direct questioning. Ten of these patients ac-
cepted help. Twenty (6.6%) were identified as probable DV
and 12 (4%) admitted to past violence. The total number of
victims of DV, past, present, and probable was 43 (14.2%).
This increase in detection from 0.4% (4/1000) to 14.2%
(43/302) is significant atp < 0.001. Only 1.3% of patients
refused to participate in the DV specific questions. The
conclusion of the study indicated that the use of simple,
direct questioning significantly improves the detection rate
of DV in the ED. © 2000 Elsevier Science Inc.

e Keywords—diagnosis intervention; domestic violence;
prospective cohort; historical control

INTRODUCTION

Experts in the field have estimated that at least 10% of all
females are victims of domestic violence (DV) (1). Most
would agree this number does not reflect the true prevalence
because detection and reporting are suboptimal (2–5).

Strauss estimated an incidence rate of 3.8% in a U.S.
national survey published in 1980 (6). McLeer extrapolated,
using this rate, and a medium frequency of 2.4 assaults per
year, and a U.S. population of 47 million married couples,
to conclude that every 7.4 s a woman is beaten by her
husband (7). A national representative sample of women
surveyed by telephone in 1996 revealed an overall 1 year
prevalence rate of physical abuse as 7.3% (8).

The emergency department (ED) is an entry point into
the health care system used by some of the more severely
abused women who may be at risk for serious physical
impairment or death (9). There is a high incidence of
domestic violence and child abuse in the families of
batterers and victims of battering, suggesting that wit-
nessing violence as a way of dealing with frustration and
anger has a negative impact on children (10,11). By not
asking directly about the risk of DV, the physician
misses the underlying precipitant of the patient’s medical
condition and the opportunity to prevent further violence.
The failure to diagnose DV is an important factor in the
development of psychopathology (6). Studies have doc-
umented that DV escalates in frequency and severity, and
morbidity and mortality rates rise without recognition
and intervention (6,10). The personal and social morbid-
ity and related mortality rates are too high to ignore this
diagnosis and fail to treat appropriately. In any other clinical
situation, it is unacceptable to discharge a patient with a
potentially life-threatening illness without making the diag-
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nosis, offering appropriate therapy, and allowing the patient
to make an informed decision about her care (12).

A survey of 1000 women conducted by Bower in 1987
revealed that abused women ranked health care profession-
als the lowest in effectively addressing their abuse (13).
Abused women report poor communication and dissatisfac-
tion with physician care more frequently than non-abused
women (14). Stark et al. reported that physicians detected
only 1 in 25 DV cases (15). In 1985, Goldberg and Tom-
lanovich reported that Emergency Physicians had a 5%
documentation rate of DV (16). Hilberman and Munson
reported that four out of 120 cases referred for a psychiatric
assessment were identified, by the referring physician, as
victims of domestic violence. In contrast, with direct ques-
tioning, 60 answered affirmatively (17). Using direct ques-
tioning, Downey et al. improved the domestic violence
detection rate from 7% to 20% in families visiting the local
social service agency (18). Abused women typically sug-
gest that specific direct screening questions are more effec-
tive than indirect generic questions (14).

Historically, most commonly used validated instru-
ments (Combat Tactics Scale and the Index of Spouse
Abuse) measure violence as opposed to screen for vic-
tims of violence and are long and cumbersome to apply
to the ED setting (19,20). Recently, a shorter interview
instrument, the Partner Abuse Interview, was shown to
have good inter-rater agreement (kappa 0.77–1.0) and
strong internal consistency (alpha of 0.82) for English-
speaking participants with a committed relationship for
at least 6 months. This instrument screens for physical
abuse only and consists of 11 questions. It reportedly
takes 3 min to complete when there is no abuse and
10–15 min with evidence of physical abuse (21). It has
not been validated for universal application in the ED
clinical setting. The need for Emergency Physicians to
recall verbatim or remember to use an instrument con-
sisting of 11 questions may limit the universal clinical
application of this screening tool.

Feldhaus et al. published a diagnostic test evaluation
of the Partner Violence Screen (PVS) using the Combat
Tactics Scale and the Index of Spouse Abuse as the
standardized measures. The PVS is comprised of 3 ques-
tions (Table 1) and identifies a similar prevalence rate as
the two standardized tests with substantial confidence
limit overlap on the point estimate. The sensitivity was
64.5% and 71.4% and the specificity was 80.3% and
84.4%, respectively, relative to the standard of compar-

ison (22). The feasibility of use in the ED and the
reliability, internal consistency, and concurrent validity
measures of the instrument have not been published.

It was the intention of this study group to evaluate the
feasibility of using a minimum number of questions
focused directly on all forms of abuse as a universal
screening tool for DV. The challenge was to design the
questions such that they could be easily incorporated into
every routine ED patient encounter and generic enough
to allow for variations in physician style and comfort
level. This prospective observational study was done to
determine if the detection rate of victims of violence in
the ED could be improved using this simple, direct line
of questioning compared to a historical control group.

MATERIALS AND METHODS

The study was conducted at the Royal Victoria Hospital
in Montreal, Canada. This is a downtown tertiary hospi-
tal affiliated with McGill University. The ED annual
volume at the time of the study was 36,000, including
15,000 to 17,000 adult female patients. The historical
cohort consisted of a random sample of 1000 charts of
women who presented to the ED during the two-month
period just before the onset of the prospective study. The
charts were selected as per the temporal frequency of
patient presentation, i.e., 0800–1600: 54%, 1600–2400:
37%, and 2400–0800: 8%. The single data abstractor
was trained on a sample of medical charts. All consec-
utive charts for each 8-h period were included in the
study. The definition for a domestic violence positive chart
was established a priori as any reference to past, present, or
probable domestic violence in the documentation from the
ED, the ambulance report, or consultant(s). The descriptors
included domestic violence; wife abuse; battered women;
spousal abuse; husband, cohabitant or partner-related vio-
lence; intimate partner abuse or violence; physical, psycho-
logical or sexual abuse. A standardized abstraction form
was used. The data abstractor was not blinded to the
objective of the study and inter-rater agreement was not
assessed. The frequency of DV identification was defined
as the number of DV positive charts (past, present, or
probable) as a percentage of all charts.

Previous studies and discussions with patients repre-
sentative of the study population, local experts and sup-
port groups of victims of DV assisted in the development

Table 1. Partner Violence Screen

Question 1 Have you been hit, kicked, punched, or otherwise hurt by someone within the past year? If so, by whom?
Question 2 Do you feel safe in your current relationship?
Question 3 Is there a partner from a previous relationship who is making you feel unsafe now?

*Feldhaus (22).
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of five questions to be used to screen the prospective
cohort. The questions were suitably direct and could be
easily incorporated into the routine of a normal Emer-
gency Physician’s assessment. Shelters, community
groups, and the police department supported the study.
Face and content validity were assured by the diversity
of input obtained in the derivation of the questions. To
ensure the questions were comprehensible and clear, they
were piloted on colleagues, patients, and a focus group
including a social worker, lawyer, administrator, and
researcher. The chair of the research ethics board was
involved in the derivation of the questionnaire. At the
time of the study, the Institutional Research Ethics Board
advice was that consent was implicit in the voluntary
nature of the survey.

The sample size was calculated to detect a five-fold
improvement in the rate of detection (20/1000) of DV.
Practicing physicians agreed this improvement would be
clinically significant. The estimation of sample size in-
cluded an alpha of 0.05 and a beta of 0.10 (two-sided)
and totaled 291. The overall study sample size was
augmented to include an estimated 30% exclusion rate.

All women registering in the department were in-
cluded in the prospective study. The distribution of the
sample reflected the temporal pattern of patient presen-
tation (as outlined in the historical cohort) including time
of day and weekday versus weekend visits. Exclusions were
defined as: a) any patient presenting with a critical condition
that required immediate surgical intervention or admission
to an intensive care unit, case room, or operating room, or
b) anyone presenting with an acute medical condition that
prevented the patient from answering the questions within
the first 16 h of therapy in the ED.

After registration and triage were completed, the pa-
tient was assigned to an examination room and inter-

viewed alone by the research assistant. The research
assistant asked the patient if she was willing to partici-
pate in a ‘women’s health’ questionnaire. Data collection
preserved patient anonymity. It was clearly stated that
there was no linkage between the results of this ques-
tionnaire and the hospital file or ED charts and there
would not be a follow-up survey by mail or telephone.
Patients were encouraged to answer only the questions
they felt comfortable with and their refusal would be
respected without any further inquiry.

The one-page questionnaire included demographics,
age, number of children, education, religion, employ-
ment, marital status, presenting complaint, time delay in
presentation from onset of symptoms, frequency of use
of the ED, past medical history, and husband’s/lover’s/
cohabitant’s education, religion, and employment.

Each patient was asked five domestic violence spe-
cific questions (Table 2). If the patient responded posi-
tively to question 4, the patient was offered all of the
following options:

1. To notify the Emergency Physician.
2. Immediate assistance with respect to shelters, victim

advocacy, police involvement or protective admis-
sion to hospital.

3. A follow-up appointment the next day with the ED
social worker.

4. Printed matter on shelters, legal aid, social services,
community support groups, etc.

Decision rules for assigning responses to categories were
developed a priori by the investigators with input from
content experts (Table 3). Any patient who refused to
answer the first three DV specific questions was identi-
fied as a violence specific refusal. Any patient who

Table 2. Emergency Department Domestic Violence Screening Questions

Question 1 Does anyone in your family have a violent temper?
Question 2 During an argument at home have you ever worried about your safety or the safety of your children?
Question 3 Many women who present to the Emergency Department with similar injuries or complaints are

victims of violence at home. Could this be what has happened to you?
Question 4 Would you like to speak to someone about this?
Question 5 Were any of the previous visits to the Emergency Department prompted by an injury or symptom

suffered as a victim of violence at home?

Table 3 Outcome Measures

● ADV ● YES to q. 3; or YES to q. 1 or 2 and 4
Acute Domestic Violence

● PADV ● YES to q. 1 or YES to q. 2 or both
Probable Acute Domestic Violence

● PDV ● Patient confirmation of abuse in the past (Yes to q. 5)
Past Domestic Violence
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refused to participate in the questionnaire was identified
as a non-participant.

Descriptive statistics included sample means, stan-
dard deviation and other univariate analysis. Compara-
tive statistics were calculated using ax2 test and a
significance level of 0.05. All patients refusing to partic-
ipate in the survey (non-participants) or to answer the
violence specific questions (DV specific refusals) were
included in the demographics database and in the overall
denominator.

RESULTS

The retrospective chart review of 1000 charts identified
four patients (0.4%) as past or present victims of domes-
tic violence by the physicians, consultants, nurses, or
ambulance staff.

The prospective cohort consisted of 343 women. A
questionnaire was completed on all the female patients
including the 41 excluded patients (12%). Excluded pa-
tients were unstable, incoherent or unresponsive. The
final sample size was 302. Included in the final sample
were four patients who left before being seen by the
research assistant or the treating physician and were
classified as non-participants. There were four women

(1.3%) who refused to answer the violence specific ques-
tions. One patient voiced spontaneously that this was not
because she did not need any help, she just felt that
problems should remain within the family. The second
patient felt the questions were not relevant to her situa-
tion. Two patients simply declined to answer. Table 4
summarizes the demographics and Figures 1 and 2 sum-
marize the comparative analysis.

The 11 patients in the Acute Domestic Violence
(ADV) group registered with the following complaints:
chronic headaches, vulvar cyst, chest pain, foot injury,
blocked intestines, suicidal thoughts, abdominal pain and
dizzy, fainted, psychiatric problem, anxiety and fear with
a stomach problem, and mononucleosis. Physical injuries
accounted for only one patient’s presenting complaint of
the eleven patients in the ADV group.

DISCUSSION

Abbott et al. (1995) reported a cumulative lifetime prev-
alence rate of domestic violence in female patients pre-
senting to the ED to be 54.2% (95% CI, 50.2% to 58.1%)
and an incidence of ADV to be 11.7% (23). Only six of
all victims of ADV were directly questioned, or told the
nurse or MD about DV, for a detection rate of 2.6%. A

Table 4. Demographics

ADV PADV PDV Negative Exclusions

Age (mean 6 SD) 41 6 17 41 6 18 49 6 15 51 6 21 61 6 18
No. Children (mean 6 SD) 1.4 6 1.4 1 6 1 2 6 2 2 6 2 0.5 6 1

% % % % %
Time of Presentation

Weekday 73 75 83 78 83
Weekend 27 25 17 22 17
Day 46 65 33 42 51
Night 18 5 17 12 12
Evening 36 30 50 46 37

Marital Status
Married 36 35 8 49 37
Divorced 27 15 67 5 32
Single 36 40 8 27 15
Widow 0 10 17 19 7
Unknown 0 0 0 0 10

Employment Status
Employed 36 45 33 30 5
Unemployed 46 25 42 32 24
Retired 9 10 25 31 46
Single 9 20 0 7 0
Unknown 0 0 0 0 24

Education Level
Primary 9 15 25 31 17
Secondary 46 55 33 38 5
University 27 20 17 14 2
College 9 10 25 9 2
Unknown 9 0 0 8 7
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review of charts revealed that ADV was documented on
two records (23).

In our study, limited direct questioning in the ED
improved the detection rate of victims of violence, past
and acute, from 0.4% to 7.6%. Additionally, direct ques-
tioning identified 6.6% of all female patients with prob-
able risk of DV. A 4% rate of patients admitting to ADV
compares favorably with the national incidence of 3.8%
reported by Strauss (6). This is low in comparison with
the study by Feldhaus (22). In this study 13.7% of patient
visits were associated with acute partner violence. Of
these 38 patients, eight were considered negative for
acute DV with the CTS, ISA and the PVS instruments.
Thus, despite our best efforts and a multiplicity of in-
struments, the diagnosis remains elusive. The more pos-
itive interpretation is that the frequency of detection is
higher with any instrument than not asking at all.

Stark and Flitcraft described the ‘Battering Syn-
drome’ as a diagnosis with historical, physical, and emo-
tional features associated with acute and chronic batter-
ing (15). ED studies revealed that between 16% and 19%
of women presenting with physical injuries were battered
(24,25). In Abbott’s study, victims of ADV presented
with physical injuries in 23% of cases (24,25). In our
study, only 9.1% of all complaints were physical injuries.
The majority of patients presented with medical or psy-
chiatric complaints. The signs and symptoms of DV are
protean and require ongoing vigilance and initiative to
suspect DV as possibly contributory to the patient’s
presentation.

There have been attempts to identify risk factors for
DV such that screening could be more effectively di-
rected to high risk patients (26–28). The studies have
failed to identify such risk factors and provide further
evidence for universal screening.

Despite the media focus on sensational cases and a
growing number of academic publications and research
programs in domestic violence, health care professionals
remain reluctant to diagnose and appropriately treat vic-
tims of domestic violence. A survey of 1000 abused
women ranked physicians after clergy, police, social, and
legal services for effectiveness in addressing abuse (17).
Physicians fail to appreciate the magnitude of the prob-
lem and part of this stems from their medical education.
The New Jersey Medical School Domestic Violence
Project conducted a study of American and Canadian
medical schools in 1988 and reported that 53% of
schools did not offer any instruction in ADV (29). Re-
cently, a survey of 189 fellows of the American College
of Obstetricians and Gynecologists and a random sample
of 1250 nonmember fellows reported that only 30% of
respondents had received training on domestic violence
during medical school, 37% received such instruction
during residency, and 67% during continuing education
(30).

Focused education and DV protocols may not substi-
tute for learned behavior in the effectiveness or consis-
tency of universal screening. A 1 year follow-up of
multidisciplinary staff trained in the use of a protocol for
identification and acute management of abused women
demonstrated an inability to maintain the initial increase
in identification and intervention when compared to a
similar control group providing emergency care without
the DV protocol (31). It may be more effective to include
knowledge of DV in medical education and incorporate
simple screening questions about DV into the basic his-
tory and physical examination in much the same manner
as is done for cardiac or pulmonary embolism risk fac-
tors.

Physicians for the most part are reluctant to become
involved in the diagnosis of ADV for a number of

Figure 1. Prospective cohort results of 302 patients inter-
viewed. ADV, acute domestic violence; PADV, probable do-
mestic violence; PDV, past domestic violence.

Figure 2. Total number of patients reporting any domestic
violence. Historical (H) vs. prospective (P), p < .001.
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reasons. The issue of time restraint in the ED is always a
concern. The four key questions used in this study (1,2,3,
and 4) could quickly and easily be adapted to the style
and comfort level of the Emergency Physician and rou-
tinely included in the history taking portion of an Emer-
gency Medicine assessment. The second concern relates
to the fear of opening a ‘Pandora’s box’ (32). Emergency
Physicians need only to empathetically and profession-
ally identify the risk and make a referral to more appro-
priate community resources (15). Even physicians com-
mitted to helping victims of violence have difficulty with
the barriers to identification. A qualitative study by Ger-
bert et al. published in 1999 suggests that there is a need
to frame questions in a way that fosters patient trust. The
results of our study suggest that simple questions are
effective. The simplicity of the questions may allow the
clinician to adapt the questions to suit his or her profes-
sional style and the situation as it unfolds in the ED. This
may ultimately improve the delivery of the question and
may in fact foster the trust required for disclosure. Ger-
bert et al. also suggested redefining the goals of universal
screening to asking the patient more consistently and
compassionately about DV. This should, in and of itself,
be the first step in helping battered patients (33). This
single intervention may break the cycle of violence for
some, provide comfort to the victim, and reinforce that
the medical profession acknowledges spousal abuse is a
criminal act and may lead to physical and emotional
sequelae.

Physicians may have the perception that, like the
alcoholic, the battered woman rarely seeks help or fol-
lows through to effect a change. Others believe the health
professional does not have a role in influencing personal
choice. Our study revealed that all but one victim of
ADV sought help. A large longitudinal study of the
treatment of victims of DV is required to evaluate out-
come. However, it is reasonable to suggest that Emer-
gency Physicians are in the most strategic position to
provide a little timely focused help that in the long run

may be more effective than extensive expert help at a less
emotionally vulnerable time (34).

The American Medical Association (AMA) has pub-
lished practice guidelines and has supported the national
agenda against violence through publications, the forma-
tion of the Coalition of Physicians Against Violence,
sustained advocacy in Washington and the courts, and
through the sponsorship of regional and national pro-
grams (12). The AMA lists 4 steps to increase detection
of female victims of abuse, beginning with routine as-
sessment documented in the medical record (35). The
American College of Obstetricians and Gynecologists,
the American Academy of Family Physicians, and the
American College of Nurse-Midwives promote routine
screening of all women (36–38).

It is a common belief that the patients will be offended
or alienated if asked about DV. This belief is not sup-
ported by the literature summarized in Table 5. In fact,
battered women expect physicians to ask about abuse
and they will respond if they are questioned in a sympa-
thetic and non-judgemental way (39). A 1997 survey of
ambulatory female patients presenting to the ED (re-
sponse rate of 73%) reported that the majority of DV
victims felt comfortable disclosing to a physician, yet
, 25% would disclose at triage (40). Our study revealed
that only 1.3% of patients declined to respond to direct
questioning. Feldhaus’ refusal rate was higher at 11%
(22). The latter may be attributed to the design of the
study and the time required to complete the three instru-
ment evaluations on each patient.

This study is limited by the use of a retrospective
cohort and the fact that the demographics of this cohort
are not available for comparison to the prospective co-
hort. Additionally, the questions used in this intervention
have not been validated against other more extensive
measures of violence or a reliable domestic violence
screening tool (19–21). A female research assistant, who
spoke at least three languages well, administered this
questionnaire, and thus the generalizeability to the aver-

Table 5. Patient Response to Direct Questioning About Domestic Violence

National Survey 1991 (11)
285% felt they could tell an MD if they were a victim or perpetrator of domestic violence

Multicenter Survey 1992*
278% favored routine direct inquiry about physical abuse
268% favored routine direct inquiry about sexual abuse

SURVEY BY SOG OF CANADA 1995†

298% comfortable with direct questioning about domestic violence

SURVEY OF ED PATIENTS 1997 (40)
255% of DV victims were comfortable disclosing to Emergency Physicans

* Friedman citation off endnote.
† Used with permission, Searle Canada 1995.
SOG, Society of Obstetricians and Gynecologists.
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age Emergency Physician may be limited. The lack of
longitudinal follow-up does not allow the study to com-
ment on the long-term effect of direct questioning. Ob-
servational studies, such as this one, tend to overestimate
the treatment effect of the intervention.

The more interesting, and clinically relevant question
is whether Emergency Physicians can universally screen
for DV using simple direct questions as part of a routine
history. This would increase vigilance and allow clini-
cians to create a set of questions unique to their personal
style. This could best be assessed using a before and after
design and one year longitudinal follow-up of both the
patient and the detection rate for the clinician. In addi-
tion, a good qualitative study could identify the diversity
in how to effectively ask direct questions. It is unlikely
that a single tool will meet the needs of every DV patient
in all situations. Successful disclosure will depend on the
diagnostic acumen and emotional sensitivity of the cli-
nician as well as the ability for the clinician to choose
words wisely.

The results of this study suggest that simple direct
questioning about DV may be an effective screening
tool. Direct questioning requires minimal time and the
questions could be incorporated into the ED assessment.
We recommend that physicians maintain a vigilance in
detecting domestic violence, keeping in mind the diver-
sity of the “battering syndrome” and not hesitating to
directly question any patient about the diagnosis of acute,
chronic, or past domestic violence. Ultimately, routine
direct questioning about DV by all physicians sends a
clear message to the public that violence is unacceptable
criminal behavior resulting in physical and emotional
injuries. It reinforces that if, in the future, any patient is
at risk she or he should feel comfortable confiding in the
physician.

Acknowledgments—This study was funded by peer reviewed
grants from the Quebec Association of Emergency Physicians
and the Sunnybrook Research Foundation.

REFERENCES

1. MacLeod L. Wife Battering in Canada: a Vicious Circle. The
Canadian Advisory on the Status of Women. Ottawa: Canadian
Government Publishing Centre; 1980.

2. Kurz D. Responses to battered women: resistance to medicaliza-
tion. Social Problems 1987;34:501–13.

3. Ferris LE, Tudiver F. Family physicians’ approach to wife abuse:
a study of Ontario, Canada, practices. Fam Med 1992;24:276–82.

4. Warshaw C. Limitations of the medical model in the care of
battered women. Gender Soc 1989;3:516–7.

5. Kellermann AI. Domestic violence and the internist’s response:
advocacy or apathy. J Gen Intern Med 1990;5:89–90.

6. Strauss M, Gelles R, Steinmetz SK. behind closed doors: violence
in the American family. New York: Anchor Books; 1980.

7. McLeer SV. Spouse abuse: the handbook of marital therapy. New
York: Spectrum Publishers; 1981.

8. Plichta SB, Duncan MM, Plichta L. Spouse abuse, patient-physi-
cian communication, and patient satisfaction. AM J Prev Med
1996;12:297–303.

9. McLeer SV, Anwar RAH. The role of the emergency physician in
the prevention of domestic violence. Ann Emerg Med 1987;16:
1155–61.

10. Walker L. Battered women, psychology and public policy. Am
Psychol 1984;39:1178–82.

11. McAfee RE. Physicians and domestic violence: can we make a
difference? JAMA 1995;273:1790–1.

12. American Medical Association Council on Ethical and Judicial
Affairs. Physicians and domestic violence: ethical considerations.
JAMA 1992;267:3190–3.

13. Bowker LH, Maruer L. The medical treatment of battered wives.
Women Health 1987;12:25–45.

14. McNutt LA, Carlson BE, Gagan D, et al. Reproductive violence
screening in primary care: perspectives and experiences of patients
and battered women. J Am Med Womens Assoc 1999;54:85–90.

15. Stark E, Flitcraft A, Zuckerman D, et al. Wife abuse in the medical
setting: an introduction for health personnel. Washington, DC:
Office of Domestic Violence; 1981.

16. Goldberg WG, Tomlanovich MC. Domestic violence victims in
the Emergency department: new findings. JAMA 1984;254:3259–
64.

17. Hilberman E, Munson K. Sixty battered women. Victimology
1978;2:460–70.

18. Downey J, Howell J. Wife Battering: a review and preliminary
inquiry into local incidence, needs, resources. Vancouver: United
Way of Greater Vancouver; 1976.

19. Strauss M. Measuring intrafamily conflict and violence: the con-
flict tactics scale. J Marriage Fam 1986;41:75–88.

20. Hudson WW, McIntosh SR. The assessment of spouse abuse: two
quantifiable dimensions. J Marriage Fam 1981;43:873–88.

21. Pan HS, Ehrensaft MK, Heyman RE, et al. Evaluating domestic
partner abuse in a family practice clinic. Fam Med 1997;29:492–5.

22. Feldhaus KM, Koziol–McLain J, Amsbury HL, et al. Accuracy of
3 brief screening questions for detecting partner violence in the
emergency department. JAMA 1997;277:1357–61.

23. Abbott J, Johnson R, Koziol–McLain J, et al. Domestic violence
against women: incidence and prevalence in an emergency depart-
ment population. JAMA 1995;273:1763–7.

24. Kurtz D, Olson K, Flaherty EW, et al. Identification and interven-
tion with battered women in hospital emergency departments.
Bethesda, MD: National Institutes of Mental Health; 1985.

25. Flitcraft A. Battered women: an emergency room epidemiology.
New Haven, Connecticut: Yale School of Medicine; 1977.

26. Muelleman RL, Lenaghan PA, Pakieser RA. Nonbattering presen-
tations to the ED of women in physically abusive relationships.
Am J Emerg Med 1998;16:128–31.

27. Wright L, Kariya A. Characteristics of female victims of assault
attending a Scottish accident and emergency department. J Accid
Emerg Med 1997;14:375–8.

28. Kyriacou DN, McCabe F, Anglin D, et al. Emergency based study
of risk factors for acute injury from domestic violence against
women. Ann Emerg Med 1998;31:501–6.

29. Services USDoHaH. Education about adult domestic violence in
U.S. and Canadian medical schools. MMWR 1989:17–19.

30. Horan DL, Chapin J, Klein L, et al. Domestic violence screening
practices of obstetrician-gynecologists. Obstet Gynecol 1998;92:
785–9.

31. Fanslow JL, Norton RN, Robinson EM. One year follow-up on an
emergency department protocol for abused women. Aust NZ J
Public Health 1999;23:418–20.

32. Sugg NK, Inui T. Primary care physicians’ response to domestic
violence. Opening Pandora’s box. JAMA 1992;267:3157–60.

33. Gerbert B, Caspers N, Bronstone A, et al. A qualitative analysis of
how physicians with expertise in domestic violence approach the
identification of victims. Ann Intern Med 1999;131:578–84.

34. McGrath PE. Domestic violence: the development and implemen-

Detecting Domestic Violence 123



tation of a hospital protocol for the investigation and treatment of
battered women. National Clearinghouse on Domestic Violence;
1980.

35. American Medical Association Council on Scientific Affairs. Vi-
olence against women: relevance for medical practitioners. JAMA
1992;267:3184–9.

36. American College of Obstetricians and Gynecologists. Domestic
violence. Technical bulletin. Washington, DC: American College
of Obstetricians and Gynecologists; 1995.

37. Paluzzi PA, Houde–Quimby C. Domestic violence: implications

for the American College of Nurse-Midwives and its members. J
Nurse Midwifery 1996;41:430–5.

38. American Academy of Family Physicians Commission on Special
Issues and Clinical Interests. Family violence: an AAFP white
paper. Am Fam Physician 1994;50:1636–46.

39. Rath G, Jarratt L. Battered wife syndrome: overview and presen-
tation in the office setting. South Dakota J Med 1990;43:19–25.

40. Hayden SR, Barton E, Hayden M. Domestic violence in the emer-
gency department: how do women prefer to disclose and discuss
the issues? J Emerg Med 1997;15:447–51.

124 L. J. Morrison et al.


