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Overview:

• Definition of Intimate Partner Violence (IPV)
• The scope/prevalence of the problem
• Dynamics of IPV
• Victim/survivor presentation
• The role of physicians
• Questions and answers
• Resources

You can—and WILL—make a difference!

- 44 percent of female victims of domestic 
violence talked to someone about the abuse; 
37 percent of those women talked to their 
health care provider.

- Overwhelmingly, patients are not offended
when asked about current or past experiences 
with violence.

-Caralis P, Musialowski R. (1997). Women’s Experiences with DomesticViolence and Their 
Attitudes and Expectations Regarding Medical Care of Abuse Victims. South Medical 

Journal, 90:1075-1080.

-McCauley J, Yurk R,Jenckes M, Ford D. Inside “Pandora’s Box”: Abused Women’s Experiences 
with Clinicians and Health Services (1998). Archives of Internal Medicine, 13:549-555.
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Definition of Intimate Partner Violence

- A pattern of coercive and controlling behaviors and 
tactics used by one person over another to gain 
power and control; may include verbal, financial, 
emotional, sexual, and/or physical abuse.

- Perpetrated by someone who is, was, or wishes to 
be, involved in an intimate or dating relationship 
with  an adult or adolescent.

Family Violence Prevention Fund (1999). Preventing Domestic Violence: Clinical Guidelines 
on Routine Screening, Family Violence Prevention Fund. San Francisco, CA.

Definition of Intimate Partner Violence:
Children’s Exposure

- Includes children who observe a parent being harmed, threatened, or 
murdered, who overhear these behaviors from another part of the 
home, or who are exposed to the short- or long-term physical or 
emotional aftermath of a caregiver’s abuse without hearing or seeing a 
specific aggressive act (i.e. parents’ bruises or other visible injuries, 
emotional consequences of violence such as fear or intimidation).

- Includes children who are used by the perpetrator to intimidate and 
abuse the adult victim, as well as those who are forced by the perpetrator 
to participate in the abuse of an adult victim.

Jaffe P, Wolfe, & Wilson. (1990). Children of Domestic Violence. Newbury Park CA: Sage Publications. 
McAlister Groves, B. (2002). Children Who See Too Much. Lessons from the Child Witness to Violence 

Project. Beacon Press 25 Beacon Street. Boston, Massachusetts.

Prevalence
• Between 20 and 30% of women and 7.5% of men in the United States 

have been physically and/or sexually abused by an intimate partner at 
some point in their adult lives.

• Estimated 3-10 million children are exposed to domestic violence in 
their homes each year.

• Impacts all groups equally—regardless of age, socioeconomic status, 
racial, ethnic, religious or cultural background, presence or absence of 
disability, sexuality, etc.

U.S. Department of Justice, (May 2000). Intimate Partner Violence. Washington, DC: U.S.Department of 
Justice, Bureau of Justice Statistics.

Edleson JL, (1999). Children’s witnessing of adult domestic violence. Journal of
InterpersonalViolence. 14 (8), 839-870.



3

Costs of Intimate Partner Violence

• Estimated costs exceed $5.8 billion each year, $4.1 billion of 
which is for direct medical and mental health care services.

• $1775 more was spent on abused women who utilized 
hospital services than on a random sample.

Tjaden, Patricia and Nancy Thoennes. 2000. Extent, Nature and Consequences of Violence 
Against Women: Findings from the National Violence Against Women Survey. The 

National Institute of Justice and the Centers for Disease Control and Prevention.
Costs of Intimate Partner Violence Against Women in the United States. 2003. Centers for 

Disease Control andPrevention, National Center for Injury Prevention and Control. 
Atlanta, GA. 

Impact on Medical Community

• Women who are abused have 3.5x more hospital 
admissions than women who are not abused.

• Families where domestic violence occurs 
• use doctors eight times more often, 
• seek emergency room treatment six times more 

often, 
• use six times more prescription drugs than the 

general population.

Costs of Intimate Partner Violence Against Women in the United States. 2003. Centers for Disease 
Control andPrevention, National Center for Injury Prevention and Control. Atlanta, GA.

Dynamics of Intimate Partner Violence:
Physical

• Pushing, shoving, slapping, punching, kicking, 
choking

• Assault with a weapon
• Holding, tying down, or restraining 
• Leaving him/her in a dangerous place
• Refusing to help when she/he is sick or injured
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Dynamics of Intimate Partner Violence:
Emotional/Psychological Abuse
• Threats of harm
• Physical and social isolation
• Extreme jealousy and possessiveness
• Deprivation
• Degradation and humiliation
• Name-calling; constantly criticizing, insulting, or belittling him/her
• False accusations, blaming him/her for everything
• Ignoring, dismissing, or ridiculing her/his needs
• Lying, breaking promises, destroying trust
• Driving fast/recklessly to frighten and intimidate her/him
• Gay/Lesbian Couples: Threatening to “out” a person to his/her family, 

place of employment, etc., against his/her will
• Immigrants: Threatening to withhold citizenship or report an 

undocumented victim to I.N.S.; withholding passports or green cards.

Dynamics of Intimate Partner Violence:
Sexual Abuse

• Forcing to perform sexual acts against his/her will
• Pursuing sexual activity when he/she is not fully 

conscious or is not asked or is afraid to say no
• Hurting him/her physically during sex or assaulting 

his/her genitals, including use of objects or 
weapons intra-vaginally, orally, or anally

• Coercing him/her to have sex without protection 
against pregnancy or STDs

• Criticizing him/her and calling him/her sexually 
degrading names

Health Ramifications

• Perpetrator may control access to, or compliance with, medical 
recommendations

• Less likely to engage in preventative healthcare behaviors (PAP smear, 
mammogram, annual exam, etc.)

• More likely to engage in other injurious health behaviors, like smoking, 
abusing alcohol or other substances, self-injury, suicide attempts, 
unhealthy weight control behaviors (laxatives, purging, starvation)

• Increased risk for mental health consequences (depression, anxiety, 
PTSD)

• Experience higher rates of health problems including asthma, arthritis, 
chronic neck or back pain, migraine or other types of headache, sexually 
transmitted infections (including HIV/AIDS), chronic pelvic pain, peptic 
ulcers, chronic irritable bowel syndrome, and frequent indigestion, 
diarrhea, or constipation.

Coker, A., Smith, P., Bethea, L., King, M., McKeown, R. (2000). “Physical Health Consequences of Physical and Psychological Intimate 
Partner Violence,” Archives of Family Medicine, Vol. 9.

Barkan, H., Farley, M., and Minkof, J., “Mammography Screening and Domestic Violence,” (October 2002). Abstract presented at the
National Conference on Health Care and DomesticViolence. Accepted for publication in Women’s Health.
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Why not just leave?
• Statistics indicate that a battered woman will leave her 

abuser 8-9 times before she leaves for good.
• Research indicates that the most dangerous time for a 

woman is when she is trying to leave!
• Barriers to leaving include:

- Lack of financial resources,
- Threats of murder or physical violence,
- Social stigma,
- Religious beliefs, 
- Wanting to keep the family together,
- Shame and guilt,
- Not having a safe place to go.

Victim Presentation:
Injuries

• History provided is inconsistent with the type of 
injury sustained.

• Contusions, abrasions, and minor lacerations, as 
well as fractures or sprains.

• Injuries to the head, neck, chest, breasts, and 
abdomen.

• Delay between the injury and seeking care.
• “Accident-prone” history.
• Multiple sites of injury.

Victim Presentation:
Injuries (cont.)
• Repeated or chronic injuries.
• Central pattern of abuse/injury (face, neck, 

chest/breasts, abdomen, genitalia); 
• Multiple injuries/bruises in various stages of 

healing; 
• Bruises on inner parts of arms/legs;
• Injuries suggestive of a defensive posture                         

(i.e. forearms)
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Victim Presentation: 
Medical Complaints
• Psychosomatic complaints without known organic 

causes (chronic headaches, abdominal pain, 
digestive issues, dehydration, chronic pain, etc.).

• Physical symptoms related to stress.
• Chronic post-traumatic stress disorder or other 

anxiety disorders; depression
• Sleep and appetite disturbances
• Fatigue, decreased concentration, sexual 

dysfunction

Victim Presentation: 
Medical (cont.)

• Palpitations, dizziness
• Atypical chest pain
• Gynecologic problems, frequent vaginal and 

urinary tract infections, STDs/STIs, pelvic pain
• Frequent use of prescribed minor tranquilizers or 

pain medications
• Frequent visits with vague complaints or symptoms 

without evidence of physical abnormalities.

Victim Presentation:
Mental Health
• Feelings of isolation and inability to cope.
• Suicide attempts or gestures.
• Depression
• Panic attacks and other anxiety symptoms
• Alcohol or drug abuse
• Post-traumatic stress reactions and/or disorder
• Eating disorders
• Self-mutilating behaviors
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Victim Presentation:
Relational and Behavioral
• Limited access to routine and/or emergency 

medical care
• Noncompliance with treatment regimens
• Not being allowed to obtain or take medication
• Missed appointments (lack of independent 

transportation, access to finances, ability to 
communicate by phone, etc.)

• Failure to use condoms or other contraceptive 
methods; not being told by a partner that s/he is 
infected with HIV or other STDs.

Victim Presentation:
Relational and Behavioral (cont.)
• Partner accompanies patient, insists on staying 

close, answers most questions
• Reluctance of a patient to speak in front of her/his 

partner.
• Possessiveness or jealousy expressed by partner or 

reported by patient.
• Denial/minimization of violence by partner or by 

patient.
• Exaggerated sense of personal responsibility for the 

relationship, including self-blame for partner’s 
violence.

Victim Presentation:
Child Witnesses

• Child abuse is 50% more likely to occur in homes where domestic 
violence is present.

• Kids are more likely to:
- Experience depression, anxiety, sleep disturbances (including bed-

wetting & nightmares), learning difficulties, behavior problems, 
etc.

- Engage in substance use
- Attempt suicide
- Run away from home
- Describe somatic complaints

• May exhibit:
- Injuries sustained while trying to “protect” mom/dad
- One study suggests that children exposed to DV are more likely 

than their non-exposed peers to have allergies, asthma, 
gastrointestinal problems, headaches and flu

Edleson JL. (1999). The overlap between child maltreatment and woman battering. Violence Against 
Women. 5(2). 134-154.
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Victim Presentation
Child Witnesses
• Infants are more likely to demonstrate:

• Feeding issues
• Sleep issues
• Irritability
• Flat affect
• Withdrawn behaviors
• Failure to Thrive

Pregnancy
• 6-10% of women in the United States are 

abused during their pregnancies.
• Physical abuse often starts or escalates 

during pregnancy.
• 60% of women report 2 or more episodes of 

assault during their pregnancy.
• Ideal time for intervention: average of 12 

prenatal visits to a doctor!
• Pregnancy complications, including low 

weight gain, anemia, infections, and first 
and second trimester bleeding, are 
significantly higher for abused women, as 
are maternal rates of depression, suicide 
attempts, and substance abuse.

Coker, A., Smith, P., Bethea, L., King, M., McKeown, R. (2000). 
“Physical Health Consequences of Physical and Psychological 

Intimate Partner Violence,” Archives of Family Medicine, Vol. 
9.

Pregnancy: 
Warning Signs of Domestic Violence
• Pregnancy:

- Late entry into prenatal care,
- Young maternal age,
- History of abuse or assault,
- Unplanned/unintended pregnancy.

• Medical care utilization:
- Missed medical appointments,
- Repeated visits to the doctor,
- Regular medical visits for injuries,
- Unscheduled visits to the doctor.
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Pregnancy: 
Warning Signs of Domestic Violence
• Medical Conditions:

- Chronic pelvic pain,
- Recurrent headaches,
- Irritable bowel syndrome,

• Mental Health:
- History of suicide attempts,
- Depression and anxiety,
- Unhappiness about being pregnant,
- Substance abuse.

HIV Status
• A higher proportion of HIV-positive women have histories 

of abuse than HIV-negative women; HIV positive 
individuals are estimated to be 10 times less likely to report 
domestic violence.

• Reasons for an association/correlation between HIV status 
and domestic violence include:
- Forced sexual activity.
- Inability to safely negotiate condom use.
- Lack of access to preventive health care.
- Inability to purchase condoms due to financial abuse.

Health Concerns Across a Woman’s Lifespan: 1998 Survey of Women’s Health. 1999. The 
Commonwealth Fund. New York, NY.

The Role of Physicians
• When someone presents with a suspicious injury, about 80% of 

physicians screen for domestic violence; 
• Only 10% of primary care physicians screen for intimate partner abuse 

during new patient visits;
• 9% routinely screen during periodic checkups.
• 92% of battered women say they will not disclose abuse voluntarily  to a 

physician.

Rodriguez, M., Bauer, H., McLoughlin, E., Grumbach, K. 1999. “Screening and Intervention for Intimate 
Partner Abuse: Practices and Attitudes of Primary Care Physicians.” The Journal of the American 

Medical Association. 282(5).

Is screening for domestic violence my job?
• Yup!  You may be the only person who asks.
• Not asking about abuse can result in misdiagnosis or adverse health 

conditions.
• Domestic violence is a public health issue.
• Medical organizations such as the AMA and American College of 

Obstetricians recommend routine screening for domestic violence.
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Screening for Intimate Partner Violence

• Conducted routinely, regardless of the presence/absence of indicators of 
abuse

• Conducted orally as part of a face-to-face health care encounter
• Direct and nonjudgmental using language that is culturally/linguistically 

appropriate
• Conducted in private: no friends, relatives or caregivers should be 

present
• Confidential: prior to inquiry, patients should be informed of any 

reporting requirements or other limits to provider/patient 
confidentiality

• Assisted, if needed, by interpreters who have been trained to ask about 
abuse and who do not know the patient or the patient’s partner, 
caregiver, friends or family socially

Screening for Intimate Partner Violence:
Sample Questions
• Because violence is common in so many people’s lives, I’ve 

begun to talk about it with all my patients.
• Are you in a relationship in which you have been physically 

hurt or threatened by your partner? 
• Has your partner ever threatened or abused your children?
• Has your partner ever forced you to have sex when you 

didn’t want to?  Does s/he ever force you to engage in sex 
that makes you feel uncomfortable?

• We all fight at home.  What happens when you and your 
partner fight or disagree?

• Do you ever feel afraid of your partner?
• Has your partner ever prevented you from leaving the 

house, seeing friends, getting a job, or continuing your 
education?

Screening for Intimate Partner Violence:
Structured Assessment Tools
• HITS (Hurt, Insult, Threaten, Scream)

• Over the last 12 months, how often did your partner:
• Physically HURT you?
• INSULT you or talk down to you?
• THREATEN you with physical harm?
• SCREAM or curse at you?

• Never (1), Rarely (2), Sometimes (3), Fairly Often 
(4), Frequently (5)

• Score of 10+ is considered significant

Clinical Research and Methods (Fam Med 1998;30(7):508-12.) HITS is copyrighted in 2003 by Kevin Sherin 
MD, MPH; For permission to use HITS, Email kevin_sherin@doh.state.fl.us

Available for printing from: http://www.omniaeducation.com/whav/WHAV_Addenda/Domestic_Violence_Screening_Tools.pdf
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Barriers to Screening
Physician Barriers
• Time or privacy constraints
• Opening “Pandora’s Box”
• “It’s a Private Matter”
• Physician Bias
• Powerlessness
• Feeling ill-equipped to 

manage what comes next

Patient Barriers
• Threats from partner
• Erroneous beliefs that 

she/he is to blame
• Lack of privacy
• Shame
• Unsuccessful attempts at 

securing help in the past

Interventions

• Provide validation:
• Listen non-judgmentally
• “I am concerned for your safety (and the safety of your 

children)”
• “You are not alone and help is available”
• “You don’t deserve the abuse and it is not your fault”

Interventions
• Provide information:

• “Unfortunately, domestic violence is common and 
happens in all kinds of relationships”

• “Violence tends to continue and often becomes 
more frequent and severe over time”

• “Abuse can impact your health in many ways”
• “You are not to blame, but exposure to violence in 

the home can emotionally and physically hurt your 
children or other dependent loved ones”
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Interventions
• Respond to safety issues:

• Offer the patient a brochure about safety planning and go over it 
with her/him

• Review ideas about keeping information private and safe from the 
perpetrator of abuse

• Offer the patient immediate and private access to an advocate in 
person or via phone

• Offer to have a provider or advocate discuss safety then or at a later 
appointment

• If the patient wants immediate police assistance, offer to place the 
call

• Reinforce the patient’s autonomy in making decisions regarding 
her/his safety

• If there is significant risk of suicide or homicide, the patient should 
be kept safe in the health setting until emergency psychiatric 
evaluation can be obtained

Interventions

• Make referrals to local resources:
• Describe any advocacy and support systems within the health 

care setting
• Refer patient to advocacy and support services within the 

community
• Refer patients to organizations that address their unique needs 

such as organizations with multiple language capacities, or 
those that specialize in working with specific populations (i.e. 
teen, elderly, disabled, deaf or hard of hearing, particular 
ethnic or cultural communities or lesbian, gay, transgender or 
bisexual clients)

• Offer a choice of available referrals including on-site 
advocates, social workers, local DV resources (via the Help 
Line, 1-877-863-6338) or the National DV Hotline (1-800-
799-SAFE, TTY 1-800-787-3224)

Documentation
• Chief complaint and description of 

the abusive event, using the 
patient’s own words whenever 
possible.

• Complete medical history & 
relevant social history.

• Detailed description of the 
injuries: type, number, size, 
location, resolution, possible 
causes, and explanations given.

• Results of all pertinent 
laboratory and other 
diagnostic procedures.
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Documentation: 
Photographs
• Photographs of injuries, if applicable.

- Take photographs before medical treatment is given, 
when possible.

- Use color film.
- Photograph from different angles, full-body and 

close-up.
- Hold up a coin, ruler, or other object to illustrate 

the relative size of an injury.
- Take at least two pictures of every major trauma 

area.
- Label photographs precisely with the patient’s name, 

location of injuries, and names of the photographer 
and others present.

Mandatory Reporting
1) States that require reporting of injuries 

caused by weapons; 
2) States that mandate reporting for injuries 

caused in violation of criminal laws, as a 
result of violence, or through non-
accidental means; 

3) States that specifically address reporting in 
IPV cases; and 

4) States that have no general mandatory 
reporting laws.

Mandatory Reporting

• In Illinois, there is no law specific to domestic violence that 
mandates you to report adult domestic violence to law 
enforcement officials.

• Elder Abuse: Senate Special Committee on Aging suggests 
that at least 5 million elders are being abused each year.
- W/in 24 hours: report suspected elder abuse (over 60 with 

some form of “dysfunction”) to the Department on Aging, 1-800-
252-8966

• Child Abuse: co-occurrence with domestic violence and 
reporting responsibilities.
- Must be reported immediately, 1-800-25-ABUSE.
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Use your RADAR
•R outinely screen every patient

•A sk nonjudgmental questions

•D ocument your findings

•A ssess the patient’s safety

•R espond, review options and provide referrals

DID YOU
KNOW YOUR

RELATIONSHIP
AFFECTS YOUR

HEALTH?

Resources for Physicians
• National Institute of Justice  - Documenting Domestic Violence: How 

Health Care Providers Can Help Victims:
http://www.ncjrs.gov/pdffiles1/nij/188564.pdf

• Medical Providers’ Guide to Managing the Care of Domestic Violence 
Patients Within a Cultural Context:
http://www.nyc.gov/html/ocdv/downloads/pdf/providers_dv_guide.pdf

• Improving the Health Care Response to Domestic Violence:
http://www.endabuse.org/userfiles/file/Consensus.pdf

• A Blueprint for Responding to Children Exposed to Domestic Violence 
in Pediatric Healthcare:
http://www.instituteforsafefamilies.org/pdf/aboutchildren/Blueprint.pdf

• Minnesota Center Against Violence & Abuse: Electronic Clearinghouses
• Domestic Violence and the Health/Medical Profession:  

http://www.mincava.umn.edu/categories/887?type=8

• Child Abuse and the Health/Medical Profession: 
http://www.mincava.umn.edu/categories/864?type=8
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(773) 645-2417

mreynolds@casacentral.org


