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Practice recommendations

■ Physicians should routinely screen women
for domestic violence (C). Although the US
Domestic Task Force considers the evi-
dence for or against specific instruments
insufficient, the recommendation to include
questions about physical abuse may be
made on other grounds, such as the high
prevalence of undetected abuse among
women patients, the potential value of this
information in helping such patients, and
the low cost and low risk of screening.

■ Offer abused patients information about
community resources and advocates (B).
Advocacy and connections with 
community agencies have proven 
helpful (in a randomized controlled trial) 
in improving quality of life and preventing
violence-related injuries.

S
creening is effective in detecting domestic
violence, and increases the rate of referrals
to community resources, resulting in

improved quality of life and fewer violence-related
injuries.

Screening can be accomplished with a ques-
tionnaire filled out by the patient or a directed
interview conducted by you or a staff member.

Newer screening tools are briefer and easier to
use than before. A self-administered question-
naire can even become part of the routine intake
at annual health examinations.

These advances may be a remedy for a finding
of one study—only 10% of primary care physi-
cians routinely screen for domestic violence.1

Although 92% of women surveyed who were
physically abused by their partners did not 
discuss these incidents with their physicians,2

studies show they would like their health care
providers to ask about abuse.3–5

■ HOW SCREENING MAKES
A DIFFERENCE

Domestic violence is a chronic life-threatening
condition that is treatable. If abuse is left untreat-
ed, the severity and frequency of abuse can wors-
en, leading to serious adverse effects to health
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and potentially life-threatening consequences.6,7

However, if we identify victims by screening and
offer information including safety plans and refer-
rals to advocacy services, the 
prognosis is improved in terms of reported quality
of life and fewer violence-related injuries 
(LOE: 1b).8,9

Although the effectiveness of screening on
every aspect of the recovery process has not been
validated by randomized controlled trials, the cur-
rent literature certainly suggests likely benefit in
certain stages. Qualitative evidence from abuse
victims supports the assumption that screening
for abuse enables patients to recognize a problem,
even if they are not ready for help at that point.10

■ PREVALENCE
OF DOMESTIC VIOLENCE

A study by the Centers for Disease Control and
Prevention of 1,691,600 women found that 30%
had experienced domestic violence during their
lifetimes.11 The prevalence of domestic violence is
difficult to measure due to different definitions of
abuse and factors that preclude accurate report-
ing by victims, such as safety and social stigma.

One anonymous survey in a family practice 
setting found that 23% of women had been phys-
ically assaulted by their partners in the past
year,12 and another anonymous survey of 1952
female patients attending 4 different community-
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based primary care practices found that 1 of every
5 had experienced violence in their adult lives.13

Domestic violence is also a financial burden to
victims and to society: domestic violence victims
have 2.5 times greater outpatient costs than do
nonvictims.14

■ WHY SCREEN ALL WOMEN?
Particular history and physical findings are 
associated with increased likelihood of domestic
violence (Table 1).15–20 Neither victims nor batter-
ers fit a distinct personality or profile, however,
and abuse affects women of all ages, ethnicities,
and socioeconomic classes. Predicting which
women will be affected is difficult,21,22 which 
suggests that universal screening is more appro-
priate than targeting specific groups (LOE: 5).

The US Preventive Services Task Force
(USPTF) gave a strength of recommendation of C
for domestic violence screening because evidence
to recommend for or against use of specific
screening instruments is insufficient.23 Two
recent systematic reviews concluded that evi-
dence is lacking for the effectiveness of interven-
tions for women experiencing abuse, and the
potential harms of  identifying and treating
abused women are not well evaluated.24,25

However, the USPTF noted that asking questions
about physical abuse is justifiable on other
grounds, such as the high prevalence of undetect-
ed abuse among women patients, the potential
value of this information in helping such patients,
and the low cost and low risk from screening.

The American Academy of Family Physicians,26

the American College of Physicians,27 the
American Medical Association,28 and the
American College of Obstetricians and
Gynecologists29,30 all recommend screening for
domestic violence. Screening does increase the
detection of domestic violence.25 The screening
can be a questionnaire filled out by the patient or
a directed interview conducted by a staff member
or physician. Two recent studies found that ques-
tionnaires are better than interviews at detecting
domestic violence (LOE: 2b).31,32

Applie
History and physical findings

suggestive of abuse

• Inconsistent explanation of injuries or
delay in seeking treatment15

• Somatic complaints16

• Psychiatric illness17

• Frequent visits to the emergency room18

• Injuries, especially to head and neck19

• Low birth weight20
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The Joint Commission on Accreditation of
Healthcare Organizations now mandates that all
hospitals screen patients for domestic violence.33

Educating health care providers about domestic
violence and screening improves their self-report-
ed ability to identify and manage abuse victims.34,35

In addition, screening for domestic violence
increases the rate of referrals to community
resources.34,35 Administrative changes, guidelines,
protocols, and changes to standardized medical
record forms to assist screening for domestic 
violence increase identification of victims35–37 and
help maintain sustained change in screening
behavior over more than 12 months.1

■ 2 USEFUL SCREENING
INSTRUMENTS

New screening tools are briefer and more efficient
than earlier devices.

The HITS Scale38 (Hurt, Insult, Threaten,
Scream; Table 2) is a practical 4-item scale. It has
been validated in the family practice setting in a
study that compared 160 family practice patients
whose abuse status was unknown with 99 self-
identified victims of abuse.

The Woman Abuse Screening Tool (WAST;
Appendix A, available online at http://
www.jfponline.com) was developed for the family
practice setting. It was validated by a study com-
paring the responses between 24 self-identified
abused women from shelters and 24 nonabused
women recruited from the principal investigator’s
professional contacts.39

The first 2 questions of the WAST screen make
up the WAST-short questions:

1. In general, how would you describe
your relationship? (A lot of tension;
some tension; no tension)

2. Do you and your partner work out argu-
ments with…? (great difficulty; some
difficulty; no difficulty)

These questions assess the degree of relation-
ship tension and the amount of difficulty the
patient and her partner have in working out argu-
ments. If a patient answers affirmatively to these

2 questions, then the physician can use the
remaining WAST questions to elicit more infor-
mation about the patient’s experience of abuse. A
Spanish version of the WAST has been shown to
be successful as well.40

The WAST and HITS scales need to be further
evaluated prospectively in larger populations with
a high prevalence of abuse. In addition, nonbiased
samples need to be recruited and the tests need to
be validated against a criterion standard.

The HITS scale has been tested in English-
speaking populations only. The ability to screen
different ethnic groups and ask sensitive ques-
tions across cultural barriers is important and
should be studied further.

The Women’s Experience with Battering
Scale41 (Table 3) is a series of 10 questions tested
in a large cross-sectional survey of women
(n=1152) attending 1 of 2 family practice clinics. It
has been validated in a study using the Index of
Spouse Abuse as a reference standard (18% of the
women surveyed had experienced violence in a
current or most recent intimate relationship with a
male partner). For every 100 female patients seen,
a physician will correctly identify 16 of 18 abuse
victims and will incorrectly label 7 nonabused
women as victims. For this reason, a positive
screen using any instrument must be followed-up
by a careful interview before further intervention.

Applie
The HITS screen

Hurt How often does your partner 
physically hurt you?

Insult How often does your partner insult
or talk down to you?

Threaten How often does your partner
threaten you with physical harm?

Scream How often does your partner
scream or curse at you?

Each question is answered on a 5-point scale: 1 = never,
2 = rarely, 3 = sometimes, 4 = fairly often, 5 = frequently.
The score ranges from 4 to a maximum of 20. A score of
≥10 is considered diagnostic of abuse.
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Unlike other tests, the Women’s Experience
with Battering Scale was conducted in a relative-
ly larger, unbiased, sample population, had good
accuracy, and is recommended. The only draw-
back is the length, but it can be self-administered
as part of a routine intake for an annual health
maintenance examination.

Older, less useful tools
The Conflicts Tactics Scale was one of the first
instruments to identify partner violence by meas-
uring interpersonal aggression. The original
screen consisted of 19 questions.42 The Index of
Spouse Abuse is a 30-item self-report scale
designed to measure the severity or magnitude of
physical and nonphysical abuse inflicted on a
woman by her male partner.43 Detailed independ-

ent evaluations by experienced therapists to
determine whether an individual is a victim of
partner abuse, considered to be the gold standard,
have been used to validate the Index of Spouse
Abuse. However, the Index of Spouse Abuse and
Conflicts Tactics Scale are impractical for routine
use in the office due to their length and complex-
ity. Table 4 compares these screening tests.

■ HOW PHYSICIANS CAN HELP
ENSURE SAFETY

Table 5 shows the strength of recommendation
supporting different aspects of treatment. The
care of the abused woman requires a multi-
disciplinary team approach involving institutional
and community services.28 The literature suggests
that once a victim of abuse is identified in an office

Applie

Description of how your  Agree Agree Agree Disagree Disagree Disagree
partner makes you feel strongly somewhat a little a little somewhat strongly

1. He makes me feel unsafe even
6 5 4 3 2 1

in my own home

2. I feel ashamed of the things he
6 5 4 3 2 1

does to me

3. I try not to rock the boat because
6 5 4 3 2 1

I am afraid of what he might do

4. I feel like I am programmed to
6 5 4 3 2 1

react in a certain way to him

5. I feel like he keeps me prisoner 6 5 4 3 2 1

6. He makes me feel like I have 
no control over my life, no power, 6 5 4 3 2 1
no protection

7. I hide the truth from others because 
6 5 4 3 2 1

I am afraid not to

8. I feel owned and controlled by him 6 5 4 3 2 1

9. He can scare me without 
6 5 4 3 2 1

laying a hand on me

10. He has a look that goes straight 
6 5 4 3 2 1

through me and terrifies me

To score this scale, add the responses for items 1 through 10. The score range is 10 to 60. A score of 20 or higher is a positive
screening test for battering.
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setting, a primary care physician can improve 
outcome by caring for acute injuries,28 offering 
support, and making appropriate referrals.

A physician can help ensure safety by:
• Assessing immediate risk. Has the violence
increased in frequency or severity over the past
year? Has your partner threatened to kill you or
your children? Are there weapons in the house?
Does your partner know that you are planning to
leave? (LOE: 5)44

If immediate risk appears high, then it is
important to emphasize to the patient that her sit-
uation could be life-threatening, to explain her
options, and to encourage immediate referral to
community resources with assistance from secu-
rity and law enforcement, if necessary (LOE: 5)45

• Discussing safety behaviors. This includes
advice on self-protection (ie, removal of weapons
from the home) and planning for leaving safely in
a threatening situation. One study of abused preg-
nant mothers found that receiving a safety inter-
vention protocol significantly increased the safety
behaviors adopted during and after pregnancy
(from 47.6% at visit 1 to 78.1% at visit 6; P≤.001),
preventing further abuse and increasing the safe-

ty and well-being of mother and baby (LOE: 2c)8

• Helping the patient obtain a civil protection
order. This can be obtained with the assistance of
the police or community advocacy services.
Women with permanent protection orders are less
likely than those without orders to be physically
abused (risk ratio in 12 months, 0.2; 95% confi-
dence interval, 0.1–0.8; LOE: 2b).46

• A trusting relationship with the patient can
help her break the cycle of abuse and enable her
to change her circumstances (LOE: 4).47 A quali-
tative study showed that battered women have
rated the following behaviors highly desirable in
their physicians (LOE: 4).10

• Initially validates their experiences with
compassionate messages and emphasizes their
worth as human beings
• Clearly labels the abuse as wrong and 
criminal
• Listens in a careful, nonjudgmental manner.

Having someone to confide in and having 
told someone about the abuse were factors 
associated with diminished abuse at 3 months 
in one study (P=.001 and .023, respectively)
(LOE: 2c).48

Applie
Performance characteristics 

of domestic violence screening instruments

Test LOE Sn, %* Sp, %* LR+, % LR–, % PV+, %† PV–, %†

ISA-P28 ∂1 1b 90.7 92.2 11.4 0.1 72 2.15

ISA-NP28 ∂1 1b 90.7 90.6 10.1 0.1 69 2.15

WEB32 ∂2 1b 86 91 9.56 0.15 67.8 3.2

HITS29 ∂3 3b 96 91 10.7 0.04 70.2 0.87

WAST30 ∂3 3b 83 75 3.32 0.23 42.2 4.82

*Sensitivity and specificity summarized as reported in individual studies.
†Posttest probability was calculated assuming a pretest probability of 18%.

Sn, sensitivity; Sp, specificity; LR+, positive likelihood ratio; LR–, negative likelihood ratio; PV+, probability of disease given a
positive test; PV–, probability of disease given a negative test; ∂, reference standard; ∂1, detailed interview; ∂2, ∂3, Index of
Spouse Abuse self-identified abuse victims; ISA-P, Index of Spouse Abuse scale measuring the severity or magnitude of physi-
cal abuse inflicted on a woman by her male partner; ISA-NP, Index of Spouse Abuse scale measuring the severity or magni-
tude of nonphysical abuse inflicted on a woman by her male partner; WEB, Women’s Experience with Battery Scale; HITS,
hurt, insult, threaten, scream; WAST, Woman Abuse Screening Tool 
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a decreased sense of community isolation (LOE:
2c). The National Domestic Violence Hotline
(800-799-SAFE) can provide physicians in every
state with information on local resources.

Muelleman and Feighny49 found that advocacy
programs that are available on-site can improve
the use of shelters and shelter-based counseling
(LOE: 2c). However, there are no studies of suit-
able quality comparing outcomes for women using
shelters with women not using shelters.24 Bias-
free samples would be difficult to recruit. One
study that evaluated experiences before and after
shelter found that women experienced less vio-
lence after the shelter stay (LOE: 2c).50
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