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T o develop policies and programs
to combat domestic violence,
policy makers first must know

who is affected and to what degree.1

This article addresses one way to obtain
more information on domestic vio-
lence—through health care screening,
primarily in emergency departments.
The article reports how emergency
department screening was conducted in
two programs and what steps can be
taken to overcome some of the barriers
to screening in the health care setting.

Current Data 
Collection Systems

Although there has been an increased
effort recently to collect data about
domestic vio1lence, there is little consis-
tency in the data being collected. One
problem is that there is not an agreed-on
definition of domestic violence. Studies
have focused primarily on opposite-sex
marital partners, but domestic violence
also occurs in same-sex partnerships and
between nonmarital partners (boyfriends,
girlfriends, and ex-partners).

Another problem lies in the sources of
data about domestic violence. Data are

ordinarily limited to information ob-
tained from the criminal justice system.2

Criminal justice sources include the Na-
tional Incident Based Reporting System
and the National Crime Victimization
Survey, among others.3 Although these
sources provide excellent data, many ex-
perts question whether they accurately
reflect the prevalence of domestic vio-
lence. In 1980 the U.S. Department of

Justice estimated that 43 percent of do-
mestic violence incidents are never re-
ported to the police and so never make it
into the data systems.4 More recent studies
estimate that only 20 percent of incidents
are reported to the police.5 Therefore,
considering sources of data outside the
criminal justice system is important.

Data from health care sources may
give policy makers a clearer picture of
the impact of domestic violence because
such data focus on the victim and his or
her experiences.6 Emergency depart-
ments may be the most promising source
of data because, of the various health
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said, “I think that some physicians, and I
do the same thing, if you are very busy
and have lots of patients waiting, you
just don’t ask a question that you know
will open a Pandora’s Box. Even if the
thought crosses your mind, you don’t
ask.”14

The barriers identified in the litera-
ture were echoed in conversations with
staff of WATCH and UNC Hospitals.
Some emergency department staff did
not screen for domestic violence because
they did not know what to do if they
identified it. Others questioned the util-
ity of screening because they saw no
“cure”: despite their intervention the
victim did not leave the abusive partner
and, indeed, returned to the emergency
department with additional injuries.15

Another barrier to an effective screen-
ing program is incomplete record keep-
ing. In one study, 109 patients were in-
terviewed, but the cause of injury was
identified in only 50 cases. Failure to
take a complete history from the patient,
and failure to note the findings in the
medical chart when a complete history
was taken, were the major reasons for
this loss of information.16

Possible Solutions

Structure of the Protocol
Since the barrier to domestic violence
screening most often cited by health care
providers is lack of time, it is imperative
to make the process as “painless” as pos-
sible by keeping the screen short and
concise. Early questionnaires that were
developed consisted of 19 to 30+ ques-
tions. Most hospitals encourage a short
“triage time”—that is, they urge that a
medical professional quickly identify a
patient’s problem and decide on an
appropriate course of action—so it is
difficult to add more questions to the
existing process.17 Recognizing this limi-
tation, researchers have developed
screening tools that consist of one to
four questions only. One such tool is the
Personal Violence Screen (PVS), which
takes an average of 20 seconds to use. It
includes a basic question common in
most screening instruments: “Have you
been hit, kicked, punched, or otherwise
hurt by someone within the past year? If
so, by whom?” The remaining few ques-
tions focus on the victim’s perception of

care services provided to victims of do-
mestic violence, treatment in emergency
departments appears to be particularly
prevalent.7

Screening in 
Health Care Settings

In an effort to find innovative ways to
obtain domestic violence data from the
health care community, in the mid-1990s
the Centers for Disease Control and Pre-
vention funded pilot projects in several
states. The Massachusetts pilot program
—Women Abuse Tracking in Clinics and
Hospitals, better known as WATCH—
focuses on data collection in emergency
departments.8 The largest program of its
kind in the country, it also is one of the
first to use “universal surveillance”—
that is, screening for domestic violence
of all females age twelve and older who
come into a hospital emergency room. 

Programs to screen for domestic vio-
lence in emergency departments (and
public health prenatal care clinics) also
have operated in North Carolina, in-
cluding at the University of North Caro-
lina (UNC) Hospitals. In the early 1990s,
UNC Hospitals developed a program to
screen all people age sixteen or older
seeking care at the emergency room. The
program, which had no internal or
external funding, is no longer in place
because key staff left UNC Hospitals
and no other staff had the time or the
mandate to take it on.9 Nevertheless, the
work done at UNC Hospitals as well as
at WATCH is instructive about what is
needed to make a program successful.

Screening of domestic violence vic-
tims in emergency departments has two
distinct but closely related goals. The
first, which is the focus of this article, is
to document the occurrence of partner
abuse and thus to create a more accurate
picture of the phenomenon. The second
is to offer referrals and resources to vic-
tims. Although these are different goals,
one research oriented and the other care
oriented, it is hard to separate them en-
tirely. A better understanding of the inci-
dence of domestic violence will ensure
that public and private agencies dedicate
sufficient resources to helping victims.
But a program that only identifies vic-
tims and offers no referrals or resources
misses the opportunity to help victims

break the cycle of violence. Worse, the
absence of help may reinforce victims’
feelings of helplessness.

Barriers to Screening

On the basis of available literature and
interviews with program personnel at
both WATCH and UNC Hospitals,
emergency department screening has the
potential to provide excellent data on do-
mestic violence. The experiences of both
programs, however, reveal several barri-
ers to complete and accurate screening. 

Interviews with WATCH staff indi-
cated that, of the 23 hospitals participat-
ing in the program, only 10 regularly
provided reliable, usable data.10 UNC
Hospitals had a similar problem. During
a two-week assessment of the program,
595 women came to the emergency de-
partment, but only 119 were screened.11

Barriers included lack of time, insuffi-
cient administrative support, and inade-
quate community resources, as well as
staff feelings of powerlessness and fears
of offending.12

Another problem is that emergency
department screening is relatively new,
and there are few measurements of suc-
cess. Any screening program must in-
clude, at a minimum, simple measures of
success, such as increased victim identifi-
cation. Once a program is operating and
has met its initial measures of success,
more extensive measures, such as the
number of identified victims who are ac-
tually referred to resources, or the num-
ber of identified victims who make use of
suggested resources, can be put in place.13

The literature on domestic violence
screening by medical personnel has iden-
tified several factors depressing screen-
ing rates. In one study 71 percent of
those interviewed cited lack of time, 55
percent a fear of offending, and 50 per-
cent a feeling of powerlessness—that is,
an inability to fix the problem, a lack of
proper training, or a feeling that identifi-
cation and intervention made no real dif-
ference. Further, 42 percent felt that they
would lose control of the situation, and
39 percent felt that the situation was
“too close for comfort”—that is, they
were reluctant to ask about abuse inflict-
ed on patients who were “similar to
[them]” or had “similar characteristics.”
One health care provider in this study
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cient means of increasing the identifica-
tion of domestic violence.”23

Education
One way to tackle the feelings of power-
lessness described by medical personnel
in dealing with domestic violence is
increased education. There are three
points at which education can occur.

Pre-implementation education. The
first and most obvious need is for educa-
tion before implementation of the screen-
ing program. Both WATCH and UNC
Hospitals held pre-implementation train-
ing not only on the screening protocol but
also on domestic violence in general.24

Without training on domestic violence,
staff members may not realize its severity
and prevalence or recognize the charac-
teristics, the injuries, and the behaviors
that indicate abuse. In a questionnaire
sent to dental hygienists and dentists (the
face being the area most often targeted
for abuse), nurses, physicians, psycholo-
gists, and social workers, on average, only
40 percent could recall any formal edu-
cation on partner abuse.25 To be effective,
training must not only address issues
that medical personnel have identified as
areas of concern but also dispel myths
about domestic violence, including that
it happens only to certain types of people
and that patients will be offended if they
are asked about the issue.26

Pre-implementation training also
should include presentations by repre-
sentatives of local domestic violence or-
ganizations, criminal justice personnel
(including hospital police if they exist),
and hospital social workers. These will
give medical providers a clearer picture

that were identified through direct ques-
tions.21 With a few short and direct ques-
tions, such as those on the PVS, medical
personnel can begin to identify patients
who have been the victims of domestic
violence.

Integration of the Program into the
Emergency Department’s Structure
In addition to keeping the screen short
and simple, it is necessary to integrate
the screening program into the structure
of the emergency department and to
make it adaptable to the department’s
changing needs and configurations. One
study integrated the question “Is the pa-
tient a victim of domestic violence?” into
the standard medical chart and found
that the simple prompt nearly doubled
the identification of domestic violence
victims.22 Another group of practitioners,
noting that the modification of patient
charts increased the identification of abuse
in their emergency department, recom-
mended that “chart modification . . . be
considered by other [emergency depart-
ments] as an inexpensive and time-effi-

his or her own safety, such as “Are you
currently in a relationship in which you
have felt afraid?” and “Is there a partner
from a previous relationship who is
making you feel unsafe now?”18 Another
study suggests using a question to deter-
mine if the cause of the visit to the emer-
gency room is related to partner violence
—for example, “Are you here today due
to an injury or illness related to partner
violence?”19

The possibility of violence may be
obvious when the patient has a broken
jaw or nose. However, many illnesses,
including migraines, gastrointestinal dis-
orders, and chronic pain symptoms, may
be related to partner violence.20 Conse-
quently, it is important that screening
protocols not rely only on staff observa-
tions of the patient. UNC Hospitals im-
plemented a system in which triage nurses
attempted to identify victims of abuse on
the basis of the apparent presence of sev-
eral risk factors—for example, injuries
consistent with abuse; unusual markings
and bruises; fearfulness of caregivers,
including health professionals; with-
drawn behavior; regular unscheduled
emergency department use; and sleep
disorders. When these nurses thought
that a patient might be a victim of abuse,
they questioned him or her directly. This
triage screen was not effective. In an
evaluation of it, all patients were asked
the direct questions, regardless of whether
the triage nurses suspected abuse. The
evaluation revealed that the triage screen
missed more than 80 percent of the cases

Without training
on domestic 
violence, 

staff members may not
realize its severity and
prevalence or recognize 
the characteristics, the
injuries, and the behaviors
that indicate abuse.
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of the steps that may be taken if abuse is
identified. Although it is not the role of
medical staff to decide for the victim
what to do, they can help point out
available options and help the victim
take the next step.27 As part of this train-
ing, medical providers should be made
aware of situations in which state law
requires that they report abuse.28

In addition to front-line staff, staff
who will be responsible for entering the
information in the system’s databases
should participate in early training.
Many hospital data systems are not set
up to accommodate cause-of-injury
data, so modifications to existing sys-
tems often must be made before imple-
mentation of a screening program.29 All
staff should be fully trained in the new
system and in domestic violence.

Ongoing education. The experiences
of groups implementing screening pro-
grams indicate that pre-implementation
education is not enough to ensure a con-
tinuing high level of staff interest and
participation. In a study of screening pro-
grams in the southwestern United States,
researchers evaluated screening levels
three months into a program and then
twelve months into the program. They
found, after an initial increase, a 9 per-
cent decrease in screening.30 This indi-
cates that periodic training sessions and
reinforcement of the methods and the
goals of the screening protocol are neces-
sary. WATCH, having encountered this
problem, now is contracting with anoth-
er agency to provide periodic training for
personnel at the twenty-three hospitals
participating in the program. This regu-
lar training ensures that new staff mem-
bers are aware of the screening protocol,
and it updates all personnel on any pro-
tocol changes. Additionally, training ses-
sions provide an opportunity for feed-
back from front-line staff so that modifi-
cations to the protocol can be made as
necessary.

Early professional education. Educa-
tion on domestic violence also should be
a part of the professional education of
medical providers. The boards of medi-
cine and of nursing, among others, can
encourage inclusion of domestic violence
education in early professional educa-
tion. Such training would better equip
medical personnel to recognize abuse
and would provide health care educators

with an opportunity to dispel myths and
stereotypes about abuse. Those inter-
viewed for this article felt that providing
medical professionals with accurate
information early in their professional
training would facilitate efforts to imple-
ment a screening program.31

Administrator and Community Support
A final barrier to the success of a screen-
ing program is insufficient support in-
side and outside the organization. As
with any program, support by the orga-
nization’s senior personnel is essential to
success. To build and sustain support,
domestic violence education should be
provided to hospital administrators as
well as to front-line medical staff. Ad-
ministrators may have had little training
on domestic violence and may not ap-
preciate that domestic violence is not
limited by race or socioeconomic level.
Consequently they may not recognize
the importance of screening in the popu-
lation served by their hospital.

Adequate support in the community
also is essential to a successful screening
program.32 Emergency department staff
must have readily available resources for
patient referrals. If shelters or other
agencies are not able to provide services
to those identified as abused, hospital
staff may conclude that screening is not
worth their time and effort. Before set-
ting up a screening protocol, an emer-
gency department should identify and
contact local community groups to act
as partners in the program.

Conclusion
Protocols for addressing domestic vio-
lence, including emergency department
screening, are endorsed by most major
medical associations33 and are mandated
by the Joint Commission on Accredita-
tion of Healthcare Organizations.34 In
assessing the importance of domestic
violence protocols in the health care sys-
tem, public health experts have noted
that “early education, supportive educa-
tion, effective referral, and ongoing sup-
port and follow-up for abused women . . .
could eventually reduce the prevalence
of abusive injury by up to 75%.”35 A sim-
ple screening process in the emergency
department would create an important
new source of data on domestic violence,

which in combination with data from
the criminal justice system and other
sources would provide a clearer picture
of the prevalence and the impact of
domestic violence. Armed with this
knowledge, policy makers would be in a
better position to target programs and
funding to combat the problem.
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