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In the United States, as many as one in
four women will be physically assaulted
or raped by a current or past partner or
date during her lifetime.1 Violence can
be any pattern of psychological, eco-
nomic, verbal, physical, or sexual abuse,
including sexual coercion. The vast ma-
jority of victims are women.

The impact of Intimate Partner Vio-
lence (IPV) on women is far-reaching.
The most devastating consequences are
serious injury and death.  Beyond this,
women exposed to IPV face a myriad of
co-morbidities such as depression, anxi-
ety, and post traumatic stress disorder.2

IPV has been associated with increased
incidence of substance abuse and utiliza-
tion of substance abuse resources.3 Vic-
tims are more likely to have somatic com-
plaints, such as abdominal pain, head-
aches, musculoskeletal discomfort and
chronic pain syndromes.3

IPV places a burden on the health
care system.  Women in abusive relation-
ships are more likely to utilize medical ser-
vices and to access out-patient care, men-
tal health and emergency services.  It has
been estimated that in the United States,
IPV results in the expenditure of $5.8 bil-
lion annually with $4.1 billion for direct
medical and mental health care.4

Screening for IPV is a first step in ad-
dressing this epidemic. The American Col-
lege of Obstetrics and Gynecology, the
American Medical Association, and the
American Academy of Family Physicians,
endorse routine screening.  Data indicate
that patients also support regular IPV
screening.  Nevertheless, the rate of screen-
ing remains around 10%.5   Although phy-
sicians are encouraged and even mandated
to screen for IPV, limited office-based re-
sources exist to address the needs of women
who screen positive.  Lack of time, train-
ing, reimbursement or infrastructure are
major barriers to physician screening.

INTERVENTION: IPV DESK
REFERENCE

We propose a step-by-step protocol
for physicians to implement when patients
disclose a history of IPV.  This protocol was
created through a literature review of

qualitative studies and primary interviews
conducted with non-physician health pro-
fessionals in the Rhode Island community
who work with victims of partner violence.
This protocol, including screening ques-
tions for IPV,  was formatted as a desk ref-
erence to be distributed to primary care
physicians in RI.  (Table 1)  We hypoth-
esize that this resource will increase screen-
ing and detection rates of IPV by address-
ing the sense of “powerlessness” that many
physicians may feel when faced with pos-
sible victims of IPV.6   Ultimately, the goal
is to empower both physicians and patients
to optimize resources and improve health
outcomes.

SCREENING
Patient barriers to universal screen-

ing include the social stigma surround-
ing IPV, cultural and language barriers,
past failures with the medical and legal
systems, shame, denial, fear of losing cus-
tody of children, economic hardship  and
desire to protect the perpetrator.7

Physician barriers may include lack of
training in screening for IPV, time con-
straints, lack of compensation, and general
discomfort with the issue.  Some physicians
may feel that they are not responsible for
addressing “a social work issue.”  Data sug-
gest that many physicians feel ill-equipped
to react to patients who screen positively, so
they simply do not ask the questions.

Women of all racial, ethnic, socioeco-
nomic, and educational backgrounds con-
front IPV, though this may not be readily
apparent to victims or health care provid-
ers.  Therefore, universal screening is the
only effective way to screen for partner
abuse.  Screening must begin with a com-
mitment to confidentiality.  Provider discus-
sions about possible IPV should begin af-
ter any accompanying partners, children,
or friends are directed to leave the exam
room.  An initial leading question can be,
“Are you in an intimate relationship? If so,
do you feel safe in your relationship and at
home?”  The patient may or may not dis-
close abuse at this time.  Most providers who
screen for IPV stop at this point.  But many
victims will not disclose abuse unless they
are questioned further.  If the patient de-

nies abuse, the physician should follow up
with simple questions. (Table 1, Screening
section)  In summary, every female patient
should be briefly screened.  This protocol
involves a general inquiry about feeling safe
at home, followed selectively with specific
questions about physical and sexual abuse.

APPROACH TO THE PATIENT
When a patient discloses a history of

past or present IPV, a provider must first
demonstrate support and empathy.  State-
ments such as “Nobody deserves to be
abused,” and “This is not your fault, you
did not cause this,” and “Partner violence
is wrong and illegal” are extremely help-
ful to women who disclose a past or cur-
rent history of IPV.8   IPV can have a del-
eterious impact on self-esteem and be ex-
tremely disempowering.  Supportive state-
ments attempt to empower the patient and
re-build her sense of self-worth.

It is important to assess a patient’s
readiness to change her situation or leave
an abusive partner.  Research has shown
that the Transtheoretical Model (stages
of change model), which has been widely
applied to smoking cessation, alcohol ces-
sation and weight loss, can also be applied
to survivors of IPV.9 The Transtheoretical
Model addresses an individual’s readiness
to change his/her behavior in five stages;
precontemplation, contemplation,
preparation, action and maintenance.
This model recognizes that each patient’s
situation is unique; to be effective, inter-
ventions need to be tailored to the indi-
vidual. (Table 1, Screening, #5)

For most survivors of IPV, the pro-
cess of leaving an abusive relationship is
complex.  Health care providers who feel
frustrated when women stay in abusive
relationships must understand that, in
leaving, many women face social isolation,
financial instability, cultural barriers, fear
of retribution by the abuser and the pros-
pect of being a single parent to their chil-
dren.10  Health professionals should as-
sess the victim’s stage of change, and at-
tempt to help her reach “preparation” or
“action” while recognizing that this jour-
ney can be arduous.
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SAFETY ASSESSMENT
Partner abuse can be a medical emer-

gency.  Health care providers must act de-
cisively when a patient discloses that she is a
victim. From 1996 to 2005 the US De-
partment of Justice estimates that homicides
against women were committed by intimate
partners in 30.1% of cases compared to
5.3% of homicides against men.11

Consequently, safety or risk assess-
ment is an important part of interven-
tions.  Risk factors for serious injury and
lethality include the perpetrator’s access
to a firearm, previous threat with a
weapon, previous threats to kill the pa-
tient, and use of illicit drugs.  One study
indicated that having a child living in the
home who is not the perpetrator’s bio-
logic child more than doubles the risk of
femicide.12

A safety or risk assessment has two
purposes: to help determine the risk of

lethal injury and to facilitate the patient’s
awareness of her situation and its poten-
tial for danger.  The Danger Assessment,
a validated tool, can be accessed at
www.dangerassessment.org.  While pro-
viders may not have enough time to
implement this tool in its entirety, they
can utilize portions of it in their clinical
practice. (See Table 1)  If a provider be-
lieves that a patient is at immediate risk
of serious injury or death, he/she
should make this very clear to the pa-
tient.  While the police should never
be called without a patient’s permis-
sion, this option can be discussed with
the patient.

REFERRAL AND FOLLOW-UP
Clinicians are often the bridge be-

tween the patient and domestic violence
advocacy organizations.  Offering infor-
mation about local agencies is one of the

most powerful things that a provider can
do.  Raising awareness about IPV  poten-
tially helps a patient move from a place of
denial and self-blame to a point where she
may be ready to make a change.

In our state, the Rhode Island Coali-
tion Against Domestic Violence oversees
the six local domestic violence agencies.
(Table 2)  Also in Rhode Island is a 24-hour
hotline called the Victims of Crime Helpline
(1-800-494-8100) which patients or their
providers can access. With the patient’s per-
mission, a physician may call this hotline to
help her take this first step.  Health care
providers and patients should understand
that referral to a local agency does not re-
sult in immediate shelter placement.  These
organizations advise clients in court advo-
cacy and affordable housing. They will as-
sist with shelter placement if requested by
the victim.  They may also provide support
groups and psychological services.

Table 1. Intimate Partner Violence: Screening Card
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After patients identified as abuse victims are informed about
resources, physicians should schedule a close follow-up appoint-
ment.  This gives the patient time to think about her options.  In
recommending follow-up, the provider is sending a clear message
of support and concern.  Lastly, the provider should document a
disclosure of abuse or suspected abuse in the patient’s chart.  The
provider should state, in the patient’s own words, a description of
abuse and the name of the perpetrator.  If the patient has injuries
as a result of IPV, these should be documented and photographed
if possible.  Such documentation can be extremely important if
legal action is taken for protection, prosecution or child custody.

CONCLUSION
Intimate partner violence is a major public health problem

that can have devastating consequences for women and their
families.  Every physician has a responsibility to screen female
patients for IPV and take appropriate steps if a patient screens
positively.  Our project aims to guide physicians in a plan to assist
their patients who are victims.  Our hope is that this desk refer-
ence will empower physicians to screen for IPV and ultimately
improve health outcomes for victims of partner violence.
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Table 2. Rhode Island Coalition Against Domestic Violence
Member Agencies in Rhode Island

• Blackstone Valley Advocacy Center 723-3057
• Domestic Violence Resource Center of South County 782-3990
• Elizabeth Buffum Chace Center 738-1700 (Kent County/Cranston,

Johnston/North Providence/Situate/Foster)
• Sojourner House 658-4334 (Providence/North Providence)
• Victims of Crime Helpline (statewide resource): 1-800-494-8100
• Women’s Center of Rhode Island 861-2760 (Providence/East Providence)
• Women’s Resource Center of Newport and Bristol Counties 846-5263

RI Coalition Administrative office: 467-9940


