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Communicating With Patients About Intim ate Paather
Violence Screening and Interviewing Approaches

Colleen T. Fogarty, MD; SandraBurge, PhD; Elizabeth C. McCord, MS MD

Intimate partner violenceisa major public health concern; it contributes to poor physical and mental
hedlth in affected individuals, primarily women. Due to documented poor detection rates of intimate
partner violence by physicians, the medical community hasfocused increasng attention onthe successful
identification of victimsin all medical contexts. Family medicine educators need to be aware of the cur-
rent gatusof knowledge about intimate partner violence and convey thisto sudentsand residents. In this
article, we review the literature on screening toaols to identify vidims of partner violence, discuss the
pitfalls of relying on screening tools, review barriers to identification of partner violence from clinician
and patient perspectives, and recommend a patient-centered method for conversing with patients about

intimate partner violence.

(Fam Med 2002;34(5):369-75.)

I ntimate partner violenceisamajor public health con-
cern; it contributes to poor physical and mental health
in affected individuals, primarily women.* Datafrom
the National CrimeVictimization Survey estimatesthat
in1998, 1 millionindividualsexperiencedviolent crime
at the hands of current or former partners; 85% of the
victims were women.? Partner violence is common
across the life span, affecting adolescentsin dating re-
lationships? adult women, pregnant women,” and eld-
erly women? Domegtic violence cogts the US health
caresystem $44 million in medical cogts, 40,000 phy-
scian vidts, and 100,000 daysin hospital stays annu-
ally.

Researchershave documented highnumbersof vic-
tims of intimate partner violence in clinical outpatient
settings, ranging froma prevalence of 8%—22% for cur-
rent abuse and 28%—36% for lifetime abuse,*** where
physcians, immersed in the competing demands of
everyday practice, have overlooked them. '+

Researchersidentify victims of violence using sur-
vey methods that are impractical for use in a busy
clinic®? The length of these scales precludes use as

Fromthe Department of Famil y Medicine, BostonUniversity (Dr Fogarty),
the Department of Family Medicine, University of Texas Health Sciences
Center at San Antonio (Dr Burge), and Johnson City Family Practice
Johnson City, Tenn (Dr McCord).

clinical screening insgruments, though they have been
useful in research studies to define and measure the
prevalence and dynamics of abusiverelationships.

Themedical community hasurged physiciansto in-
corporate screening into practice.*#2° In response,
medical educatorshave devel oped guidelinesfor teach-
ing trainees about intimate partner violence**?" and
have developed resources for faculty development.?
Themedical community hasdevel oped screening strat-
egies, modeled after research tools, to inarease identi-
ficationof victimsof violence 23 Although, todate,
nocontrolled outcome studieshave beendonethat ex-
amine screening or detection of intimate partner vio-
lence, the practiceiswidely encouraged® because ask-
ing screening questionsis noninvasive, safe, and may
improve outcome.*

In this paper, we review the literature on screening
toolsfor intimate partner violence, discuss barriersto
identi fication of victimsfrom clinicianand patient per-
spectives, and propose paient-centered draegies for
communicating with patientsabout domegtic violence.

Methods

We performed a MEDLINE search (1966 through
June 2001) for articles evaluating screening tools, us-
ingthe MeSH terms “‘domesticviolence,”” “‘spouse abuse,”
“battered women,”” and the keyword “partner violence,”
and found 3,132 articles. We combined this set with
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theterms“massscreening” (“exploded”), “risk assess-
ment,”” or ““data collection’ (exploded). The combined
set yielded 833 articles. Wereviewedtitlesand abstracts
and selected 140 articles whose titles and keywords
wererelaed to screening for and detection of domestic
violence by medical professionals. Of these, 13 articles
evaluaed specific screening tools for domestic vio-
lence.” 1030333734245 Revjiew of the bibliographiesiden-
tified one other sudy for review.” In reviewing these
articles, weidentifiedinsgrumentswith documentation
of reliability or validity, preferably both.

Results

We found five instruments that had documentation
of validity and reliability, 3373844 two ingtruments
that had validity testing only,** one insrument that
had reliability testing only,® and two that had neither
reliability or validity testing®* but demonstrated an
increased detedion rate of domestic violenceusing the
screening tools with patients. Four of the original 13
paperswe identified”*% used theAbuse A ssessment
Screen (AAS)* reviewed below. Teble 1 providesthe
complete set of questionsfor each reviewed instrumen.
Table 2 summarizes psychometric properties of each.

WAST

The Woman Abuse Screening Tool (WAST)® was
developed for use by family physiciansto identify fe-
male patients experiendng abuse in their currentrela-
tionships. Aninitial eight-question tool was adminis-
tered to a group of women from a battered women’s
shelter and a group of women with no known history
of abuse. Afterinitial analysis, onequestion waselimi-
nated dueto low correlation. Boththe seven- and eight-
item WAST werefound to sgnificantly correlate with
the Abuse Risk Inventory (ARI);* correldion coeffi-
cientsrangedfrom .80 t0.85. The WAST wasalso able
to reliably differentiate the abused from the nonabused
women, both on individua items and with overall
scores® This study also showed that abused women
felt less comfortable with the questions than the
nonabused women did.

A shorter verson of the WAST was created for ini-
tial screening using thetwo questions with the highest
comfort scores(questions1 and 2).** The WA ST-Short
correlatedwith the entire WAST but did not have sepa-
ratereliability testing. Thesetwo questionswere scored
using 1 to scorethe most extreme response and O for
the other responses, for arange of 0-2. Using acut-off
score of 1, this instrument identified 100% of the
nonabused women and 91.7% of the abused women.
Follow-up evaluation of the WA ST usedin family prac-
tices in London, Ontario, found a corrdation coeffi-
cient of .75 of the WA ST with the ARI, and physicians
and patients were both comfortable with the screening
instrument.®*

Family Medicine

WEB

The Women’s Experience With Battering Scale
(WEB) was origindly developed based on qualitative
work with abused women to measure not just physical
markersof battering but also thewomen’s psy chologi-
cal experiences of an abusive relationship.® This self-
administered 10-item scale was validated in a cross-
sectional study of family practice patients™ with an al-
phaof .95. The measure demonstrated good agreement
with the Index of Spouse Abuse (ISA) physical vio-
lence subscale. The range of scores on the WEB is
10-60; scores = 20 indicate battering*

HITS

HITSisa screening tool designed for use in outpa-
tient clinical settings. Thisfour-question screeningtool
is based on an acronym for Hurt, Insult, Threaten, and
Scream® HI T Swaseval uated withfemale family prac-
tice patients and women residing in criss shelters or
presenting to the emergency department. Responses
between two groups were compared, and a significant
difference in mean scores was found. Reliability was
.80. Validity wasdemonstrated by good correlationwith
the Conflict TacticsScale (CTS). The cut scorewas set
at 10.5, which would corredly classfy 96% of victims
and 91% of office participants.®

AAS

TheAbuseA ssessment Screen (AAS) wasdevel oped
as a five-question screen for abuse during preg-
nancy.”*4*st Question 3 may be omitted when inter-
viewing nonpregnant women. TheAASisnot designed
to be used with atotal score; therefore each item was
compared to the CTS, the | SA, and the Danger Assess-
ment (DA) Scalé? for validation. Reliability was as-
sessed by thetest-retest method; 48 women yielded an
83% agreement between the two measures. Theinves
tigators used a hypothesis testing approach to validity
testing by comparing average scoreson the DA andon
gpecific subscalesof theCTSand | SA beween abused
and nonabused women identified by the AAS. They
found a significant difference on all the scores except
for the Conflict Tactics Scde reasoning subscale®

Dartmouth COOP Charts

The Dartmouth COOP Charts are picture and word
questi ons developed for general health screening.> The
Relationship Chart was evaluated as an intimate part-
ner violence screen for primary care offices.® The Re-
lationship Chart was validaed by asking a group of
51womenindomedtic abuse support groupsandacon-
trol group of randomly selected patientsin obstetrics
andgynecology practicesto completethe chart and the
Abuse Behavior Inventory (ABI).> Test-retest correla-
tion was .60 at 10 days; 88.4% of theresponses on the
5-point scale stayed the same or shifted by only 1 point.



CommunicatingWith Special Populations

Vol. 34, No.5 371

Screening Tool
WomanAbuse
Screening Tool
(WAST)

WAST- Short

Women's
Experience With
Battering (WEB)

HITS

Abuse A ssessment

Screen (AAS)

Relationship Chart

Partner Violence
Screen (PVS)

Partner Abuse
Interview (FAI)

Tablel

Screening | nstruments for I ntimate Partner Violence

Items

1. Ingened, how would you describe your rdationship? A lot of tension, some tension, or no tension
2. Do you and your partner work out argumentswith . . . ? Great difficulty, some difficulty, no difficulty
3. Do arguments ever result in you feeling down or bad about yourself?

4. Do arguments ever result in hitting, kicking, or pushing?

5. Doyou eve feel frightened by what your partner says or does?

6. Hasyour partner ever abused you physicdly?

7. Hasyour partne eve ebused you emotionally?

8. Hasyour partner ever abused you sexually?

1. Ingened, how would you describe your rdationship? A lot of tension, some tension, or no tension
2. Do you and your partner work out argumentswith . . . ? Great difficulty, some difficulty, no difficulty
1. He makesme feel unsde evenin my own home

2. | feel ashamed of the things he doesto me.

3. 1 try not to rock theboat because | am afrad of what hemight do.

4. | feel like | am programmed to react a certain way to him.

5. | feel like he keeps me prisoner.

6. He makesme feel like | haveno control over my life, no power, no protection.

7. | hide the truth from others because| am afrad not to.

8. | feel owned and controlled by him.

9. He can scaeme without laying a hand on me

10. He hasalook that goes straght through me and terrifies me.

How often does your partner:

AWONPE

B agkopndE

wWN e

Hasyour partner. .

Physically H urt you

I nsult you?

Threaten you with ham?
Scream or curse & you?

Haveyou ever been emotionally or physically abused by your partner or someone important to you?
Within the last year, have you been hit, Sapped, kicked, or otherwise physically hurt by someone?

Since you' ve been pregnant, haveyou been hit, Sapped, kicked, or otherwise physicdly hurt by someone?
Within the last year, has anyoneforcedyou to have sexual adivities?

Areyou afraid of your partner or anyone you listed above?

During the past 4 weeks, how often have problemsin your household led to: insulti ng or swearing? ydling? threaening?
hitting or pushing?

Haveyou been hit, kicked, punched, or otherwise hurt by someonewithin the past year? If so, by whom?
Do you feel safein your current relationship?
Istherea partner from aprevious rdationship who is making you fed unsafenow?

. yesno injury codes

1. Thrown something at you

2. Pushed, grabbed, or shovedyou

3. Sapped you

4. Kicked, bit, hit you with a fist

5. Hitor tried to hit you with an object
6. Beatyouup

7. Threaened you with a gun or knife
8. Used agun or knife

9. Forced you to have sex when you didn’t want to
10. Other

Scoring strategiesfor thisinstrument are not provided,
but it is noted that as the reported frequency of abuse
increases on the Likert scale, this correlates with in-
creasing scores on the ABI. Other Dartmouth COOP
charts use level 4 and 5 of the response category to
indicate significant functional limitation.

PVS

The Partner Violence Screen (PV S)* wasdevel oped
for use in the Emergency Department. Validity was
analyzed againg the CTS"®? and the | SA 2 An affir-
mative answer to any one of the three questions was
consdered to bea positive result.
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Table2
Evaluation of Intimate Partner Violence Screening Tools
Number of

Screening Tool Items Setting Number Reliability Validity

WAST 8 FP out patient 307 a=.75 Correlaed to ARI, r=.69

WAST 7 Nonmedica 24 shelter, 24 nonclinical 0=.95 Correlaed to ARI, r=.96

WA ST-Short 2 FP outpatient 307 Not tested Correlaed to WAST
Sensitivi ty=91.7%; specificity=100%

WEB 10 FP out patient 1,152 0=.95 Correlated to | SA-P, r=.67, k=.60

HITS 4 FP out patient 160 FP patients 0=.80 Correlaedto CTS r=.811t0.85

99 IPV victims Sensitivi ty=96%, specifiaty=91%
AAS 4-5 ED 416 women with Test-retest, Correlaed to Danger Assessment,
vaginal bleeding 83%—100% agreement  CTS, and | SA subscales; P<.001

Relationship 1 OB-GYN 48 controls, 51 victims Test-retest, r=.60 Correlaed to ABI, P=.001

Chart outpatient

PVS 3 ED 322 Not tested Compared to CTSand | SA
Sensitivity=64.5%-71.4%
Specificity=80.3%-88.7%

PAIS® 11 FP out patient 90 K=.7710 1.00, 0=.82 Not tested

AAS—AbuseA ssessment Screen; ABI—AbuseB enavior | nventory, ARI—AbuseRisk | nventory; CTS—Conflict TecticsScale ED—emergency department;
FP—family practice HI TS—four-question screening tool based on Hurt, Insult, Threaten, and Scream; | SA—Index of Spouse Abuse; PA|—Partner Abuse
I nventory; WA ST—WomanAbuse Screening Tool; WEB—Women's Experience With Battering Scale

PAI

ThePartner Abuse Inventory (PAl)isan 11-itemin-
terview modified from the CTS.* The physical vio-
lenceitemswererated on a4-point scale, and thefear
item wasscoredon a3-point scale. Theinter-rater reli-
ability was measured at a kappa of .77-1, and the
Cronbach’s alphafor the instrument was .82. No spe-
cific validity testing was donein this sudy.*

Discussion

Our review of theliterature on screening instruments
fordomedtic violenceyielded several screening instru-
ments with demonstrated reliability and validity. The
WAST, WAST-Short, HITS, and the Dartmouth COOP
Relationship Chart were developedfor family practice
settings. The WAST-Short has the advantage of using
only two items (Table 1) and demonstrated both clini-
cian and patient comfort in research and practice set-
tings. We recommend thistool as a useful entry point
to querying patients about violence. The HITS has the
potential advantage of a mnemonic device, analogous
tothe CAGE instrument for alcohol screening;>* how-
ever, no one hasdemonstrated patient comfort withthis
ingrument. The Relationship Chart has the appeal of
being asingleitem, with apictorial format, whichmay

be useful for pradtices that use routine patient-admin-
istered databases but may be less practicd for clini-
cian-initiated quegtioning. Thefive-item AAS, the 10-
item WEB, and the 11-item PAIl may provetoolongto
use in routine screening.

ThePVSdid not provide reliability testing; further,
the sengtivity (64%-71%) and specificity (80.3%—
88.7%) are lower than that for the WAST-Short. The
brevity of the scale and the question about safety are
useful, but we do not think this has significant advan-
tages over theother tools.

W e recommend using these screening toolsin rou
tine practice. However, unlike abiochemical screening
test, the effectiveness of these screening toadls relies
critically onthe clinician-patient relationship. One study
of awritten self-report screen?” identified 7% of Planned
Parenthood patients as abused. When a nurse inter-
viewer asked the same quegtions, the prevalence of
patientsidentified asabused was nearly 30%. Thisstudy
provides highly suggestive evidence tha the interpa-
sonal nature of the questioning has much more to do
with disclosure than the questions themselves. Barri-
erstomutual understandingand disclosure exist onbaoth
sides of theclinician-patient relationship.
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ThePhysician’s Perspective

A landmark qualitative study donein 1990% found
that physicians unwillingness to ask questions about
intimate partner violence semmedlargely from fear of
“opening Pandora’sbox” or opening a“canof worms.”
Subsequent studies have identified barriersfor phys-
cians screening for intimate partner violence in three
general spheres: psychological issues, attitudes, and
health systemsbarriers'®>*¢ (Table 3). Physician man-
agement in cases of female partner violencerelates to
whether the woman acknowledges or reveals the
abuse.”

Women understand and recognize abuse and adu-
ally consder more behaviors abusivethan those typi-
cally cited in theliterature.®® Thissupportsthe concept
that women in abusive dtuations recognize abusive
behaviors and refutes the perception of nearly 75% of
clinicians in one sudy, who dated, “What | view as
abuse, my patient accepts as normal.”®

The Patient’sPerspective

Clinical anecdotal experiencewith patients®® sur-
vey daa,* and qualitative findings™™ suggest that a
battered woman's ability to answer any screening tool
candidly isacomplex process. Factorsinvolved inthis
processinclude thewoman'srecognition of aproblem,
her willingnessto trust her clinicianwith thisinforma-
tion, and her perception of the clinician’'s opennessto
hearing her story with compassion and without judge-
ment. Thecycle of abuse oftenleavesawoman feding
disempowered and lacking credibility, both of which
may leave her vulnerable to nonrecognition of a prob-
lem, fear of disclosure and fear of partner retaliation
or ecalated violence.

Compared to women who
have not been abused, battered
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routine screening for abuse and when the patient has
obvious injury or subtle sgns of abuse. Women say
they would be more likely to disclose abusive stua-
tions if they perceived the clinician to be caring and
compassionate, easy totalk with, and protective, and if
they were asked in a private manner and offered fol-
low-up care. Women endorsed being given emationd
support, beingaskedfor any questionsor concerns, and
being examined in a dignified and sensitive man-
n er_66, 68,70

Thesegudies of battered women thus strongly sup-
port theimportance of both screening for intimate part-
ner violence and doing so in the context of excellent
clinical communication and apositive clinician-patient
relationship.

Educational Issues

M edical educators have aresponsbility toteachtrain-
eesthe skillsto screen for and disgnose intimate part-
ner violence while recognizing that a sgnificant por-
tion of learnersand teachersin the medical community
have personal higtories of family violence”™® Well-
designed studies have demondrated that trainees in-
creasetheir feelingsof competence and rate of diagno-
Ss after exposure to educational programs about do-
mestic violence® % However, family practiceresiden
cies on average provideonly 4-5 hours training annu-
ally about detection of intimate partner violence, mostly
in the form of didactic lectures® Therefore, having a
screening tool or programmed set of questionsisuse-
ful for traineeswho arelearning to ask about sensitive
issues like domestic violence

women feel less satisfied with
medical encounters,™ " perceive
poorer communication with the
physician, and arelesslikely to
feel respected and accepted dur-

Table3

Barriersto Disclosure of Intimae Partner Violence

ing the medical encounter.™"
Barriersto paient disclosure of
intimate partner violenceinclude
psychological factors, social fac-
tors, and health system barri-
ers’® (Table 3).

Abused women have made
suggestions for hedth care pro-
vidersto assst women with dis-
closure. These women recom-
mendagood patient-provider re-
lationship composed of trust,
compassion, support, and confi-
dentiality. They encourage direct
questioning by the physicianfor

PHYSICIAN FACTORS!6:58-60
Psychological factors

Fear of offending patient
Powerlessness

Lossof control
Over-identification (with victim)

Attitudes
Beliefs
Patients lack initiative
Patients won’ t admit to abuse
Prejudices
Class elitism
Racial prgudice
Patients are “noncompliant”

Health system barriers
Time limitations

PATIENT FACTORSS" 71,7284
Psychological factors

Fear (partner retaliation or escalated violence)
Shame

Embarrassment

Social factors
Obligation to family/partner

Health system barriers
Disinterested/unsympathetic dinicians
Not being believed by clinician

Poor communication with clinician
Not feding respected or eccepted
Ladk of clinician time
Long waiting times
Hedth carecosts
Possibl e legd involvement
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Conclusions

This papea has focused on increasing physcians
skill at identifying intimate partner violence, usingbath
a screening approach and patient-centered strategies.
Future research needsto address several related issues
of relevanceto clinical family medicine. First, we need
to understand the full spectrum of intimate partner vio-
lence. Second, we need to develop effective treament
and prevention strategies, with special attentiontoward
practicesthat care for both partnersinaviolent couple.®
Third, we must examine outcomesrelatedto improved
phydician detection and management of intimate part-
ner violence. Finally, we need to devel op effective Strat-
egiesfor screeningmenfor partner violence. Ultimately,
our work should lead to strategiesthat prevent violence
and promote peacein families.
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