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ABSTRACT
Background Intimate partner violence (IPV) is a 
serious public health issue with a substantial burden 
on society. Screening and intervention practices vary 
widely and there are no standard guidelines. Our 
objective was to review research on current practices 
for IPV prevention in emergency departments and 
trauma centers in the USA and provide evidenced- based 
recommendations.
Methods An evidence- based systematic review of 
the literature was conducted to address screening and 
intervention for IPV in adult trauma and emergency 
department patients. The Grading of Recommendations, 
Assessment, Development and Evaluations methodology 
was used to determine the quality of evidence. Studies 
were included if they addressed our prespecified 
population, intervention, control, and outcomes 
questions. Case reports, editorials, and abstracts were 
excluded from review.
Results Seven studies met inclusion criteria. All seven 
were centered around screening for IPV; none addressed 
interventions when abuse was identified. Screening 
instruments varied across studies. Although it is unclear 
if one tool is more accurate than others, significantly 
more victims were identified when screening protocols 
were implemented compared with non- standardized 
approaches to identifying IPV victims.
Conclusion Overall, there were very limited data 
addressing the topic of IPV screening and intervention 
in emergency medical settings, and the quality of the 
evidence was low. With likely low risk and a significant 
potential benefit, we conditionally recommend 
implementation of a screening protocol to identify 
victims of IPV in adults treated in the emergency 
department and trauma centers. Although the 
purpose of screening would ultimately be to provide 
resources for victims, no studies that assessed distinct 
interventions met our inclusion criteria. Therefore, we 
cannot make specific recommendations related to IPV 
interventions.
PROSPERO registration number CRD42020219517.

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Intimate partner violence (IPV) is a serious issue 
with substantial prevalence in the community 
and is particularly common in the trauma 
population.

 ⇒ Identification of victims and effectively 
providing resources has been a major barrier 
to reduction in IPV- related morbidity and 
mortality.

WHAT THIS STUDY ADDS
 ⇒ Our goal was for these practice management 
guidelines to serve as a framework for trauma 
centers and emergency rooms to better 
identify and provide resources to this patient 
population.

 ⇒ We found an overall paucity of data addressing 
the impact of screening or intervention on IPV 
in trauma and emergency room patients.

 ⇒ The included studies do suggest a significant 
improvement in IPV victim identification when 
universal screening is implemented.

 ⇒ No studies that met our inclusion criteria 
based on the Grading of Recommendations, 
Assessment, Development and Evaluations 
methodology assessed outcomes related to IPV 
intervention, highlighting a deficiency in the 
literature.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE, OR POLICY

 ⇒ Our practice management guidelines will 
hopefully encourage emergency rooms and 
trauma centers to employ universal IPV 
screening protocols, as our results provide 
support for the effectiveness of these 
practices.

 ⇒ Despite a lack of data regarding intervention, 
availability of IPV resources is a critical to 
breaking the cycle of abuse.

 ⇒ We hope our work encourages further research 
in this area to address optimal screening 
modalities and strategies for intervention.
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INTRODUCTION
Intimate partner violence (IPV) is a public health concern 
affecting as many as 23% of women and 14% of men in the 
USA, and has highly consequential adverse effects on the phys-
ical, psychosocial and emotional well- being of those injured and 
their families.1–3 IPV takes many forms, including sexual, phys-
ical, and emotional abuse in addition to other types of abuse 
such as stalking, financial control, and/or psychological harm 
from a current or former partner. IPV does not always involve a 
sexual relationship.4 Victims of abuse may present with chronic 
physical or mental health issues as well as injuries due to phys-
ical violence.5 Data from the National Violence Against Women 
Survey found physical IPV to be associated with poor health, 
symptoms of depression, substance abuse, and injury.6 Globally, 
violence against women by a male partner or ex- partner makes 
up the majority of IPV, according to WHO.7 However, IPV affects 
people of any gender and impacts all races as well as individuals 
in heterosexual and lesbian, gay, bisexual, transgender, queer or 
questioning, intersex, asexual, and more relationships.4 8 9

In fact, ethnic minorities are disproportionately impacted by 
IPV. Forty- four per cent of non- Hispanic black and 46% of Native 
American/Alaska Native women experience abuse by an intimate 
partner during their lifetime. IPV is also significantly more prev-
alent in Hispanic (35%) and white non- Hispanic (37%) women.9 
Marginalized populations such as immigrants from Mexico, 
Central America, South America, and the Caribbean are more 
likely to be victims of IPV as compared with Latinas born in the 
USA10 11; this increased risk may be explained by lower income, 
reduced education levels, and poor access to healthcare. In addi-
tion to greater IPV prevalence, immigrants and ethnic minori-
ties are at disproportionately heightened risk for adverse health 
outcomes related to IPV.12 Sexual orientation also significantly 
impacts the risk of domestic violence. Bisexual women are more 
likely to be victims of IPV when compared with both lesbian and 
heterosexual women.9 For both men and women, IPV can occur 
at any age, but is most common at ages 18–24 years.13 Johnson et 
al looked at this age group most commonly impacted by IPV and 
found that 53% had been in some relationships with IPV and 8% 
experienced IPV in all of their relationships.14

There is a wide range of societal, individual, and relation-
ship issues which place people at risk for domestic violence. 
For example, education levels are inversely correlated with risk 
for abuse.15 That is not to say that highly educated individuals 
are immune, as demonstrated by a survey of surgeons in which 
57.3% reported emotional abuse and 12.1% physical abuse.16 
Additionally, a history of abuse in childhood increases the like-
lihood of IPV victimization or perpetration as an adolescent or 
adult.17 Unemployment, financial hardship, and drug/alcohol 
abuse are also potential contributors to IPV.15 According to a 
National Violence Against Women Survey, married women who 
lived separately from their husbands were four times more likely 
to experience IPV (20% vs 5.4%), but only 6.3% of rape victims 
and 4.2% of physical assault victims report that the abuse began 
after the end of their relationships. This suggests that the majority 
of IPV occurs in the context of ongoing intimate relationships, 
highlighting the need for improved screening and intervention 
practices to lessen the burden of domestic violence over time.18

In addition, 16% of homicide victims and over 40% of female 
murder victims are killed by an intimate partner, highlighting 
the importance of identifying and intervening on IPV early.1 
Healthcare providers are uniquely positioned to interact with 
victims, as up to 41% of women and 20% of men seek health-
care in the year prior to their homicide.19 Victims of IPV are 

more likely to suffer from depression, chronic pain disorders, 
cardiovascular disease, and gastrointestinal disorders.20 Suicide 
and suicide attempts are also significantly more prevalent in IPV 
victims.21 Based on data from the National Intimate Partner and 
Sexual Violence Survey, 1 in 4 women and 1 in 10 men have 
experienced injury, the need for medical care, or post- traumatic 
stress symptoms as a consequence of IPV. These numbers have 
remained relatively constant since 2010, highlighting the need 
for better screening, intervention, and prevention strategies.22 In 
addition to the mental and physical burden this places on victims 
and families, there is a huge financial impact related to IPV. 
Peterson et al found the lifetime cost of IPV to be >US$100 000 
per female victim and >US$23 000 per male victim. The cumu-
lative economic burden was found to be nearly US$3.6 trillion. 
Medical costs account for 59% (US$2.1 trillion), productivity 
loss 37% (US$1.3 trillion), criminal justice costs 2% (US$73 
billion), and other costs such as property loss/damage account 
for the remaining 2% (US$62 billion).23 One study found a 10% 
reduction in annual work hours as a result of IPV.24

This topic is particularly pertinent in the context of the recent 
COVID- 19 pandemic. With global lockdowns and curfews, 
victims were trapped at home with their abusers, socioeco-
nomic instability limited financial independence (contributing to 
already tenuous situations), and disconnection from community 
support reduced victims’ access to resources for help.25 These 
factors likely contributed to the significant rise in IPV- related 
injuries and emergency room visits during the pandemic.26 27 One 
study even found a higher incidence of COVID- 19 in trauma 
patients with injuries due to IPV.28 While there are many ways 
in which COVID- 19 compounded the struggles faced by IPV 
victims, it has also highlighted some of the greatest systemic 
barriers to providing resources for those experiencing or at risk 
for experiencing abuse.

Existing research suggests that IPV is especially important 
to consider among trauma patients. For example, one study in 
female patients with orbital fracture found that identification 
of IPV significantly increased with screening.29 Furthermore, an 
Eastern Association for the Surgery of Trauma (EAST) multi-
center trial found that one in nine trauma patients are at risk 
for intimate partner and sexual violence.2 8 30 Despite its high 
prevalence in trauma populations, clinical practices to identify, 
prevent, and intervene on IPV vary widely from center to center, 
and there is no current guideline as to the most effective methods 
to identify IPV victims in this setting and how best to intervene 
with victims once identified. As members of the trauma commu-
nity, we are in a unique position to treat injury related to IPV, 
and to screen and provide early intervention. In order to inform 
future development of standardized screening and intervention 
practices, we performed a systematic review and developed an 
evidence- based recommendation on our population, interven-
tion, control, and outcomes (PICO) questions.

OBJECTIVES
The purpose of this study was to provide an evidence- based 
review of screening practices for IPV in trauma victims receiving 
care in emergency departments (EDs) and trauma centers in the 
USA.

Selection of outcome measures
A multidisciplinary team of both EAST and non- EAST members, 
including nurses, physicians, social workers, trauma program 
managers, a trauma psychologist, and public health experts 
was assembled to conduct this systematic review and formulate 

P
rotected by copyright.

 on O
ctober 17, 2023 at T

exas C
hristian U

niversity.
http://tsaco.bm

j.com
/

T
raum

a S
urg A

cute C
are O

pen: first published as 10.1136/tsaco-2022-001041 on 16 M
arch 2023. D

ow
nloaded from

 

http://tsaco.bmj.com/


3Teichman AL, et al. Trauma Surg Acute Care Open 2023;8:e001041. doi:10.1136/tsaco-2022-001041

Open access

evidence- based guidelines related to IPV and trauma. The group 
decided on two PICO questions, each with two different 
outcomes. Individual outcomes were identified and priori-
tized according to a 9- point Likert scale where 1 was minimal 
importance and 7–9 represented critically important outcomes. 
Each team member voted on outcomes individually and all 
the outcomes were deemed to be critically important by our 
workgroup.

PICO questions
PICO 1

 ► P: Adult trauma victims (≥18 years of age)
 ► I: Institutional formal IPV screening tool at a trauma center 

or ED
 ► C: No formal screening
 ► O: 1. Increased identification of IPV victims

2.Identification of IPV victims earlier than without screening

PICO 2
 ► P: dult trauma victims (≥18 years of age)
 ► I: nstitutional formal IPV intervention protocol based at a 

trauma center or ED
 ► C: o formal intervention
 ► O: 1. Reduction in mortality related to IPV

2. Reduction in adverse patient outcomes related to IPV

METHODOLOGY
Identification of references
Our systematic review was registered with PROSPERO (ID 
CRD42020219517). Two medical librarians searched PubMed, 
EMBASE, Scopus, CINAHL, Violence and Abuse Abstracts, 
Web of Science, and Sociological Abstracts and PsycINFO for 
relevant articles. Included studies were selected for their ability 
to answer our predetermined PICO questions. Article types in 
the review comprised randomized controlled trials, prospective 
cohort studies, retrospective observational studies, and case- 
control studies published in English between January 1, 1990 
and December 21, 2020. Case reports, case series, opinion edito-
rials and abstracts without full articles were excluded. Studies 
were also excluded if they were performed in non- ED/trauma 
settings, did not have appropriate comparators, assessed incor-
rect outcomes, or otherwise lacked the ability to adequately 
address our PICO questions. We reviewed articles irrespective 
of races, genders, sexual orientations, religions, insurance, and 
other demographic characteristics.

Using a comprehensive list of Medical Subject Headings 
(MeSH) terms and keyword searches, a query of the above-
mentioned databases occurred on March 16, 2022 (see online 
supplemental form for MeSH terms and keyword for specific 
databases). Two independent reviewers screened each title and 
abstract for relevance and appropriateness for inclusion based 
on set criteria. An additional reviewer was used to resolve any 
conflicts if the initial reviewers had differing opinions regarding 
inclusion. Covidence was used to support the screening process. 
Hand searches of the references in each article were also 
conducted. A Preferred Reporting Items for Systematic Reviews 
and Meta- Analyses (PRISMA) flow diagram was created to 
illustrate the study selection process (figure 1).31 The PRISMA 
reporting guidelines for systematic reviews were followed (see 
online supplemental appendix A).

A total of 12 324 articles were identified, from which 4559 
duplicates were removed leaving a total of 7765 for review. 
Seven thousand, five hundred, and fifty- five studies were 

excluded, leaving 210 studies eligible for full- text review. Of 
the studies which received full- text review, 204 were excluded 
for wrong patient population (45), wrong study design (45), 
wrong outcomes (43), wrong comparator (30), no available full 
text (23), wrong intervention (8), non- English study (3), wrong 
setting (2), or other reason (5). Hand searches of the references 
of each article identified one additional study that proved rele-
vant to the topic and met inclusion criteria.

Grading the literature
Each member of the review team had electronic access to all 
articles using a web- based database management system (Covi-
dence). The Grading of Recommendations, Assessment, Devel-
opment and Evaluations (GRADE) methodology was used to 
determine the quality of evidence.32 The GRADE framework 
denotes four levels of quality: high, moderate, low, and very low. 
Data were abstracted from each article; there were no signif-
icant discrepancies in abstracted data between team members. 
Recommendations were based on the overall quality of evidence. 
Conditional recommendations were made for weak quality of 
evidence. Meta- analyses could not be performed given the 
limited number of available articles and heterogeneity between 
study design, interventions, and outcomes; restricting our ability 
to extract and compare numerical data with accuracy.

RESULTS FOR INSTITUTIONAL IPV SCREENING PROTOCOL 
(PICO 1)
Qualitative analysis
Following title/abstract and full- text screening, seven studies 
were included in our review. All studies addressed screening 
for IPV (PICO 1). All seven were published in English. Six were 
published in the USA and one in Canada. One study assessed 
both male and female ED patients,33 five assessed female ED 
patients,34–38 and one assessed female trauma patients.39 Six 
were single- center prospective cohort studies34–38 and one was 
a case- control33 assessing identification of IPV victims through 
screening. No studies addressed the other outcomes in question: 
timeliness of IPV victim identification, reinjury, morbidity, or 
mortality associated with IPV. Direct questioning about IPV was 
assessed in six studies (four through clinician interview34–36 38 and 
two through computer- based screening33 37) and indirect ques-
tioning was evaluated in one.34 All demonstrated significant IPV 
victim identification and no studies reported immediate adverse 
effects with screening (table 1).

Direct questioning via telephone surveys was used to improve 
identification of IPV victims in the study by Sixsmith et al. They 
identified ‘high- risk’ women seen in an ED over a 2- month period. 
Increased risk was defined as: substance abuse, complaints related 
to stress such as anxiety, depression, or panic attacks, complaints 
of headaches, non- specific abdominal issues, fatigue, or numb-
ness lasting for >1 week. These patients were then contacted 
by telephone 3 days following their visit. Additional IPV victims 
were identified through this technique, however it was relatively 
labor intensive and missed many potential victims who were not 
‘high risk’.35 Nurse- administered and physician- administered IPV 
screening was studied by Morrison et al and McLeer and Anwar, 
respectively through direct questioning techniques.36 39 McLeer 
and Anwar instituted a protocol over 1 year in which ED triage 
nurses elicited a trauma history and directly asked if women 
were injured by someone. The results of this screening protocol 
were compared with the incidence of IPV identification based 
on a retrospective chart review for the prior year. They found a 
significant increase in victim identification.39 Similarly, Morrison 
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et al implemented a physician- driven screening protocol (box 1) 
and found significantly more victims of IPV than documented on 
retrospective review.36 Sixmith et al and Morrison et al explicitly 
explain that resources were made available to victims of domestic 
violence, however long- term follow- up data regarding utiliza-
tion of the resources are lacking.35 36 Halpern et al looked at a 
protocol of physician- driven direct questioning with the Partner 
Violence (PVS) tool (Box 2) in combination with risk assessment 
using injury pattern (eg, head, neck, or face injuries). This was 
compared with the ‘standard operating procedure’ (SOP) of 
determining injury etiology (ie, domestic violence, accident, etc) 
through questioning during the triage process. Again, rates of 
victim identification were significantly higher in the intervention 
group than SOP.38

Computer- based health- risk assessment (CHS) with the PVS 
was used by Rhodes et al and Trautman et al in order to iden-
tify victims of IPV in the ED (Box 2). Rhodes et al performed a 
case- controlled study to assess rates of physician documentation 
of IPV in both male and female ED patients screened through 
CHS versus patients who were not formally screened. Higher 
rates of victim identification were noted in the CHS group. They 
also found a significant correlation between substance abuse, 
depression, and partner alcohol abuse in victims of IPV.33 Simi-
larly, Trautman et al found that CHS significantly improved both 
screening and identification of IPV victims.37

Fulfer et al considered the role of indirect questioning 
(“Secure/comfortable in home/apartment, accepted by husband/
partner, family likes husband/ partner, even/calm disposi-
tion of husband/partner, talk to resolve differences (SAFE- T) 
Questionnaire”, table 2) to screen for IPV in a two- part study. 
In part 1, 18 questions regarding IPV were administered 
to known IPV victims (domestic violence shelter residents) 
and presumed non- IPV victims (women at a women’s health 
conference). Based on the comparison between the groups, 
they identified five questions (‘SAFE- T Questionnaire’) which 
were both sensitive and specific for victims of IPV. In part 2, the 
SAFE- T Questionnaire was administered to women in the ED, 
followed by a direct question about abuse (“had [they] been 
hit, kicked, punched, or otherwise hurt by a partner or spouse 
within the past year”). The women who replied ‘yes’ to the 
direct question had significantly lower scores on the SAFE- T 
Questionnaire (were more likely to be abused). The authors 
note that domestic violence shelter residents were significantly 
more likely to test ‘positive’ for abuse on the SAFE- T Ques-
tionnaire than ED IPV victims. This is possibly related to the 
difference in ‘readiness’ for victims to leave their abusers, and 
they conclude that optimal screening is best when tailored to 
the setting and individual patient.34

Figure 1 Preferred Reporting Items for Systematic Reviews and Meta- Analyses (PRISMA) diagram.
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Quantitative analysis
Through direct questioning, IPV was recognized in 1%–33.5% 
of participants vs 0.3%–5.6% of those receiving usual care (ie, no 
screening).33 35–39 The method for administering direct screening 
varied in all studies as described above. In the study by Sixsmith 
et al, there were 1500 female ED patients over the study period. 
There were 142 determined to be ‘high risk’ and were called 
for follow- up. An additional 10 IPV victims were found (1%, 
95% CI 1% to 2%) in addition to five who had already been 
identified while in the ED.35 The nurse- driven IPV screening 
protocol described by McLeer et al assessed every fourth female 
trauma patient retrospectively over 1 year (n=359) and every 
fourth female trauma patent prospectively for 1 year after the 

institution of screening (n=412). They found that the rate of 
IPV victim identification rose significantly from 5.6% to 30% 
(95% CI 19.5% to 29.5%).39 Likewise, through implementation 
of a physician- administered IPV screening protocol, Morrison 
et al, identified significantly more IPV victims than were docu-
mented on retrospective chart review (142/302 (14%) vs 4/1000 
(0.4%), p<0.001).36 The protocol developed by Halpern et al 
identified victims through a combination of formal screening and 
identification of high- risk injury patterns.38 They demonstrated 
an 11.7% rate of domestic violence in female ED patients, as 
compared with 5% in those who underwent SOP (p<0.03).

The impact of the PVS using a CHS was assessed by two 
studies. Rhodes et al confidentially screened 248 patients in the 

Table 1 Characteristics of included studies

Study Study type Patient population Intervention (outcome) Comparison (outcome) Outcomes Summary

Sixsmith et 
al35

Prospective 
cohort

ER patients (women) 1500 (15)
1%

1500 (5)
0.33%

IPV identification 
through direct 
screening via 
telephone follow- 
up

Telephone surveys to ED patients ‘at risk’ 
(142/1500, 9%) 3 days postdischarge. Five 
victims identified before discharge, 10 on 
phone call.

McLeer, 
Anwar R39

Prospective 
cohort

Trauma patients 
(women)

412 (124)
30%

359 (20)
5.6%

Identification 
of IPV through 
trauma nurse direct 
screening protocol

Implementation of a nursing IPV screening 
protocol. Results compared with the 
incidence of IPV on retrospective review. 
IPV identification increased 5.6% to 30%.

Morrison 
etal36

Prospective 
cohort

ED patients (women) 302 (43)
14.2%

1000 (4)
0.4%

Identification of 
IPV through ED 
physician direct 
screening protocol

Compared IPV identification by direct 
questioning versus historical cohort. 
Prevalence of IPV with screening was 
higher than without (14.2% vs 0.4%, 
p<0.001); 10/11 who screened positive for 
acute IPV accepted resources for help.

Halpern et 
al38

Prospective 
cohort

ED patients (women) 145 (17) 11.5% 141 (7) 5% Identification of IPV 
through formal ED 
screening protocol

Compared IPV identification using injury 
pattern and PVS with informal triage SOP. 
More victims were identified through 
formal screening protocol (17/145 vs 7/141, 
p<0.03).

Rhodes et 
al33

Case- control ED patients (men and 
women)

248 (83) 33.5% 222 (1) 0.4% Identification 
of IPV through 
ED computer- 
based health- risk 
assessment

Computer- based health- risk assessment 
intervention screened patients for IPV 
(n=248). Compared with control (no 
screening) (n=222); 83 victims IDed through 
computer screen. IPV was recorded for one 
patient in the control group.

Trautman 
et al37

Prospective 
cohort

ED patients (women) 411(80) 19.5% 594 (7) 1.2% Identification 
of IPV through 
ED computer- 
based health- risk 
assessment

Comparison between CHS (n=411) vs ‘usual 
care’ (n=594); 80 (19.5%) victims by CHS 
and 7 (1.2%) through usual care (95% CI 
13.9% to 21.7%). Of the 87 victims, 46 
(53%) were referred to social work. IPV 
victims identified via CHS were more likely 
to be referred to social work (10.5% vs 
0.5%; 95% CI 6.7% to 12.7%).

Fulfer et al34 Prospective 
cohort

ER patients (women), 
IPV victims

Part 1:
(non- victims)
80 (10)
13%
Part 2:
(SAFE- T)
435 (27)
6.2%

Part 1:
(IPV victims)
87 (74)
85%
Part 2:
(direct screen)
435 (50)
11.6%

Identification of 
IPV victims through 
indirect questions

Two- part study:
1. Development of indirect screening tool 

(18 questions administered to 87 IPV 
and 80 non- IPV victims. Five questions, 
‘SAFE- T Questionnaire’, were strongly 
associated with IPV victimization); 85% 
sensitive, 87% specific in known IPV 
victims.

2. Validation in ED (435 ED patients 
administered SAFE- T Questionnaire, 
followed by direct question about IPV). 
Those who screened positive for IPV 
on direct question scored significantly 
lower on the SAFE- T Questionnaire; 
54% sensitive, 81% specific in ED 
patients.

CHS, computer health screen; ED, emergency department; ER, emergency room; IPV, intimate partner violence; PVS, Partner Violence; SOP, standard operating procedure.
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ED via CHS for IPV victimization. Identification and documen-
tation of IPV was compared with a control group of 222 which 
did not undergo formal screening. There were 83 potential 
victims identified through computer screening, with 19 of these 
having IPV documented by ED physician in the medical record. 
Documentation of IPV was recorded for only one patient in the 
control group.33 Similarly, Trautman et al found a 17% improve-
ment in IPV victim identification through CHS (19.5% vs 1.2%, 
95% CI 13.9% to 21.7%).37

The 5- item indirect screening tool used by Fulfer et al was 
developed from an 18- item survey administered to 87 IPV 
victims at a domestic violence shelter and 80 women attending a 
women’s health conference (presumed to be ‘non- victims’). The 
survey questions were in the format of a 5- point Likert scale 
with lower scores being more consistent with abuse. Responses 
to 5 of the 18 items were separated by >2 SD (d=2.38–2.89). 
Combining these questions became the ‘SAFE- T Questionnaire’, 
which was 85% sensitive and 87% specific for IPV identification 
in the study population. The second part of this study sought 
to validate the screening instrument in a ED. Four hundred and 
thirty- five ED patients were administered the SAFE- T Question-
naire. Of those patients who participated, 50 (11.6%) answered 
affirmatively to the direct question saying they had been ‘hit, 
kicked, punched, or otherwise hurt by their partner or spouse 
within the past year’. These women scored significantly lower 
on the SAFE- T Questionnaire than those who replied ‘no’ to the 
direct question (mean=3.5 vs 4.2, p=0.001). The indirect ques-
tionnaire identified 27 of the 50 patients who responded ‘yes’ 
to the direct question. The SAFE- T instrument was 54% sensi-
tive and 81% specific on cross- validation, making it a potentially 
accurate tool for ruling out victims of IPV, but not necessarily 
identifying them in the ED.34

Grading the evidence
Due to the heterogeneity in study design, interventions, and 
outcomes, a meta- analysis was not performed; limited numer-
ical data could not easily be extracted and compared with 
accuracy. The GRADE methodology was used to determine the 
quality of evidence. With few studies meeting inclusion criteria, 
a relatively small sample size, studies occurring at single centers, 
and the observational nature of included studies, the quality of 
evidence was assessed as low (table 3). Nevertheless, so long as 
it is performed in a private and compassionate fashion, patients 
screened for IPV are unlikely to incur harm and the potential 
benefit of identifying victims is significant.

Recommendations
Based on the paucity of data and low- quality studies, we condi-
tionally recommend implementation of universal screening to 
identify victims of IPV in adult trauma and ED patients.

RESULTS FOR INSTITUTIONAL IPV INTERVENTION 
PROTOCOL (PICO 2)
No studies assessed outcomes following IPV intervention. Three, 
however, did evaluate victims’ acceptance of IPV resources 
after they were identified. All IPV victims found by telephone 
screening in the study by Sixsmith et al requested social services 
follow- up and 10 of 11 victims of acute IPV in the the study by 
Morrison et al accepted resources for help.34 35 Of the 87 victims 
identified by Trautman et al, 46 (53%) were referred to social 
work. IPV victims identified via CHS were significantly more 
likely to be referred to social work (10.5% vs 0.5%; 95% CI 
6.7% to 12.7%).37 There were no outcomes documented after 
resources were administered.35–37

Recommendations
There were no studies addressing outcomes related to interven-
tions around IPV. We therefore cannot make recommendations 
in that regard.

USING THESE GUIDELINES IN CLINICAL PRACTICE
Currently, the Joint Commission mandates hospital- based 
screening in ‘possible victims of abuse… using criteria devel-
oped by the hospital’, as well as written documentation of IPV. 
However, guidance on which patients should be screened and 
method of screening is not specified, and best practices are likely 
to vary significantly across hospital settings.40 The purpose of 
this review was to make recommendations regarding screening 
and intervention for trauma and ED victims of IPV. Across the 
subset of patients reviewed, screening identified a significantly 
greater number of IPV victims who would likely not have 
been identified using other practices. Based on our systematic 
review, screening should be universal and incorporate direct 
questioning around abuse in order to optimize victim identi-
fication. Although screening modalities varied across studies, 
direct questioning appeared to capture the greatest number of 
victims of IPV. Universal screening can and should be done by 
nurses, physicians, social workers, and other healthcare practi-
tioners that are equipped to intervene, provide referrals and/or 
allocate appropriate resources to individuals who screen positive 
for IPV. In order to reduce the risk for abusers discovering that 
their violence has been disclosed, screening should be adminis-
tered when the patient is alone (not in the presence of a poten-
tial abuser). The use of normalizing statements such as “Many 
people who present to the ED with similar injuries or complaints 
are victims of violence at home. Could this be what has happened 

Box 1 Emergency department (ED) domestic violence 
screening questions36

1. Does anyone in your family have a violence temper?
2. During an argument at home have you ever worried about 

your safety or the safety of your children?
3. Many women who present to the ED with similar injuries or 

complaints are victims of violence at home. Could this be what 
has happened to you?

4. Would you like to speak to someone about this?
5. Were any of the previous visits to the ED prompted by an 

injury or symptom suffered as a victim of violence at home?
Outcomes measures
Acute IPV: ‘Yes’ to question 3 OR ‘Yes’ to question 1 or 2 and 

4
Probable IPV: ‘Yes’ to question 1 OR ‘Yes’ to question 2
Past IPV: ‘Yes’ to question 5

Box 2 Partner violence screen44

1. Have you been hit, kicked, punched, or otherwise hurt by 
someone within the past year? If so, by whom?

2. Do you feel safe in your current relationship?
3. Is there a partner from a previous relationship who is 

making you feel unsafe now?
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to you?” may help patients feel that they are not alone and more 
ready to share their abuse.12 Examples of evidence- based tools 
are included in table 1, tables 2 and 4, boxes 1 and 2. There also 
may be utility in administering confidential screening through 
computer- based health- risk assessment as it allows patients to 
feel more comfortable that their responses are private.33 37 Addi-
tionally, it is important to be mindful that many victims of IPV 
do not present to the ED for injury and that screening should be 
performed on all patients, regardless of their chief complaint. In 
the phone surveys conducted by Sixsmith et al, only 2 of the 10 
patients presented for physical injury.25 Similarly, Morrison et 
al found that most of those who screened positive for current 
IPV did not present to the ED for injury.26 This highlights the 
systemic, chronic stress- related toll IPV takes on its victims, and 
the importance of universal screening in all patients.

None of the included studies that met our inclusion criteria 
assessed outcomes such as reinjury or mortality following victim 
identification and resource administration, representing an 
important area for future research. The risk for future violence 
exposure faced by survivors of IPV (ranging from psychological 
abuse to homicide) highlights the importance of timely provi-
sion of and access to IPV resources in order to interrupt the 
cycle of abuse.1 To this end, although there is a paucity of data 
regarding outcomes of intervention, it is important to note that 
there are existing recommendations for providers aimed at deliv-
ering resources to victims of IPV. In 2019, the American College 
of Surgeons Trauma Quality Programs issued best practices 
guidelines regarding IPV. They emphasized the importance of 
providing care for IPV- related physical and psychological condi-
tions, as well as referrals to social services to provide additional 
aid. Ultimately, the main objective of IPV intervention is overall 
safety planning. This may not always involve the victim leaving 
their abuser imminently, but includes implementation of access 
to resources and a plan for when they are ready to do so.41

LIMITATIONS
This review has several limitations. As it focused solely on emer-
gency room and trauma patients, studies regarding IPV screening 

and intervention in broader healthcare settings were excluded. It 
is important to acknowledge that there are data supporting IPV 
screening across a variety of medical environments. For example, 
there are several studies in pediatric patients in which screening 
has been effective to identify adult IPV victims.42 43 Furthermore, 
IPV has historically been under- reported and understudied. As a 
result, there are limited data related to this topic overall. This is 
possibly due to the inherent difficulty for victims to openly partic-
ipate in surveys and other types of research. After an expansive 
literature search, there were only seven observational studies 
which met inclusion criteria for our review (based on our PICO 
questions), and only one looked at male IPV victims. There was 
also no standard screening modality used across studies. With so 
few studies looking at only a handful of screening tools, more 
research is needed to standardize our method of victim iden-
tification. Additionally, without data regarding interventions 
once victims were identified, we were unable to comment on 
the impact of IPV interventions after patients screened positive 
for IPV.

FUTURE DIRECTIONS
Despite the limited data found in our systematic review, it is 
evident that screening is impactful for identifying victims of IPV. 
With one in nine trauma patients at risk for intimate partner 
or sexual violence, further studies looking at screening and the 
efficacy of resource administration once victims are identified 
are critical.30 Additionally, according to the National Intimate 
Partner and Sexual Violence Survey 1 in 4 women and 1 in 10 
men have experienced injury, the need for medical care, or post- 
traumatic stress symptoms as a consequence of IPV.22 This high-
lights the significance of this issue in men as well as women. 
Male patients were only included in one of the reviewed studies. 
Future data incorporating both male and female emergency 
room and trauma patients will provide a more comprehensive 
look at those impacted by this issue. Further studies are also 
necessary regarding methods of IPV intervention, timeliness of 
identification, and overall effects of screening and intervention 
on morbidity and mortality. Finally, given evidence that IPV 

Table 2 SAFE- T Questionnaire34

Strongly disagree
1

Disagree
2

Neutral
3

Agree
4

Strongly agree
5

  1. I feel comfortable/Secure in my home/apartment

  2. My husband/partner Accepts me just the way I am

  3. My Family likes my husband/partner

  4. My husband/partner has an Even/calm disposition

  5. If my husband/partner and I disagree, we resolve our differences by Talking it out

Table 3 PICO 1 GRADE evidence table

Certainty assessment

CertaintyNumber of studies Study design Risk of bias Inconsistency Indirectness Imprecision

Increased identification of IPV victims—critical outcome

7 Observational Serious* Not serious Not serious Serious†   Low

Identification of IPV victims earlier than if there was no screening—critical outcome

0

*Most data from single centers.
†Relatively small sample size.
GRADE, Grading of Recommendations, Assessment, Development and Evaluations; IPV, intimate partner violence; PICO, population, intervention, control, and outcomes.
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may disproportionately impact LGBTQ+ individuals, this is an 
important area for future research.

CONCLUSION
IPV is a major public health concern and sadly common in 
both the trauma and more general ED patient populations. 
Implementation of a screening protocol is likely low risk, and 
available data show consistent results. Our evidence- based 
systematic review demonstrates that universal and protocolized 
screening of ED and trauma patients plays an important role, 
increasing identification of IPV victims and potentially allowing 
for earlier and effective intervention. We therefore conditionally 
recommend implementation of a screening protocol to identify 
victims of IPV in adults treated in the ED and trauma centers. 
Ultimately, the purpose of screening is to provide resources for 
victims. However, no studies that met our inclusion criteria have 
assessed distinct interventions. Consequently, we are unable to 
make specific recommendations in this regard.
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