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Clinical Practice Guideline:
Intimate Partner Violence
Clinical Question
For adult (18 and older) emergency department patients, how effective is screening and/or intervention for intimate partner
violence?
Background and Significance
Intimate Partner Violence (IPV) is a serious public health concern that can result in numerous long-term negative physical and
psychological effects. The World Health Organization (WHO) describes IPV as behaviors that occur within an intimate
relationship that cause physical, psychological, or sexual harm to those within the relationship (WHO, 2012). Intimate partner
violence is now recognized as a global health and societal issue (WHO, 2013). Examples of IPVacts include physical violence
(hitting, slapping, kicking, beating), sexual violence (forced/coerced sexual activity), psychological abuse (insults, belittling,
intimidation, humiliation, harmful threats, threats to take away children), and controlling behaviors (isolating from friends and
family, stalking, restricting access to resources such as finances, employment, education or medical care) (Nelson, Bougatsos,
& Blazina, 2012).

Intimate partner violence may be directed against both men and women and occurs across all socioeconomic, religious, and
cultural groups (WHO, 2012). Despite substantial evidence of heterogeneity among victims of IPV, the majority of studies
investigating screening and interventions focus on women (Ahmad, Ali, Rehman, Talpur & Dhingra, 2017; Nelson et al.,
2012). Facilitating disclosure of IPV from those who have experienced it requires careful attention among healthcare
providers because an inability to recognize IPV may result in inadequate and/or inappropriate health interventions
(Svavarsdóttir & Orlygsdóttir, 2015).

Nurses practicing in emergency departments (ED) are expected to recognize, assess, and intervene when patients present with
suspected IPV (Nielson, 2018). Olive (2016) asserts that the identification of IPV by healthcare providers validates the client’s
experience and begins the process toward intervention. Routine IPV screening is recommended by The Joint Commission, the
American Medical Association, the American Congress of Obstetricians and Gynecologists, the American Nurses Associa-
tion, and the U.S. Preventive Services Task Force (USPSTF) (U.S. Department of Health and Human Services, 2013).
However, the USPSTF has suggested that because of insufficient evidence for or against screening, caution should be used
when screening patients for IPV (Rabin, Jennings, Campbell & Bair-Merritt, 2009).

Taft et al. (2013) investigated the effectiveness of screening for IPV within healthcare settings and concluded there was
insufficient evidence to justify universal IPV screening. They also concluded that IPV screening does not appear to cause harm
and may encourage survivors to disclose or recognize the abuse. The USPSTF and the Canadian Task Force on Preventive
Health Care have also surmised there is insufficient evidence to support universal screening based on the limitations of
screening approaches, the effectiveness of referral options, the paucity of evidence demonstrating a correlation between
screening for IPV and positive health outcomes, and that there are few studies that evaluate the potential harm related to
screening for IPV (Nelson, Nygren, & McInerney, 2004; Wathen, MacMillan, & Canadian Task Force on Preventive Health
Care, 2003).

This Clinical Practice Guideline (CPG) focuses on the effectiveness of screening for IPV in the emergency department and the
implementation of appropriate interventions.
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Methods
This CPG is based on a thorough review and critical analysis of the literature following ENA’s Requirements for the
Development of Clinical Practice Guidelines. All articles and published abstracts relevant to the topic were identified via a
comprehensive search of the following databases: PubMed, CINAHL, Web of Science, and the Cochrane Databases. Initial
searches were conducted using a combination of the search terms “intimate partner violence”, “domestic violence”,
“screening, interventions”, “emergency department”, and “emergency nursing”. The literature search was limited to English
language articles on human subjects published from 2000 to 2017. Meta-analyses, systematic reviews, and research articles
from ED settings and non-ED settings, position statements, and clinical guidelines were reviewed. Clinical findings and levels
of recommendation regarding patient management were made by the Clinical Practice Guideline Committee according to
ENA’s classification of levels of recommendation for practice (Table 1). The articles reviewed to formulate the recommen-
dations in this CPG are described in Appendix 1.

Articles that met the following criteria were chosen to formulate the CPG: research studies, meta-analyses, systematic reviews,
and existing guidelines relevant to the topic of IPV screening and interventions in the ED. Articles cited in meta-analyses or
systematic reviews were not considered independently unless they addressed additional factors. Other types of reference
articles and textbooks also were reviewed and used to provide additional information. The CPG authors used standardized
worksheets, including the Evaluation Table, to prepare tables of evidence, ranking each article in terms of the level of evi-
dence, quality of evidence, and relevance and applicability to practice. Clinical findings and levels of recommendation
regarding patient management were then made by the CPG Committee according to ENA’s classification of levels of
recommendation for practice, which include: Level A, High; Level B, Moderate; Level C, Weak; and Not recommended for
practice (See Table 1).
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Summary of Literature Review
Background information on the prevalence of IPVand IPV risk factors are discussed prior to the review of IPV screening and
interventions.

IPV PREVALENCE

The occurrence of IPV varies internationally and is high in women seeking healthcare (Feder et al., 2011). Results from a
systematic review of available global data from 81 countries indicated that 30.0% [95% confidence interval (CI) 27.8 to
32.3%] of women 15 years of age and older have experienced some form of physical and/or sexual IPV during their lifetime
(Devries et al., 2013). Hugl-Wajek, Cairo, Shah and McCreary (2012) conducted a retrospective chart review of 1,550 female
patients between 19 and 60 years of age who were interviewed by a domestic violence (DV) advocate at a Level I Trauma
center in the United States, and found 75 patients were currently in relationships involving DV (4.8%, 95% CI 3.9–6.0%) and
351 patients had previously experienced DV (27.5%, 95% CI 25.3–29.8%).

RISK FACTORS

Several researchers and organizations (Table 2) have attempted to identify the risk factors associated with IPV. For example,
Capaldi, Knoble, Shortt, and Kim (2012) performed a systematic review to identify a comprehensive set of risk factors for IPV.
Most studies included in the review (N ¼ 228) were cross-sectional designs (61% of adult studies and 55% of adolescent
studies), often interviewing only one member of the dyad (78% of the adult studies and 95% of the adolescent studies).
Capaldi et al. (2012) found IPV declines with age, men and women are both likely to perpetrate IPV, and there is a significant
association between unemployment, increased financial stress, and IPV, as well as greater risks for minority groups. They also
found a small but significant association between early child abuse or neglect and later IPV. Ellsberg, Jansen, Heise, Watts and
Garcia-Moreno (2008) conducted a cross-sectional survey, enrolling 19,568 participants from 115 sites in 10 countries to
explore the magnitude and characteristics of different forms of physical, sexual, and emotional violence in partnered women
between 15 and 49 years of age. They found significant associations between a lifetime experience of physical or sexual
violence by male partners and a wide range of self-reported physical and mental health issues.
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Table 2. Causes and Risk Factors for Intimate Partner Violence
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IPV AND SUBSTANCE ABUSE

Substance abuse may increase the likelihood of IPV. Chermack et al. (2014) investigated the characteristics and treatments of
individuals in an urban ED who indicated having a substance use disorder (SUD) and a history of violence or victimization
within the preceding 6months. In this convenience sample (N¼ 1,441) the participants (62.1%male; mean age 32.2 years, SD
19–60) indicated they had an alcohol abuse disorder or had used cannabis, cocaine, stimulants, or opioids within the past
30 days. Participants were categorized as follows: 46.8% in the no-violence group, 17.3% in the partner-only violence group,
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20.2% in non- partner violence (NPV) group, and 15.7% in both partner and non-partner violence group. Participants in the
violence groups tended to be younger and more likely to consume alcohol. The prevalence of IPVand NPV in those with SUD
was higher than other studies assessing IVP and NPV.

IPV AND PREGNANCY

Among pregnant women, IPV also affects the health and development of the unborn child. Cripe et al. (2010) conducted a
randomized controlled trial with 220 women in Lima, Peru to describe the frequency and severity of IPV among pregnant
women and to examine the outcomes of an empowerment intervention that included supportive counseling and education
along with safety advice. Women who participated in the empowerment intervention adopted more safety behaviors including
notifying family/friends and hiding the money and extra clothing that are often necessary to escape their situation. Although
the adoption of these safety behaviors was not statistically different between the control and intervention groups, simply by
asking a pregnant woman about IPV has the potential to empower the woman to seek preventative assistance.

Rivara et al. (2007) conducted an 11-year longitudinal cohort study of 760 children of mothers with no history of IPVand 631
children of mothers with a history of IPV. Results indicated that IPV towards the mothers lead to significantly greater use of
primary care, specialty care, mental health, and pharmacy care by the children, even when the IPV ceased before their birth. If
the IPV continued during their childhood, their utilization of the ED and primary care facilities was greatly increased, and they
were 3 times more likely to use mental health services than children of mothers who did not experience IPV. These results
support the need to address all persons affected by IPV.

IPV AND MEN

Research focused on men who have experienced IPV is minimal, and only one study met the inclusion criteria for this CPG.
Mills, Avegno, and Haydel (2006) conducted a descriptive prospective verbal survey, using a convenience sample (N ¼ 55,
75% African American) from a large urban teaching ED to describe the prevalence and characteristics of males who suffer
from IPV, and to determine if current screening tools are accurate in men. The Hurt, Insult, Threatened with Harm (HITS) and
the Partner Violence Screen (PVS) were not sensitive screening tools in men when compared with the Revised Conflict Tactics
Scale (CTS-2) (considered the gold standard).

IPV SCREENING

There are many challenges and barriers to universal screening of patients presenting to the ED. O’Doherty et al. (2015)
employed the following definitions: universal screening as asking standardized questions to all women who present to the
healthcare organization; selective screening as questioning those in high risk groups such as pregnant women; routine inquiry
as when all are asked about IPV, but the questions vary among the healthcare workers; and case-finding as asking IPV
questions only when indications are present. Universal screening of women has the potential to prevent stigma and prejudice.
However, based on low to moderate levels of evidence, the WHO (2013) recommends against universal screening. They
suggest healthcare providers should be knowledgeable and trained to respond to a victim of IPV, and screen when their
assessment reveals physical and psychological indictors are present.

It is important to note that screening for IPV is only the first step in the intervention process. Evidence exists that simple, direct
questioning is an effective way for survivors to disclose IPV episodes, yet routine screening in healthcare facilities has not
always been successful (Olive, 2007). The purpose of screening is to identify victims of IPV who are either currently involved
in an IPV event or who have recently experienced IPV in order to offer interventions (O’Doherty et al., 2015).

MacMillan et al. (2009) conducted an RCT to examine the effectiveness of IPV screening and reporting of positive results to
healthcare providers. They also examined whether or not screening women for IPV resulted in harmful consequences. Eligible
women included those who presented for their own healthcare visit who were between 18–64 years of age and had been in a
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relationship with a man within the past 12months. Attrition was high, however; those retained in the study hadmore education
and lower scores on the screening tools. There was a small, non-significant reduction in IPV risk at 18 months for the screened
versus non-screened women (OR 0.82; 95% CI 0.32–2.12). Additionally, 44% of screened women discussed IPV with their
healthcare provider compared with 8% of non-screened women. The authors concluded there was no association between IPV
screening and increased harm among either group of women.

Svavarsdóttir (2010) conducted a descriptive cross-sectional study intended to evaluate the effectiveness of a self-reported
questionnaire and an interview to detect IPV within an ED and high-risk prenatal care clinic (HRPCC). Results indicated that
women are more likely to disclose physical abuse in face-to-face interview; women in the ED would disclose emotional and
sexual abuse when using a self-reported instrument; and women at the HRPCC would disclose emotional and sexual abuse
regardless of the method used.

O’Campo, Kirst, Tsamis, Chambers and Ahmad (2011) conducted a systematic review on the initial steps of the IPV clinical
management process including screening, risk assessment, and identification of IPV survivors. Twenty-three articles were
reviewed, representing 17 different screening programs. These programs incorporated screening components at multiple
levels, including the use of effective screening protocols, initial and ongoing training for healthcare providers, and providing
immediate access or referral to support services along with institutional support. These programs that broadly incorporated
multiple screening components were more effective in increasing IPV screening and disclosure/identification rates.

O’Doherty et al. (2015) conducted a systematic review to examine the evidence regarding the screening of women for IPVand
whether there were any harmful effects such as an exacerbation of IPV. Eight studies met the inclusion criteria and involved a
combined total of 10,074 participants from a variety of healthcare settings including the ED. The authors found screening
identified more women who have experienced IPV. However, they did not find any evidence of an effect of other outcomes
such as an increase in referrals, re-exposure to IPV, change in health status, or harmful effects 3–18 months after screening.
They therefore concluded that there is insufficient evidence to justify screening in healthcare settings (O’Doherty et al., 2015).

IPV SCREENING TOOLS

The ED environment requires specialized IPV screening tools (Table 3). Recent efforts in this area have focused on developing
short, simple, and sensitive IPV screening tools for the detection of lifetime physical, sexual, emotional (and mental) abuse
that comprises IPV. Paranjape and Liebschutz (2003), using a convenience sample of women (N ¼ 75) who were in a rela-
tionship (34%married), conducted a prospective survey and structured interviews with the intent to create a short, simple, and
sensitive screening tool for detection of lifetime IPV. Using 43 dichotomous screening questions intended to cover the
physical, sexual, and emotional aspects of IPV, followed by structured interviews, the authors found a 63% prevalence of
lifetime IPV (47 of 75), with 15% (11 of 75) experiencing IPV within the preceding 12 months. They reported that three
questions were very sensitive for the detection of IPV and these became the STaT questionnaire:

1. Have you ever been in a relationship where your partner has pushed or slapped you? (Sensitivity 87%, 95% CI 78–96;
Specificity 96%, 95% CI 90–100)

2. Have you ever been in a relationship where your partner has thrown, broken, or punched things? (Sensitivity 83%, 95%
CI 72–94; Specificity 82%, 95% CI 68–96)

3. Have you ever been in a relationship where your partner has threatened you with violence? (Sensitivity 79%, 95% CI
67–96; Specificity 96%, 95% CI 90–100) (Paranjape and Liebschutz, 2003, p. 236)

Rabin et al. (2009) conducted a systematic review to summarize IPV screening tools and the available psychometric data, and
assess the quality of the studies. Thirty-three studies were included and 21 different screening tools evaluated. The most
frequent IPV tools studied included the Hurt, Insult, Threaten, and Scream (HITS), Woman Abuse Screening Tool (WAST),
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Partner Violence Screen (PVS), and Abuse Assessment Screen (AAS). They concluded that, because of the small number of
studies conducted in healthcare settings, additional reliability and validity testing is needed. Therefore, because of the
complexity of IPV, there is no gold standard screening tool.

Svavarsdóttir and Orlygsdóttir (2015) conducted a cross-sectional study to determine if the disclosure of abuse was different in
women seen at the ED compared with those who were at a cafeteria or in a quiet reading room at a university. The Women
Abuse Screening Tool (WAST) was the instrument used, and it was administered via one of three collection procedures: 1)
self-report with paper/pencil (n¼ 53 at university sites, n¼ 44 at ED); 2) computer format (n¼ 53 at university sites, n¼ 48 at
ED); 3) face-to-face interview (n ¼ 60 at university sites, n ¼ 48 at ED). No significant differences in reporting of IPV were
identified based on the method of data collection. However, a higher proportion of women from the ED reported being a
survivor of IPV (ED, 27.9%; US, 9.65%; x2 ¼ 17.098, p < 0.001). Women from the ED scored higher on WAST compared
with the university sites (ED mean 14.46; university sites mean 12.67; t ¼ 2.385, p < 0.022). Svavarsdóttir and Orlygsdóttir
(2015) concluded that, although there were no differences found in the proportion of women who disclosed IPV via the paper-
and-pencil format, the computerized format, or interviews, healthcare workers should choose a screening method that bests
suits their environment.

Arkins, Begley, and Higgins (2016) sought to identify the best psychometrically tested screening tools to assess IPV in men
and women in the mental health setting. They reviewed 36 studies and found that, of the 10 screening tools utilized, only four
assessed all areas of IPV (physical, sexual, and psychological). Furthermore, only the Women Abuse Screen Tool (WAST),
Abuse Assessment Screen (AAS), and the Humiliation, Afraid, Rape, Kick (HARK) screens were validated against a
reference standard. The Women Abuse Screen Tool WAST) was evaluated in the ED and demonstrated sensitivity from 47%
to 88% and specificity from 89% to 95.6%, and was found suitable to screen men for IPV. The Abuse Assessment Screen
(AAS) was investigated in two ED studies with both men and women, and had a sensitivity of 93% and specificity of 55%. The
Humiliation, Afraid, Rape, Kick (HARK) screen demonstrated an 81% sensitivity and 95% specificity, and covered all areas
of IPV. The STaTwas validated in the ED, and demonstrated a sensitivity of 80.6–83% and a specificity of 91.7%; STaT does
not assess for sexual abuse or IPV in men, however.
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COMPUTERIZED SCREENING

Computerized screening for IPV has been shown to be an effective, time-efficient, and acceptable screening method. For
example, Trautman, McCarthy, Miller, Campbell, and Kelen (2007) conducted a quasi-experimental study to compare a
computer-based method of screening for IPV with usual care in a Level I adult trauma academic medical center ED. They
found the computer-based health survey with IPV questions identified more survivors of IPV compared with usual care only
(17.8% difference; 95% CI 13.9 to 21.7%). Houry et al. (2008) conducted a prospective observational study with a conve-
nience sample of 3,083 participants from a large urban university-affiliated ED to 1) investigate if disclosure of IPVon
computer screening in ED has safety issues (security issues, partner interference); 2) determine if survivors of IPV had short-
term safety problems at 1 and 3 months; 3) determine if providing resource information would result in contacting referrals or
measures to improve safety. Results indicated there were no safety issues reported after using the computer screening. At the
one-week follow-up, 15% of the participants reported contacting one resource, while at three months, 35% of the participants
reported contacting a resource.

Renker (2008) conducted an integrative review [2 randomized controlled trials (RCT), 1 quasi-experimental, 6 descriptive
studies] to identify and analyze findings from research studies on computer screening for IPV. The prevalence of IPV was
higher with computer-assisted self-interview (CASI) than with written or interview formats in all but one study, and the
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participants generally favored CASI. Ahmad et al. (2009) conducted an RCT to investigate the effectiveness of computerized
screening for identification of patients at risk for IPV. Participants were randomized to the computerized screening (n ¼ 140)
or usual care (n¼ 146). The overall prevalence of IPV, as determined by an exit poll, was 22% (62 of 286 participants). Results
indicated an 18% (25 of 139 participants) detection of IPV in the computerized screening group, and 9% (12 of 141 partic-
ipants) in the usual care group (adjusted RR 2.0, 95% CI 0.9 to 4.1). The authors concluded that computer-assisted screening
improved the opportunities to discuss IPV and improved the detection of women at risk.

Rickert et al. (2009) conducted an RCT of three screening approaches to determine IPV disclosure rates and satisfaction with
the screening process. Young women between the ages of 15 and 24 years of age (N¼ 699) were randomized into one of three
groups: basic questions, healthy relationship questions, and bidirectional questions. Participants in the basic question group
were asked three questions about IPV violence within the preceding 12 months and 2 questions about lifetime IPV. Partici-
pants in the healthy relationship question group were asked the same five questions from the basic question group along with
two questions eliciting the degree of partner respect and how they would rate their partners’ treatment of them. Women in the
bidirectional question group were asked the five basic questions along with whether they were the perpetrator, if they were
suspicious of their partners’ fidelity, and if there were any physical violence in the relationship. Each participant completed the
questionnaires using a computer. Trained healthcare providers were then asked to screen for IPV regardless of whether or not
the participant disclosed it. No significant differences were found between the three groups based on demographic or
reproductive health characteristics, suggesting that the randomization did not result in any bias. A significant difference was
noted (p < 0.03) regarding the time to complete the medical histories, with a 7.7-minute average in the basic question group,
8.6 minutes in the healthy relationship question group, and 8.3 minutes in the bidirectional question group. They also found
that the provider identified fewer survivors than the screening tools. In the total group, 31% indicated via the screening
procedure that they had experienced IPV, but only 18% of the healthcare providers identified IPV during their screening. The
authors also concluded that IPV tools can be easily incorporated in to the health history and that this screening process did not
interrupt the clinic flow.

Klevens et al. (2012) conducted an RCT, enrolling participants from 10 primary healthcare centers to determine the effect of
using computerized screening for partner violence plus provision of a partner violence resource list versus providing a partner
violence resource list only versus a control group that did not receive any IPV screening on women’s health in primary care
settings. Of the women participating (N ¼ 2,708), 9.9% (n ¼ 235) reported experiencing violence in the past year. Sixty-five
percent remembered receiving the list of resources, 32.9% shared the list with someone else, 6.3% used the list to contact
services, and 4.4% contacted agency providing IPV services. The authors concluded that, because the list of resources can be
considered a resource, this study demonstrates that providing a list of resources at the time of screening does not result in
significant health benefits. Hussain et al. (2015) conducted a systematic review and meta-analysis to assess the rate of IPV
disclosure in adult women, using three different screening tool administration methods: computer-assisted self-administered,
self-administered written, and face- to-face interviews. Six studies met inclusion criteria. When comparing a self-administered
computer-assisted screen versus a self-administered written screen, the odds of disclosing IPV were 23% greater with the
computer-assisted screen (OR 1.23, 95% CI 0.092–1.64; I2 ¼ 0%, p ¼ 0.16). In addition, they found the odds of disclosing
IPV did not differ whether self-administered written questionnaires or face-to-face interviews were conducted (OR 1.02, 95%
CI 0.77–1.35; I2 ¼ 49%). No differences were found in participant satisfaction with the different screening modalities. These
results indicate that when IPV survivors use a computer- assisted self-administered screening tool they are more likely to
disclose IPV than with face-to-face interviews or self-administered written tools.

Choo et al. (2016) employed a patient-centered mixed-methods approach to create and perfect the Brief Intervention for
Substance Use and Partner Abuse for Females in the ED (BSAFER), a computer-based intervention for drug-using women
reporting IPV in the ED. In this qualitative study, five themes were identified with supporting quotes. BSAFER was adapted
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from themes identified from the qualitative data. The program was beta-tested and reviewed by experts from the community
for acceptability, feasibility, and relevance of intervention elements in the program. Changes were made based on recom-
mendations. An open trial of BSAFER using 10 participants had overall positive responses. Only 5 (50%) completed a follow-
up (“booster”) call, which included a discussion of priorities, challenges to change, referral options, problem solving, and
encouragement. These booster calls are an important part of the process because they add a human element and are participant-
specific. Choo et al. (2015) investigated the women’s attitudes to the use of computers to screen and intervene in drug and
partner abuse. Using a convenience sample (N ¼ 17), they identified that women did not have problems with the use of the
computer tablet device and were comfortable giving information about abuse/drug use via the computer. However, they did
not feel that interventions using the computer were personal and preferred intervention through human interaction.

SCREENING BARRIERS

There are many barriers to screening for IPV that contribute to inconsistent efforts by healthcare providers. These include a
lack of training, inadequate experience, and the constraints (time and available resources) on providing emergency care (Hugl-
Wajek et al., 2012). Screening for IPV requires asking direct questions about patients’ experiences in such a manner as to
demonstrate compassion and understanding while assuring a private setting so as others may not overhear the conversation.
Allard (2013) and Houry et al. (2008) identified common barriers to screening and potential strategies to overcome them
(Table 4).
Table 4. Potential Strategies for Addressing Barriers to Screening for IPV
Gerlach et al. (2007) conducted a prospective, cross-sectional study using a convenience sample of 2,853 participants (63%
female) at an urban Level 1 trauma center to investigate whether the sex of the screener had an effect on self-reporting of IPV.
Positive IPV screens were reported by 48 females (2.7%) and 21 males (2.0%). There was no significant association between
the sex of the screener and the reporting of IPV for male (odds ratio 0.98, CI 0.35–2.72) or female (odds ratio 0.90, CI 0.45–
1.82) participants. IPV prevalence was considerably lower in this sample, which could indicate that face-to-face may not be
the most effective way to screen for IPV. These results may be skewed because they screened only from 7:00 am to midnight
for an 8-week period. Beynon, Gutmanis, Tutty, Wathen, and MacMillan (2012) investigated the barriers and facilitators to
asking questions about IPV. In a sample of nurses (n ¼ 597) and physicians (n ¼ 328), they found lack of time, behaviors
typical of women living with abuse, lack of education, language/cultural barriers, and partner presence were top barriers, while
education, community resources/professional support, and professional tools were listed as facilitators.
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Gutmanis, Beynon, Tutty, Wathen, and McMillan (2007) used a survey mailed to physicians and nurses (N ¼ 931; 60%
nurses) intended to identify specific barriers and facilitators to routine questioning regarding IPV, and found that 50% had
personal experience with IPV (themselves, friend, and/or relative). Among the barriers described by participants, eight themes
emerged that affected routine IPV questioning (self-confidence, preparedness, comfort following disclosure, practitioner lack
of control, professional supports, abuse inquiry, practice pressures, and practitioner consequences of asking). Training and
professional experience were associated with increased comfort in IPV screening and intervention.
Nurses’ Role in IPV Screening

Al-Natour, Qandil, and Gillespie (2016) investigated the role and practices of Jordanian nurses in screening for IPV. Through
semi- structured interviews of a purposive sample of six female and six male nurses, four themes emerged: 1) IPV was not
commonly screened for; 2) advantages and disadvantages of IPV screening were identified; 3) four sub-themes blocking
screening included: a) lack of knowledge about IPV and screening practices; b) prioritizing medical care over safety and
screening; c) unfamiliarity with policies and protocols; d) the conservative culture of Jordan; and 4) nurses felt happy and
satisfied when screening occurred, helpless and guilty when it did not. Al-Natour et al. (2016) concluded that increasing
awareness of the need for screening for IPV along with education and experience aids the practitioner in adopting IPV
screening practices. Feder et al. (2011) tested the effectiveness of a program of training and support intended to improve the
response of primary healthcare practices to domestic violence, focusing on identification, appropriate initial response, and
referrals to an advocacy program. There was a seven-fold difference between the training and support intervention group
versus the no-training group. The number of patients identified who experienced IPV and the number of recorded referrals
were substantially increased. In Finland, Husso et al. (2012), through a convenience sample of nurses, physicians, social
workers, and psychologists (N ¼ 30, 73% female) sought to explore professionals’ processes of making sense of violence
interventions and their organization’s practices in this area. They found DV can be framed in 4 ways: 1) practical (where to
refer); 2) medical (how to define in medical terms); 3) psychological (feelings and experiences of the patient); 4) individu-
alistic frames (unique for each individual). With the expectation that nurses screen all women for IPV, lack of training and
knowledge often leads to feelings of inadequacy and frustration that may result in a failure to obtain 100% screening for IPV.

Ahmad et al. (2017) conducted a rapid review of the literature to explore available IPV screening tools utilized in the ED and to
investigate the impact of IPV screening in the ED. They included 12 studies related to IPV screening interventions and 12
studies that investigated the barriers to IPV screening. Results of this investigation indicated that routine or universal
screening for IPV results in higher identification rates, and that women who screen positive are more likely to experience IPV
in the following few months. Additionally, Ahmad et al. (2017) found that nurses and healthcare providers do screen patients
with obvious signs of IPV and selectively screen others who do not present with obvious signs of IPV.

Healthcare providers are in a unique position to screen for IPV when victims present to the ED. However, IPV screening is
fraught with numerous challenges including who to screen (selective verses universal screening) and what screening tool and
method of screening to use (face-to-face, pen and pencil, computerized). Additionally, numerous barriers exist which adds to
the complexity of this issue. To be beneficial to the victim of IPV, the provider’s response to a patient’s disclosure should be
nonjudgmental, nondirective, and knowledgeable (Alvarez, Fedock, Grace and Campbell (2017).

INTERVENTIONS

It is important to note that, owing to the complexity and sensitive nature of IPV, conducting clinical research with people who
have experienced IPV has many methodological challenges (Sprague et al., 2017). A person experiencing IPV may be
anywhere on the change continuum. For example, some IPV victims may be contemplating leaving their relationship or have
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previously attempted to leave, while other victims may be experiencing IPV for the first time. It is essential that healthcare
personnel be cognizant of these situations and offer appropriate interventions.

Edwardsen and Morse (2006) suggested that education, prevention, and early intervention may alleviate the potential psy-
chological, physical, and economic burden survivors of IPVmay experience. Knowing that approximately 84 to 95% of IPV is
perpetrated against women, they investigated the educational impact of placing the Alternatives for Battered Women (ABW)
and the Men’s Education for Non-Violence pamphlets in a single occupancy restroom. Research assistants were trained to ask
each person who exited the restroom if they wanted to participate in a research study. They found that 65/122 (53%) noticed
the materials; 10/122 (8%) read the materials; 7/122 (6%) kept the materials; and 19/122 (16%) acknowledged they knew
someone who could benefit from the materials. The results of this study indicate that providing resource information that
individuals can access privately may be an important step in a multi-faceted approach to IPV intervention.

McFarlane, Groff, O’Brien and Watson (2006) conducted a randomized clinical trial of 319 women over a two-year period to
test two interventions to determine if the number of threats of abuse, assaults, danger risks for homicide, and work harassment
declined while adopted safety measures and use of community resources increased. The first intervention included an abuse
assessment and a referral card. The second intervention included both the abuse assessment and referral card along with
nursing case management services. Between baseline and 24 months, both groups saw significantly fewer threats of abuse,
assaults, danger risks for homicide, and work harassment, and both groups practiced significantly more safety behaviors (p<
0.001). There was a significant decline in the use of community resources, however (p < 0.001). There were no significant
differences between the groups.

Roberts (2007) conducted a grounded theory and ethnographic study in prison, police departments, and shelters for battered
women to develop a 5-level classification schema or continuum of the duration and severity of IPV. The author asserted the
importance of documenting the duration and intensity of IPV histories using a 5-level scale (Level 1, short-term; Level 2,
intermediate; Level 3, intermittent long-term; Level 4, chronic and predictable; Level 5, homicidal) because survivors of
short-term or intermediate patterns of abusive behaviors may be more accepting of assistance than long-term survivors. In-
terventions can be geared to the type of abuse pattern detected. This scale is intended to be used by behavioral health, family
counselors, and other mental health clinicians.

Power, Bahnisch, and McCarthy (2011) conducted a mixed-methods study to evaluate the impact of a domestic and family
violence screening program. More specifically, they investigated whether the introduction of a screening tool increased re-
ferrals to the hospital’s social work team. They concluded that the introduction of this screening program substantially
increased referrals by 213%.

Nelson et al. (2012) conducted a systematic review of 33 studies to investigate evidence of the effectiveness of screening and
interventions for women in healthcare settings that are effective in reducing IPVand other unfavorable health outcomes. The
diagnostic accuracy of screening interventions and the adverse effects of IPV screenings and interventions were also
addressed. Only one fair-quality RCTevaluated the effectiveness of IPV screening. The authors found 15 fair-to-good studies
that evaluated 13 screening instruments, and six RCTs that evaluated interventions to reduce IPV. These results were largely
consistent, indicating counseling interventions provided benefits. Additionally, the authors found that few studies reported
adverse effects of screening and interventions.

Rhodes et al. (2015) conducted a randomized controlled trial utilizing a motivational intervention provided at the time of the
patient’s ED visit to determine if it would reduce IPVand heavy drinking. This study was conducted with 600 female patients
between the ages of 18 and 64 years at two US academic urban EDs. They assessed whether the participants had engaged in
heavy drinking or experienced IPV within the previous week. Participants in the experimental group received a 20- to 30-
minute motivational intervention, whereas the control group received routine care. They found no significant differences
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between intervention group and the control group for IPV (OR 1.02; 95%CI 0.98–1.06) and heavy drinking (OR 0.99, 95%CI
0.96–1.03. These results do not support the use of a brief motivational intervention in women who drink heavily and expe-
rience IPV.

WHO GUIDELINES

The WHO (2013) offers guidelines that should be integrated into healthcare providers’ practice; Table 5 provides a summary
of these guidelines:
Table 5. Summary of theWorld Health Organization’sViolenceAgainstWomen: Guidelines for Health Sector
Response
Healthcare providers have a unique opportunity to screen for and offer assistance to those who disclose they are victims of IPV.
The majority of research on IPV is focused on identification of victims and providing assistance, with outcomes that are often
inconclusive and conflicting (Sprague et al., 2017). The complexity of IPV makes designing policies and procedures to
identify victims and offer assistance with outcomes more difficult. However, it has been demonstrated that healthcare pro-
viders should educate themselves on IPVand reflect on their own values and beliefs. Healthcare organizations should provide
adequate support for the IPV victim and healthcare providers, including up-to-date policies and procedures, and access to
community and institutional resources.

SUMMARY

The focus of this CPG is on the effectiveness of screening for IPV in the emergency department and the implementation of
appropriate interventions. Controversy exists as to whether ED nurses should universally or randomly screen for IPV. It is
clear, however, that because of the inflammatory nature of IPV, it is important for the screening, using whatever method
individual institutions support, is completed in a private area. Each institution should have a comprehensive plan in place that
includes screening procedures, screening tools, access to referral agencies on a 24/7 basis, and educational programs for all
providers involved in IPV screening.
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Synopsis
CLINICAL QUESTION:

For adult (18 and older) emergency department patients, how effective is screening and/or intervention for intimate partner
violence?

PROBLEM:

Intimate partner violence (IPV) is a serious public health concern that can result in numerous long-term negative physical and
psychological effects. The World Health Organization (WHO) recognizes IPV as a global health and societal issue (WHO,
2013) and describes IPVas behaviors that occur within an intimate relationship that cause physical, psychological, or sexual
harm to those within the relationship (WHO, 2012). Intimate partner violence includes both men and women and occurs
across all socioeconomic, religious, and cultural groups (WHO, 2012). Examples of IPV acts include physical violence
(hitting, slapping, kicking, beating), sexual violence (forced/coerced sexual activity), psychological abuse (insults, belittling,
intimidation, humiliation, harmful threats, threats to take away children), and controlling behaviors (isolating from friends and
family, stalking, restricting access to resources such as finances, employment, education, or medical care) (Nelson, Bougatsos,
& Blazina, 2012). Nurses practicing in emergency departments (ED) are expected to recognize, assess, and intervene when
patients present with suspected IPV (Nielson, 2018). This Clinical Practice Guideline (CPG) focuses on the effectiveness of
screening for IPV in the emergency department and the implementation of appropriate interventions.

ENA Clinical Practice Guidelines (CPGs) are evidence-based documents that facilitate the application of current evidence into everyday emergency nursing
practice. CPGs contain recommendations based on a systematic review and critical analysis of the literature about a clinical question. CPGs are created
following the rigorous process described in ENA’s Requirements for the Development of Clinical Practice Guidelines. The purpose of CPGs is to positively
impact patient care in emergency nursing by bridging the gap between practice and currently available evidence.

Access the full CPG at: www.jenonline.org
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ENA’s Clinical Practice Guidelines (CPGs), including the information and recommendations set forth herein (i) reflect ENA’s
current position with respect to the subject matter discussed herein based on current knowledge at the time of publication; (ii) is
only current as of the publication date; (iii) is subject to change without notice as new information and advances emerge; and
(iv) does not necessarily represent each individual member’s personal opinion. The positions, information and recommenda-
tions discussed herein are not codified into law or regulations. Variations in practice and a practitioner’s best nursing judgment
may warrant an approach that differs from the recommendations herein. ENA does not approve or endorse any specific sources
of information referenced. ENA assumes no liability for any injury and/or damage to persons or property arising from the use of
the information in this Clinical Practice Guidelines.
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