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Introduction: While age, sex, and race/ethnicity of victims of intimate partner violence (IPV) have been
described, little has been examined regarding other characteristics. We aim to characterize occupation
and education levels of female victims of IPV homicide.

Methods: We retrospectively reviewed the National Violent Death Reporting System from 2003 to 2015
for victims of IPV homicide. Occupation, industry, and education fields were examined to categorize
victims according to the 2010 Standard Occupation Classification.

Results: 4931 female victims of IPV were included. When clustering by job type, no single group
dominated. Most victims had completed at least high school, with approximately 20% having at least
some college.

Conclusion: Occupation and education level of women victims do not predict or protect against homicide
in IPV, and these details are often omitted in data collection. This underscores the societal ubiquity of this
public health crisis and argues for universal screening and better data collection, including in surgical

populations.

© 2019 Elsevier Inc. All rights reserved.

Introduction

Multiple studies of universal screening in trauma populations
have demonstrated that intimate partner violence (IPV) is prev-
alent; indeed, trauma patients appear to be at higher risk
compared to the general population."> However, the vast majority
of patients who are victims of IPV do not endorse presenting to the
trauma service due to injuries that are the direct result of IPV.?
This may be due in part to underreporting of IPV, but is also
likely due to the fact that IPV is associated with other risk factors
for trauma, including substance abuse and mental health
issues."*,

Homicide represents the most severe consequence of IPV, and it
is estimated that approximately half of all female homicides are the
result of IPV.>® Most female victims of IPV experience physical
abuse by the perpetrator prior to death.®’ Many victims of IPV
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homicide have had contact with the healthcare system prior to
their deaths, with almost half of all female victims of IPV homicide
seen in the Emergency Room within 2 years of their death.” Given
the high prevalence of IPV in the trauma population, the trauma
admission has been endorsed as a unique opportunity to screen for
IPV and provide appropriate support and services;’~° however, this
likely misses a significant proportion of women at risk.

Epidemiology of IPV homicide has been addressed with regard
to the age, sex, race and ethnicity of victims. However, little pub-
lished literature has examined occupational and education levels of
women who are victims in the United States to better characterize
those at risk. We examined patterns in educational achievement
and occupation of female victims of IPV homicide in a multi-state
database.

Material and methods

This study is a retrospective review of the National Violent
Death Reporting System (NVDRS) data from years 2003—2015. This
study falls into the category as exempt by the Colorado Multiple
Institutional Review Board. The NVDRS is an active surveillance


mailto:heather.carmichael@ucdenver.edu
mailto:heather.carmichael@cuanschutz.edu
mailto:heather.carmichael@cuanschutz.edu
mailto:lauren.steward@cuanschutz.edu
mailto:catherine.velopulos@cuanschutz.edu
http://crossmark.crossref.org/dialog/?doi=10.1016/j.amjsurg.2019.07.021&domain=pdf
www.sciencedirect.com/science/journal/00029610
www.americanjournalofsurgery.com
https://doi.org/10.1016/j.amjsurg.2019.07.021
https://doi.org/10.1016/j.amjsurg.2019.07.021
https://doi.org/10.1016/j.amjsurg.2019.07.021

H. Carmichael et al. / The American Journal of Surgery 218 (2019) 744—748 745

# of homicide cases in
NVDRS* (2003-2015):

58,591
N J
a ¢ g
# female homicide cases:
13,310
. <3 b 4

v

s N
# of cases suspected IPV: # excluded for multiple suspects:
4980 49
. J

y

4931 female IPV homicide victims
* 4861 killed by a male partner (98.6%)
* 70killed by a female partner (1.4%)

*National Violent Death Reporting System

Fig. 1. Flow diagram of subject selection.

system funded by the Centers for Disease Control and Prevention
(CDC). The system is currently active in 40 states, the District of
Columbia, and Puerto Rico, providing a census of all violent deaths
occurring in those regions. The NVDRS collects information
regarding all violent deaths occurring in participating states as well
as deaths of residents of participating states (see Table 1). Violent
deaths include homicides, suicides, accidental firearm deaths, and
undetermined deaths that may be violent in nature. Although the
NVDRS is not currently a nationwide data set, our prior work has
highlighted that homicides in the database have a similar de-
mographic distribution to all homicides in 2015 in the United States
as reported by the Federal Bureau of Investigation's Uniform Crime
Reporting Program in terms of sex and race/ethnicity of the victims,
as well as a nearly identical breakdown of weapon type used in the
incidents.'’ The information in the database is collected by trained
data abstractors from multiple sources including death certificates,
coroner and medical examiner records, and law enforcement re-
ports. The database includes demographic information about the
victims, any identified suspects, and circumstances of the death.
Victims in the NVDRS with a manner of death specified as
“homicide” were identified. Deaths were determined by the
abstractor to be homicides if a preponderance of evidence based on
the death certificate, legal documentation, and coroner medical

Table 1
States participating in NVDRS during years 2003—2015, by year joined.

NVRDS States by Year Joined

2003
Alaska New Jersey South Carolina
Maryland Oregon Virginia
Massachusetts
2004
Colorado North Carolina Rhode Island
Georgia Oklahoma Wisconsin
2005
Kentucky New Mexico Utah
2011

Ohio
2014

Michigan
2015
Arizona Kansas New Hampshire
Connecticut Maine New York
Hawaii Minnesota Vermont

examiner documentation determined that someone used lethal
force against the victim. For the purposes of this study, the rela-
tionship between the victim and the primary suspect was used to
identify victims of intimate partner violence, and male victims
were excluded. Deaths were categorized as being the result of
intimate partner violence (IPV) if the primary relationship between
the suspect and victim fell into one of the following categories:
spouse, ex-spouse, boyfriend or girlfriend, ex-boyfriend or girl-
friend, and boyfriend or girlfriend unspecified if current or ex. Cases
with more than one suspect were excluded from the study, so as to
only include cases where there was a high likelihood of IPV being
the cause of death.

Occupation and occupational industry are entered as a free text
field in the NVDRS by data abstractors. Therefore, an algorithm was
used to categorize victims according to the 2010 Standard Occu-
pation Classification (SOC).”> Direct matching was initially
attempted using the Direct Matching Text File (DMTF). In cases
where there was no direct match, a keyword search was employed.
Finally, in cases where a keyword approach also failed, the free text
occupation field was manually classified. The R Project for Statis-
tical Computing was used for all data analysis.

Results

A total of 58,591 homicide cases were included in the NVDRS for
the years 2003—2015. Of these, the victim was female in 13,310
cases (22.7%). There were a total of 4980 potential female victims of
IPV; 49 cases were excluded due to the presence of multiple sus-
pects, leaving 4931 cases (37.0% of all female victims) where the
single suspect was a current or former intimate partner. When
cases with no known suspect (n = 3915) and victim age less than 10
years (n = 1317) were excluded from the total pool of female vic-
tims, 59.2% of female deaths were IPV-related. The vast majority of
female IPV victims (n = 4861, 98.6%) were killed by a male intimate
partner (see Fig. 1).

The majority of female IPV victims were non-Hispanic white
(n=2720, 55.2%), followed by black (n = 1403, 28.5%) and Hispanic
(n=473, 9.6%). Median age of victims was 38 years old (range
11-95). In most cases, the weapon used was a firearm (n =2877,
58.3%), followed by sharp weapons (n =913, 18.5%) and strangu-
lation or drowning (n =485, 9.8%).

Education level, although relatively easy to obtain, was not
documented in 45% of cases. Most victims with known education
level had completed at least high school, with about 20% docu-
mented as having at least some college (Table 2).

Of the 4931 victims, occupation could be classified by direct
matching in 543 cases (11.8%). An additional 2709 (54.9%) could be
classified according to keywords. This left n = 1679 cases (34.0%)
where manual classification was performed according to the SOC

Table 2
Education level of victims.

Education N =4931(%)
Some School 557 (11.3)
<8th Grade 119 (24)
9-12th 438 (8.9)
High School/GED 1145 (23.2)
College/University 984 (20.2)
Some college credit 425 (8.6)
Associate 239 (4.8)
Bachelor 245 (5.0)
Master 67 (1.4)
Doctorate 18 (0.4)
Unknown 2235 (45.3)
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by a single coder. There were 336 cases (6.8%) where occupation
was unknown or unable to be classified.

Occupations of victims were diverse and no single job classifi-
cation predominated (Table 3). Although many victims were in
service-related fields (n=1064, 21.6%) or were unemployed/
worked in the home (n =913, 18.5%), there were also many victims
who were businesswomen or professionals (n =790, 16.0%).

As noted in our prior work, the predominant weapon in these
incidents was a firearm (n = 2877, 58.3%). There were differences in
the rate of firearm-related incidents based on occupation of the
victim. In particular, women in military/security occupations were
more likely to be fatally injured by a firearm compared to other
occupations (67.6% vs. 58.1%, p <0.001). Women who were unem-
ployed or worked in the home were less likely to be fatally injured
by a firearm compared to other occupations (53.6% vs. 59.4%,
p=0.001).

Discussion

Prior studies considering occupation and education level of
domestic violence victims have been conducted primarily in the
international setting — in the Middle East, Southern Asia, and Af-
rica. Several studies have shown decreased rates of violence asso-
ciated with education level and employment.'>!* Other studies
have shown no association with education level or occupation, or
mixed effects depending on societal norms.'>'® Few studies in the
United States have focused on occupation or educational status of
victims. To our knowledge no prior national studies have analyzed
victims based on specific occupation class, instead focusing on
women who work in the home versus women who work outside
the home."”

Our results indicate that IPV homicide in the United States oc-
curs across lines of education and occupation. Of those women with
a known education level (n=2696), the vast majority had
completed high school (n=2139, 79.3%), with many completing

Table 3
Occupation of victims.

Occupation N =4931(%)
Business/Management/Professional 790 (16.0)
Management 269 (5.6)
Medical Professions 247 (5.0)
Business/Finance 125 (2.5)
Professional — Other 149 (3.0)
Education 418 (8.5)
Teaching 322 (6.5)
Current Student 96 (1.9)
Administrative/Assistants 790 (16.0)
Secretarial/Clerical 467 (9.5)
Medical Assistants 323 (6.6)
Services 1064 (21.6)
Restaurant/Food Services 388 (7.9)
Sales/Retail 347 (7.0)
Personal and Other Services 218 (4.4)
House Cleaning/Home Services 111 (2.3)
Services — Other 54 (1.1)
Industry 430 (8.7)
Factory/Production 215 (4.4)
Industry - Other 215 (4.4)
Security/Military 108 (2.2)
Home 913 (18.5)
Homemaker/Retired 760 (15.4)
Unemployed/Disabled 153 (3.1)

Self-Employed/Other 82 (1.7)

Unknown 336 (6.8)

Table 4
Intimate partner violence national resources.

Hotlines:

National Domestic Violence Hotline

National Organization for Victim
Assistance

National Sexual Assault Hotline

National Dating Abuse Hotline

800-799-SAFE (7233)
800-879-6682

800-656-HOPE (4673)
866-331-9474/866-331-8453
(TDD)
National Association of Working Women 800-522-0925
National Center for Victims of Crime 800-FYI-CALL
National Suicide Prevention Lifeline 800-273-8255
Lesbian, Gay, Bisexual and Transgender = 888-843-4564
National Hotline
Web Sites:
National Resource Center on Domestic
Violence
National Network to End Domestic
Violence
National Coalition Against Domestic
Violence
Futures Without Violence
Office on Violence Against Women
National and State Suicide Resources
Office on Women's Health

ncadv.org
nnedv.org
ncadv.org

futureswithoutviolence.org
usdoj.gov/ovw
suicidehotlines.com
Womenshealth.gov/
relationships-and-safety

some college or beyond (n =984, 36.5%). All occupation classifica-
tions had women affected by IPV homicide. A not insignificant
number of women were in professional or management-level oc-
cupations (n = 790, 16.0%), and only 18.5% of victims were listed as
unemployed or working in the home. These results highlight that
IPV is a public health crisis that can affect all women, and argue for
universal screening in healthcare settings.

Although feasibility of universal screening of trauma patients
has been demonstrated, and is endorsed by multiple national
trauma organizations, it is not universally practiced."18—20
Numerous barriers to implementation exist, including lack of
physician education, lack of resources, and concerns about the
effectiveness of screening measures.’’ In one study, even when
trauma residents underwent training on IPV detection, rates of
screening in female trauma evaluations increased only minimally,
from 39.9% to 46.1%.%> Some concern still exists amongst physicians
about whether screening negatively impacts patient perceptions of
care, although studies have shown overwhelmingly positive re-
sponses of women to universal screening in the healthcare
setting.”> There is also the concern that screening might actually
increase risk of violence to victims, but there is currently no evi-
dence to support this assertion.”* This being said, multiple studies
have shown that screening tools are only effective at reducing
further violence when combined with providing comprehensive
support services for identified victims.?

While currently a significant missed opportunity, focusing only
on screening in the trauma setting is likely insufficient as there are
still many victims who never present to the ED prior to the homi-
cide event. As previously noted, while it is true that the trauma
population has a higher prevalence of IPV, the majority of patients
who screen positive are presenting to the healthcare setting for
reasons unrelated to their IPV.> However, these victims may pre-
sent to other providers for specialized care such as gynecologic or
elective surgical procedures. The American College of Surgeons
initiated their “Statement on Intimate Partner Violence” in 2014
recognizing it as a “major public health problem” and calling on
surgeons to “play a leadership role in their communities, hospitals,
and medical schools in initiatives to prevent and treat domestic
violence.”” Several healthcare providers have been highlighted in
the media recently as the victims of intimate partner homicide/
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suicide, including a prominent transplant surgeon, highlighting
how this is not just an issue for people generally considered at risk
for harm. While screening and intervention is often left to the
domain of primary care or to the emergency room/trauma settings,
many other providers, including non-trauma surgeons may see
these patients first as many of them are young and access primary
care at a low rate. As surgeons we are frequently the primary portal
of entry into the healthcare system. While trauma surgeons are
particularly well-positioned to recognize and screen for intimate
partner violence, all surgeons have the potential to serve as the only
contact within the healthcare system for those at risk for intimate
partner violence (see Table 4).182>

This study focused on female victims of IPV homicide. It should
be noted that in our data set, approximately 20% of IPV victims were
male. Although this study focused on female victims of IPV homi-
cide, prior studies have demonstrated similar rates of intimate
partner and/or sexual violence (IPSV) in both male and female
trauma patients.! Therefore, we argue that universal screening of
patients should include both men and women. We further argue
that universal screening should apply to all healthcare settings, not
just primary care or emergency settings. There are multiple vali-
dated screening tools, with a compiled list from the CDC of 35 in-
struments.”® Two commonly used ones for surgical patients are
HITS (Hurt, Insult, Threaten and Scream)?’ and PVS (Partner
Violence Screen).”® The American College of Surgeons Committee
on Trauma is currently working on Best Practices Guidelines
regarding this issue, and the Association of Women Surgeons has
issued a statement on IPV, with a call for universal screening since
“it is found in all ethnic groups, religions, socioeconomic strata, and
both sexual minority and majority populations.”*®

There are several limitations to this study. This is a retrospective
review of data from a large, prospectively collected database.
Although data is collected from multiple states, it is not, as of the
time of this study, a completely representative database for all of
the United States. There are currently 40 states plus Puerto Rico and
Washington, DC, participating, but the majority of these states were
not added until 2016, which is the most recent data that we have.
Despite this, data come from a diverse representation of states both
in terms of size, demographics, and legislative policies. Classifica-
tion of occupations may have been incorrect when performed
manually; however, the diversity of information makes this likely
fairly representative. Finally, we were unable to compare to
national-level data on the distribution of occupations amongst
women generally, so we are unable to provide estimations of true
relative risk of IPV homicide based on occupation or educational
status. Unfortunately, we are unable to identify any publicly avail-
able resource that documents percentage of the female labor force
involved in different occupations at the state level, or documents
changes in this distribution over time.

Conclusions

Our data indicate that all women, regardless of occupation or
educational attainment, are at risk of homicide in intimate partner
violence. This underscores the societal ubiquity of this public health
crisis and argues for universal screening in all healthcare settings.
Despite the comprehensive nature of the data sources in the
NVDRS, these easily obtained details are often omitted in data
collection. This argues for increased acknowledgement of the
importance of these victims, understanding who they are, and
collecting all relevant data to inform intervention strategies.

Acknowledgements

This work was supported by the Centers for Disease Control and

Prevention (Cooperative Agreement Number 5 NU17CE002593-
04). Its contents are solely the responsibility of the authors and do
not necessarily represent the official views of the Centers for Dis-
ease Control and Prevention or the Department of Health and
Human Services.

References

1. Zakrison TL, Ruiz X, Gelbard R, et al. Universal screening for intimate partner
and sexual violence in trauma patients. | Trauma Acute Care Surg. 2017;83(1):
105—110. https://doi.org/10.1097/TA.0000000000001495.

2. Guth AA, Pachter HL. Domestic violence and the trauma surgeon. Am J Surg.
2000;179(2):134—140. https://doi.org/10.1016/S0002-9610(00)00245-2.

3. Weinsheimer RL, Schermer CR, Malcoe LH, Balduf LM, Bloomfield LA. Severe
intimate partner violence and alcohol use among female trauma patients.
J Trauma. 2005;58(1):22—29. https://doi.org/10.1097/01.TA.0000151180.
77168.A6.

4. Hink AB, Toschlog E, Waibel B, Bard M. Risks go beyond the violence: associ-
ation between intimate partner violence, mental illness, and substance abuse
among females admitted to a rural Level I trauma center. ] Trauma Acute Care
Surg. 2015;79(5):709—714. https://doi.org/10.1097/TA.0000000000000856.

5. When Men Murder Women. Washington D.C; 2016. http://www.vpc.org/studies/
wmmw2016.pdf.

6. Moracco KE, Runyan CW, Butts JD. Femicide in North Carolina, 1991-1993: a
statewide study of patterns and precursors. Homicide Stud. 1998;2(4):422—446.
https://doi.org/10.1177/1088767998002004005.

7. Sharps PW, Koziol-McLain ], Campbell ], McFarlane ], Sachs C, Xu X. Health care
providers' missed opportunities for preventing femicide. Prev Med (Baltim).
2001;33(5):373—380. https://doi.org/10.1006/pmed.2001.0902.

8. Davis JW. Domestic violence: the “Rule of thumb”: 2008 western trauma as-
sociation presidential address. J Trauma Inj Infect Crit Care. 2008;65(5):
969—-974. https://doi.org/10.1097/TA.0b013e31817f9e6f.

9. Wadman MC, Muelleman RL. Domestic violence homicides: ED use before
victimization. Am | Emerg Med. 1999;17(7):689—691. https://doi.org/10.1016/
S0735-6757(99)90161-4.

10. CDC. The national violent death reporting system (NVDRS). Div Violence Prev.
2011:1-6. https://doi.org/10.1016/j.amepre.2016.07.022.

11. Uniform Crime Reporting (UCR) Program — FBI. https://www.fbi.gov/services/
cjis/ucr. Accessed November 27, 2018.

12. Office for National Statistics. Standard occupational classification 2010. Pal-
gra. 2010;3:70. http://www.palgrave-journals.com/elmr/journal/v5/n3/pdf/
elmr201131a.pdf?origin=publication_detail.

13. Semahegn A, Mengistie B. Domestic violence against women and associated
factors in Ethiopia; Systematic review. Reprod Health. 2015;12(1). https://
doi.org/10.1186/s12978-015-0072-1.

14. Singh BP, Singh KK, Singh N. Couple interaction and predicting vulnerability to
domestic violence in Uttar Pradesh, India. J Interpers Violence. 2014;29(12):
2304—2324. https://doi.org/10.1177/0886260513518432.

15. Andersson N, Ho-Foster A, Mitchell S, Scheepers E, Goldstein S. Risk factors for
domestic physical violence: national cross-sectional household surveys in eight
southern African countries. BMC Womens Health. 2007;7. https://doi.org/
10.1186/1472-6874-7-11.

16. Heise LL, Kotsadam A. Cross-national and multilevel correlates of partner
violence: an analysis of data from population-based surveys. Lancet Glob Heal.
2015;3(6):332—e340. https://doi.org/10.1016/52214-109X(15)00013-3.

17. Caetano R, Vaeth PAC, Ramisetty-Mikler S. Intimate partner violence victim
and perpetrator characteristics among couples in the United States. ] Fam
Violence. 2008;23(6):507—518. https://doi.org/10.1007/s10896-008-9178-3.

18. Crandall M, Schwab J, Sheehan K, Esposito T. Illinois trauma centers and inti-
mate partner violence: are we doing our share? ] Interpers Violence.
2009;24(12):2096—2108. https://doi.org/10.1177/0886260508327702.

19. American College of Surgeons Statement on Domestic Violence; 2000. https://
www.facs.org/about-acs/statements/32-domestic-violence. Accessed May 7,
2018. Published.

20. Sisley A, Jacobs LM, Poole G, Campbell S, Esposito T. Violence in America: a
public health crisis-domestic violence. | Trauma. 1999;46(6):1103—1105.

21. Waalen J, Goodwin MM, Spitz AM, Petersen R, Saltzman LE. Screening for
intimate partner violence by health care providers: barriers and interventions.
Am ] Prev Med. 2000;19(4):230—237. https://doi.org/10.1016/S0749-3797(00)
00229-4.

22. Sims C, Sabra D, Bergey MR, et al. Detecting intimate partner violence: more
than trauma team education is needed. ] Am Coll Surg. 2011;212(5):867—872.
https://doi.org/10.1016/j.jamcollsurg.2011.01.003.

23. Phelan MB. Screening for intimate partner violence in medical settings. Trauma
Violence Abus. 2007;8(2):199—213. https://doi.org/10.1177/1524838007301221.

24. O'Doherty L, Hegarty K, Ramsay ], Davidson LL, Feder G, Taft A. Screening
women for intimate partner violence in healthcare settings. Cochrane Database
Syst Rev. 2015;2015(7). https://doi.org/10.1002/14651858.CD007007.pub3.

25. Crandall ML, Nathens AB, Rivara FP. Injury patterns among female trauma
patients: recognizing intentional injury. J Trauma Inj Infect Crit Care. 2004.
https://doi.org/10.1097/01.TA.0000135491.59215.86.

26. Gerberding JL, Falk H, Arias I, Hammond WR. Intimate Partner Violence and


https://doi.org/10.1097/TA.0000000000001495
https://doi.org/10.1016/S0002-9610(00)00245-2
https://doi.org/10.1097/01.TA.0000151180.77168.A6
https://doi.org/10.1097/01.TA.0000151180.77168.A6
https://doi.org/10.1097/TA.0000000000000856
http://www.vpc.org/studies/wmmw2016.pdf
http://www.vpc.org/studies/wmmw2016.pdf
https://doi.org/10.1177/1088767998002004005
https://doi.org/10.1006/pmed.2001.0902
https://doi.org/10.1097/TA.0b013e31817f9e6f
https://doi.org/10.1016/S0735-6757(99)90161-4
https://doi.org/10.1016/S0735-6757(99)90161-4
https://doi.org/10.1016/j.amepre.2016.07.022
https://www.fbi.gov/services/cjis/ucr
https://www.fbi.gov/services/cjis/ucr
http://www.palgrave-journals.com/elmr/journal/v5/n3/pdf/elmr201131a.pdf?origin=publication_detail
http://www.palgrave-journals.com/elmr/journal/v5/n3/pdf/elmr201131a.pdf?origin=publication_detail
http://www.palgrave-journals.com/elmr/journal/v5/n3/pdf/elmr201131a.pdf?origin=publication_detail
https://doi.org/10.1186/s12978-015-0072-1
https://doi.org/10.1186/s12978-015-0072-1
https://doi.org/10.1177/0886260513518432
https://doi.org/10.1186/1472-6874-7-11
https://doi.org/10.1186/1472-6874-7-11
https://doi.org/10.1016/S2214-109X(15)00013-3
https://doi.org/10.1007/s10896-008-9178-3
https://doi.org/10.1177/0886260508327702
https://www.facs.org/about-acs/statements/32-domestic-violence
https://www.facs.org/about-acs/statements/32-domestic-violence
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref20
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref20
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref20
https://doi.org/10.1016/S0749-3797(00)00229-4
https://doi.org/10.1016/S0749-3797(00)00229-4
https://doi.org/10.1016/j.jamcollsurg.2011.01.003
https://doi.org/10.1177/1524838007301221
https://doi.org/10.1002/14651858.CD007007.pub3
https://doi.org/10.1097/01.TA.0000135491.59215.86

748

27.

28.

H. Carmichael et al. / The American Journal of Surgery 218 (2019) 744—748

Sexual Violence Victimization Assessment Instruments for Use in Healthcare
Settings. https://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.
pdf. Accessed April 26, 2019.

Sherin KM, Sinacore M, Li XQ, Zitter RE, Shakil A. Hits: a short domestic
violence screening tool for use in a family practice setting. Fam Med.
1998;30(7):508—512.

Feldhaus K, Koziol-McLain J, Amsbury H, Norton I, Lownstein S, Abbott J.

29.

Accuracy of 3 brief screening questions for detecting partner violence in the
emergency department. Int J Trauma Nurs. 2004. https://doi.org/10.1016/
$1075-4210(97)90044-4.

Association of Women Surgeons. Statement on Intimate Partner Violence - As-
sociation of Women Surgeons; 2018. https://www.womensurgeons.org/page/
IPVStatement. Accessed April 26, 2019. Published.


https://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.pdf
https://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.pdf
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref27
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref27
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref27
http://refhub.elsevier.com/S0002-9610(19)30108-4/sref27
https://doi.org/10.1016/s1075-4210(97)90044-4
https://doi.org/10.1016/s1075-4210(97)90044-4
https://www.womensurgeons.org/page/IPVStatement
https://www.womensurgeons.org/page/IPVStatement

	It doesn't just happen to “Other” people – An exploration of occupation and education level of women who die from intimate  ...
	Introduction
	Material and methods
	Results
	Discussion
	Conclusions
	Acknowledgements
	References


