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Objectives: To determine prevalence of intimate partner violence (IPV) among women access-
ing health care, factors that influence rates of abuse, barriers to disclosure, and associated
health problems and perceptions of safety.

Methods: A convenience sample of women seeking health care completed 1268 anonymous
surveys (75 in Spanish) while at 1 of 24 urban, suburban, or rural emergency departments or
primary care clinics.

Results: Of women in this study, 50–57% had experienced physical and/or emotional abuse
and 26% reported sexual abuse in their lifetime. In the past year, 28% reported emotional
abuse, 12% physical abuse, 6% severe physical abuse, and 4% sexual abuse. Logistic
regression models found that younger, less-educated, less-affluent women presenting to
urban emergency departments reported the highest rates of physical abuse. Although 83%
welcomed abuse screening, only 25% ever had been asked and 86% would disclose abuse if
asked directly, respectfully, and confidentially. Abused women reported significantly lower
health status ratings than nonabused women (p � 0.001). Emotional abuse was as strongly
associated with health problems as physical abuse. The majority (70–93%) of women with
headaches, stomach problems, chronic pain, vaginal bleeding, substance abuse, depression,
and suicidal thoughts had experienced lifetime physical/emotional abuse.

Conclusions: Women experience many forms of abuse and present to a wide range of health
care settings. The striking prevalence of IPV and associated emotional/physical health
problems challenges providers to routinely assess for abuse in ways that minimize barriers to
disclosure and enhance the development of an effective plan of care based on a patient’s
abuse experience.
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uring the past 15 years, health care professionals
have increasingly recognized that abuse among

ntimates is a highly prevalent public health problem
ith devastating effects on individuals, families, and

ommunities (American Medical Association National
dvisory Council on Violence and Abuse [AMA],

002; Family Violence Prevention Fund, 1999). Lower
ealth status, lower quality of life, and higher utiliza-

ion of health services by abused women have been
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ocumented (Chalk & King, 1998; Dickinson et al.,
999; Plichta & Falik, 2001; Riger, Raja, & Camacho,
002; Tjaden & Thoennes, 2000). Major health care
rofessional organizations have called for clinical in-

erventions and institutional changes to provide better
are of abused women (AMA, 2002; American Nurses
ssociation [ANA], 1991; Joint Commission on the
ccreditation of Healthcare Organization [JCAHO],

998). Domestic violence, family violence, and abuse are
ften used interchangeably. In this study, the focus is
n intimate partner violence (IPV), which is defined as a
attern of assaultive or coercive behaviors that may

nclude inflicted physical injury, psychological abuse,
exual assault, progressive social isolation, stalking,

eprivation, intimidation, and threats. These behav-

1049-3867/04 $-See front matter.
doi:10.1016/j.whi.2003.12.002
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ors are perpetrated by someone who is, was, or
ishes to be involved in an intimate or dating rela-

ionship with an adult or adolescent victim, and are
imed at establishing control by one partner over the
ther (Family Violence Prevention Fund, 1999).
No community or socioeconomic, ethnic, or reli-

ious group is immune from IPV (“Findings,” 1998;
ational Institute for Justice and Centers for Disease
ontrol and Prevention [CDC], 2001). Large, popula-

ion-based surveys generally place lifetime prevalence
f IPV at between 25% and 30% and annual preva-

ence at approximately 2–12% (“Findings,” 1998; Tja-
en & Thoennes, 2000) The variability in these esti-
ates has been attributed to a variety of factors, such

s the definition of abuse used in the survey, whether
he respondents were asked to restrict their abuse to
ifetime or current experience, and the demographics
f the sample. In large emergency department studies,
7–54% of women reported lifetime or current IPV
Dearwater et al., 1998; Muelleman, Lenghan, & Paki-
sen, 1998) and an 11–14% annual prevalence of abuse
Lenghan, & Pakiesen, 1998). In large, diverse, popu-
ation-based populations of primary care patients,
–25% reported IPV in the past year (Abbott, John,
oziol-McLain, & Jones et al., 1999; Lowenstein, 1995;
cCauley et al., 1995) and 32% had experienced abuse

s a child or adult (Grynbaum, Biderman, Levy, &
etasne-Weistobrs, 2001).

ealth consequences
he physical consequences of battering range from
inor injuries to permanent disability, disfigurement,

nd death (Monahan & O’Leary, 1999; Plichta & Falik,
001; Sutherland, Bybee, & Sullivan, 1998). Physical
nd psychological abuse is linked to adverse medical
ealth effects and optimal management of chronic

llnesses such as asthma, HIV/AIDS, seizure, diabetes,
nd hypertension may be problematic when IPV is a
onfounding factor (Bohn & Holz, 1996; Coker, Smith,
ethea, King, & McKeown, 2000). IPV is also linked
ith mental health consequences for victims including
epression, traumatic and posttraumatic stress disor-
er, anxiety, and suicidal ideation (Golding, 1999;
iebschutz, Mulvey, & Samet, 1997; McCauley et al.,
997; Roberts, Williams, Lawrence, & Raphael, 1998).
A recent study found that women who screen

ositive for domestic violence are 46.5 times more
ikely to experience severe physical violence within
he next 4 months (Koziol-McLain, Coates, & Lowen-
tein, 2001). Among IPV femicide victims, 69% had
een abused before their death and at least 41% of
hose women had been seen in a health care setting
efore the killing (Sharps et al., 2001). Health System
esponse
Studies show that screening for IPV in medical

ettings leads to increased identification of abuse and

reates opportunities for providers to target interven- n
ions toward decreasing a victim’s isolation and en-
ancing her safety via referrals to community agencies
Bohn & Holz, 1996; Gerbert, 1999; Titus, 1996; Wathen

MacMillan, 2003).
Health care providers often underestimate the real-

ties of abuse in the lives of their patients. Physicians
nd nurses may unwittingly contribute to a woman’s
eluctance to disclose. An awareness of the abuse
istory by the health care provider could enhance the
ccuracy of diagnosis and effectiveness of the plan of
are for many health problems (Wathen & MacMillan,
003).
The purpose of this study was to determine 1) the

revalence of lifetime and past year emotional, phys-
cal, severe physical, and sexual abuse as reported by

omen seeking health care in emergency departments
nd primary care clinical settings in rural, urban and
uburban locations; 2) which factors are associated
ith higher rates of lifetime and past year abuse; 3)
hich factors make it easier or harder to disclose

buse to a health care provider; 4) the incidence of
ealth problems reported by women who have expe-
ienced lifetime abuse; and 5) women’s perceptions of
afety and awareness of support services.

ethods

ample
he study sample included adult female women (18
ears and older) who presented to one of 24 emer-
ency departments and primary care clinics within a

arge integrated health care system during 2-week
tudy intervals in 2002. The sites included five inner
ity, tertiary, and community emergency departments;
wo urgent care center; nine primary care clinics
taffed by academic teaching faculty; and eight non-
cademic primary care clinics in the Midwest. Each of
hese clinical sites was at a different phase in their
ducation and screening for IPV. Data from the sites
ere reported in urban, suburban, and rural groups as
etermined by geographic population sizes. A total of
,268 adult female patients completed the survey, 75
n Spanish.

nstrument
he survey collected basic demographic data such as
ge, income, education, ethnicity, change in marital
tatus in past year, and children under 18 years living
t home. The first eight “yes/no” questions related to
pecific acts and patterns of abusive, coercive and
hreatening behaviors in one’s lifetime “ever” and
urrently “past year,” and were adapted from the
ursing Research Consortium on Violence and
buse: Abuse Assessment Screen (AAS). Content va-

idity was established for the AAS by a panel of 12

urse researchers of white, African American, and
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ispanic ethnicities working in the area of abuse
gainst women. Significant (p � 0.001) criterion-re-
ated validity was established for the AAS (Parker &

cFarlane, 1991; Soeken, McFarlane, Parker, & Lomi-
ack, 1998). Asking about being abused by “someone

mportant to you” is frequently used to denote IPV.
ur survey specified that the questions pertained to

elationships with people known in their life and how
hey had been treated by them as a child, teenager, or
dult.
If a woman answered “yes” to any of the abuse

uestions she completed five additional questions
bout disclosure of abuse to a physician/nurse and
se of health services. All participants were asked
uestions related to screening for abuse and safety.

tudy Design
he design of this cross-sectional, multicenter, de-
criptive study included consultation with domestic
iolence and sexual abuse experts, health care provid-
rs, and survivors. Nonacutely ill female patients, �18
ears old, who presented for health care and could
ead English or Spanish were asked to participate in
he study by their care provider when they were alone
n a treatment area. Written consent to participate was

aived by the Institutional Review Board (IRB) ap-
roval. Volunteer subjects then completed a 5-min
ritten survey. The exact process for data collection
as negotiated with staff at each site to ensure maxi-
um confidentiality and safety for participants. The

articipant sealed her anonymous survey in an at-
ached envelope and deposited it into a closed study
ox provided at the site.

ata management and statistical analysis
nonymous study responses were coded and entered

nto SPSS/PC (SPSS/PC � Update, 1989). The margin
f error overall was � 2.4% with a 95% confidence

nterval. Descriptive statistics were used to answer
uestions 1, 4, and 5. Bivariate analysis using chi-
quare statistics were used to explore relationships
etween abuse, demographics, health care settings,
nd geographic regions. Logistic regression was then
sed to answer question 3. An analysis was done to
ssess the influence of demographic and clinical type/
ocation variables on the likelihood of reported phys-
cal abuse. Because the dependent variables were
ichotomous (yes/no to abuse), we used logistic re-
ression to assess relationships between demographic
ariables and abuse. For each independent variable in
he model, logistic regression coefficients were esti-

ated along with a standard error for each coefficient.
ositive coefficients in our logistic regression models

ndicate an increasing likelihood of a “yes” answer to
n abuse question. Two logistic regression models
ere estimated. Model 1 used survey question 1,

hich measures lifetime physical abuse as the depen- r
ent variable. Model 2 used survey question 5, which
easures past-year physical abuse, as the dependent

ariable. These measures were selected because they
ere the most global measures of abuse compared to

ther measures in the survey.
A stepwise procedure was used to enter and remove

emographic variables from the regression model.
ndependent variables used in the stepwise procedure
ere the respondent’s age (grouped in 5-year intervals

rom 18–65�), education (grade school, some high
chool, high school, college, or postgraduate), annual
ousehold income, and ethnic background. In addi-

ion, questions related to marital change in the past
ear and children under 18 years old living at home
ere included in the regression. Finally, variables

elated to the type and geographic location of the
acility where the respondent was completing the
urvey were utilized.

esults

he participation rate ranged from 6–48% in the
mergency departments and 4–86% in the clinics with
n overall average response rate of 9%. The variation
n response rates was related to the volume and acuity
f patients during the study intervals and the staff’s
bility and motivation to offer the survey consistently
o all eligible patients. However, the study partici-
ants were representative of the overall clinical pop-
lations served at their respective health care sites.
he participants were fairly evenly distributed by age

rom 18–44 years, which represented 69.5% of the
otal sample; 16.7% were 45–55 years; 7.5% were
6–64 years; and 6.4% were over 64 years of age. Sixty
ercent were Caucasian, 21% black, 12% Hispanic, 4%
ther, 2.5% American Indian/Alaskan Native, and
.6% Asian/Hmong/Pacific Islander. Twenty-one
ercent had no annual income or less than $7,500, 26%
7,500–$24,999, 24% $25K–$49,999, 27% $50K–$100K,
nd 0.3% over $100K. Approximately half (53.4%) had
ome high school or diploma/GED, 4% grade school,
nd 40.3% college or postgraduate education. The
ajority had not had a marital status change in the

ast year.

revalence of abuse
able 1 summarizes the prevalence rates of abuse in
omen’s lifetime and the past year. Physical abuse
as reported about twice as often as severe physical

nd sexual abuse, both lifetime and past year. Emo-
ional abuse was the most frequently reported form of
buse and overlapped heavily with reports of other
orms of abuse: 89% of women who experienced
ifetime physical also reported emotional abuse; 88%
f women who experienced lifetime sexual abuse

eported emotional abuse; and 44% of women who
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xperienced lifetime physical abuse reported sexual
buse (Figure 1). Similarly in past-year abuse, 84% of
omen who experienced physical abuse also reported

motional abuse; 76% who experienced sexual abuse
lso reported emotional abuse; and 22% who experi-
nced physical abuse also reported sexual abuse (Fig-
re 2).
Questions related to sexual abuse were not limited

o “someone important to you,” yet it is noteworthy
hat perpetrators of sexual abuse in women’s lifetime

ere most often identified as a male intimate partner/
usband/ex-husband, boyfriend/ex-boyfriend (39%)
r a male acquaintance (25%). Fathers (6%) and other
elative (20.4%) also were identified as perpetrators.
nly 11% of perpetrators were strangers. Given this

mall percentage of abuse by a stranger, intimate
artner violence is used throughout this study.

able 1. Prevalence of lifetime and past-year abuse

ype of Abuse Survey Questio

ifetime
Physical Have you ever been hit, slapped, pun

someone important to you?
Severe physical Have you ever been threatened, hurt

choked or had broken bones or inte
someone important to you?

Emotional Have you ever been put down with w
or made to feel afraid by someone

Sexual Have you ever been forced into sexua
not want to be a part of?

ast Year
Physical Within the past year, have you been h

pushed by someone important to y
Severe physical Within the past year, have you been t

weapon, burned, choked or had bro
injuries caused by someone importa

Emotional Within the past year, have you been p
emotionally hurt or made to feel af
important to you?

Sexual Within the past year, have you been f
activities that you did not want to b
Figure 1. Overlap of types of lifetime abuse r
linical Site/Geographic Location and
emographics Factors Associated With Abuse

arge percentages of abused women presented to
very type of clinical site in our study (Table 2).
early one in three women who presented to emer-

ency departments (34.8%) or academic clinics (31.4%)
eported severe physical abuse or forced sexual activ-
ty in their lifetime. One in seven (13.7%) women in
he emergency departments reported severe physical
buse in the past year. Women using health care
ettings in urban areas reported the highest levels of
ll forms of lifetime and past-year abuse. Reported
ates of abuse by women completing the survey in
ural sites were consistently higher than those re-
orted in suburban settings for all forms of abuse with

he exception of lifetime emotional abuse, which was

Prevalence
(N � 1,268) CI (95%)

r pushed by 49.5% (n � 621) 0.46–0.53

weapon, burned,
juries caused by

26.2% (n � 328) 0.24–0.28

emotionally hurt
ant to you?

72.2% (n � 715) 0.54–0.60

ities that you did 26.0% (n � 326) 0.24–0.28

ped, punched or 11.7% (n � 147) 0.10–0.14

ned, hurt with a
nes or internal
ou?

6.1% (n � 77) 0.05–0.07

n with words,
someone

27.9% (n � 350) 0.25–0.30

into sexual
rt of?

4.2% (n � 53) 0.03–0.05
n

ched o

with a
rnal in

ords,
import
l activ

it, slap
ou?
hreate
ken bo
nt to y
ut dow

raid by

orced
e a pa
eported by study sample (n � 1,268).
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lightly lower (57.6% rural vs. 60.8% suburban). Rates
f lifetime emotional and sexual abuse did not vary by
eographic location.
As a group, non-white women reported similar

buse levels as white women in all categories, with the
xceptions of non-white respondents (19.5–33.3%) re-
orted more physical abuse in the past year than
hite women (6.2%) (p � 0.000) and black women

13.9%) reported significantly more severe physical
buse in the past year (p � 0.000). American Indian/
laskan Native women reported the highest levels of

motional abuse, but considering the small sample
ize, these rates were not statistically significant.
iven the complexity of factors that influence the rate
f IPV, a multivariate analysis was performed to
ssess the combined influence of both demographic
ariables and clinical site/location variables on the

ikelihood of reported physical abuse. The results of
he logistic regression models are presented in Table 3.
eported are the B coefficients, estimated odds ratio

Exp(B)) for each independent variable in the model,
long with the confidence intervals for the estimated

dds ratio. Results for Model 1 show that demo- r

he chi-square for each of these cross-tabulation tables is significant at �
raphic variables influenced the odds of reported
ifetime physical abuse. As respondents increased in
ge and education categories, the odds of reported
ifetime physical abuse decreased.

Where a person was seeking medical attention was
ssociated with the likelihood of a “yes” answer to
ifetime physical abuse. Presenting in an emergency
epartment increased the odds of reported lifetime
hysical abuse when compared to presenting in a clinic.

n addition, seeking medical attention in a suburban
ocation reduced the odds of a report of lifetime physical
buse when compared to an urban setting.

A somewhat similar pattern of results was seen in
odel 2 regarding recent physical abuse. Again, as

espondents increased in age, the odds of reported
ecent physical abuse decreased. In addition, as in-
ome increased, the likelihood of reported recent
hysical abuse decreased.
Only 9% of the respondents reported having a
arital status change in the past year. The rates of

buse in these respondents were significantly higher
or all forms of lifetime abuse (Model 1) but not for
Figure 2. Overlap of types of past-year abuse reported by study sample (n � 1,268).
ecent physical abuse (Model 2).
able 2. Prevalence of abuse by survey population presenting to various health care settings and geographic locations

orm of Abuse

Health Care Settings Geographic Locations

Emergency
Department

(n � 295)

Academic
Clinic

(n � 511)

Nonacademic
Clinic

(n � 461)
Urban

(n � 646)
Suburban
(n � 406)

Rural
(n � 215)

ifetime abuse
Physical (%) 58.1 53.8 40.7 56.9 39.8 45.8
Severe physical (%) 34.8 31.4 16.4 33.6 17.9 19.3
Emotional (%) 67.7 56.9 51.3 59.1 60.8 57.6
Sexual (%) 33.9 29.5 18.2 30.4 20.4 23.5

ast-year abuse
Physical (%) 20.4 14.1 4.5 18.4 3.0 8.5
Severe physical (%) 13.7 6.4 1.6 10.2 1.0 3.8
Emotional (%) 37.8 30.8 19.6 34.3 19.9 24.1
Sexual (%) 6.5 5.5 1.8 65.0 1.7 2.3
0.01.
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isclosure of abuse
ost women (83%) in this study thought it was a good

dea for physicians and nurses to ask about abuse as
art of routine health care. This did not vary signifi-
antly by demographics, type of abuse, or abuse
istory. Only 25% of women reported ever being
sked about abuse. Abused women reported being
sked slightly more often (32%).
The majority (58%) of abused women said “yes” they
ould disclose abuse to a physician or nurse; another

8% said “maybe”; and only 14% said “no.” The most
requent factors that made it easier or harder for abused

omen to disclose abuse are noted in Table 4.

ealth Problems Associated With Abuse

verall, only 26% of women reporting any form of
buse had sought health care because of the abuse.
omen reporting lifetime and past-year severe phys-

cal or sexual abuse sought health services for the
buse most often (38–51%); emotionally abused
omen least often (25–27%).
On a 5-point rating scale (5, “excellent” to 1, “poor”)
omen rated their current health status as excellent

16%), good (43%), average (22%), fair (12%), or poor
2%). Abused women reported significantly lower
ealth status ratings than nonabused women (p �
.001). For example, women who reported lifetime
hysical abuse had a mean health rating of 3.39 versus
onabused women of 3.83—a difference of .44 (p �

able 3. Logistic regression models of demographic and clinical si

ariable Coefficien

odel 1 (Lifetime Physical Abuse) (n � 621)
Age �.117
Education �.190
Marital status change (No) �.998
Site type

Nonacademic clinic �.523
Academic clinic �.348
Emergency department (reference)

Site Location
Suburban �.581
Rural �.173
Urban (reference)

odel 2 (Recent Physical Abuse) (n � 147)
Age �.317
Income �.299
Site type

Nonacademic clinic �.598
Academic clinic �.859
Emergency department (reference)

Site Location
Suburban �1.775
Rural �.325
Urban (reference)

**p � 0.001. **p � 0.01. *p � 0.05.
.001). The difference in mean health ratings for the c
ight abuse questions ranged from .35–.82, which was
tatistically significant for all forms of lifetime and
ast-year abuse (p � 0.001) except past-year physical
r sexual abuse. Spanish surveyed abused women
resenting to urban academic clinics reported the

owest health ratings.
Overall, 69.7% of respondents reported at least one

ealth problem. Abused women versus nonabused
omen were significantly more likely to have health
roblems, such as headaches, GI problems, chronic
ain, STDs, vaginal bleeding, depression, alcohol or
rug abuse, and suicidal thoughts (Table 5). For
xample, of all the women in this study reporting
eadaches, 66% also reported lifetime physical abuse.
imilarly, 76% of women with depression also re-
orted lifetime physical abuse. Emotional abuse was
s strongly associated with the majority of health
roblems as was physical abuse. A significant number
f women with substance abuse and suicidal thoughts
lso reported lifetime physical, emotional, and/or
exual abuse. Although abused women reported sig-
ificant physical and mental health problems, only
3% related those problems directly to abuse.

afety
wenty-seven women did not feel safe to go home on

he day of the survey and 13 women were at their
ealth care visit specifically for abuse. Many (70–93%)
bused women did not know how to get help from

tion data with physical abuse history as the dependent variable

Estimated Odds
Ratio (Exp B)

95% CI for Exp B

Lower Upper

.890 .804 .984

.827 .698 .981

.369 .215 .632

.593 .402 .874

.706 .483 1.032

.559 .380 .822

.841 .512 1.381

.728 .600 .884

.741 .592 .928

.550 .248 1.221

.424 .246 .728

.170 .073 .394

.722 .321 1.628
te/loca

t (B)

*
*
***

**

**

***
**

**

***
ommunity agencies.
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panish surveys
eventy-five women completed a Spanish survey rep-
esenting 6% of the total sample. Few of those women
eported demographic information and those who did
ere less affluent and less educated than English

urveyed women. Overall, there were more similari-
ies than differences between English and Spanish
urveyed women.

iscussion

pproximately half of the women in this study re-
orted lifetime physical and/or emotional abuse and
ne in four women reported lifetime severe physical
nd/or sexual abuse. Emotional abuse was the most
requently reported form of abuse and overlapped
eavily with reports of physical and sexual abuse.

able 4. Factors that made it harder or easier for abused women t

actors that made it easier for women to disclose abuse are

hen physicians/nurses
• Ask me directly
• Don’t appear rushed
• Really want to know about the abuse
• Are female
• Don’t talk down to me
• Speak same language as me
• Are the same ethnic background as me
hen I am
• Sure they’ll keep my record private
• Asked about abuse without my abuser present
• Ready to address the problem
• Sure they’ll call police only with my permission

arriers that made it harder to disclose abuse are

hen physicians/nurses
• Don’t listen well
hen I am
• Too embarrassed
• Not ready to address the problem
• Afraid of harm by the abuser
• Afraid I’ll lose my children

able 5. Health problems reported by abused and nonabused wom

ealth Problem

Lifetime Physical Abuse

Abused Nonabused

eadache 66% (n � 212) 34% (n � 111) 7
tomach problems 63% (n � 114) 37% (n � 67) 7
hronic pain 66% (n � 100) 34% (n � 52) 7
eizure 83% (n � 15) 17% (n � 3) 8
roken bones 78% (n � 24) 22% (n � 7) 8
TD 75% (n � 15) 25% (n � 5) 8
aginal bleeding 70% (n � 21) 30% (n � 9) 7
ubstance abuse 75% (n � 24) 25% (n � 8) 9
epression 76% (n � 198) 24% (n � 64) 8
uicidal thoughts 84% (n � 52) 16% (n � 10) 9
hese findings suggest that many women in abusive
elationships have experienced multiple forms of
buse at the hands of intimates, in many cases over
heir lifetime.

Abused women presented to every type of clinical
etting in this study. Although women completing the
urvey in urban areas reported the highest levels of all
orms of abuse, rates of emotional abuse were re-
orted similarly regardless of geographic area. Rural
ates of physical and emotional abuse were higher
han in suburban settings, and rates of sexual abuse

ere nearly equal.
In general, younger, less educated, less affluent
omen were more likely to report physical abuse in

heir lifetime. Consistent with other studies (Bachman,
Saltzman, 1995; National Institute of Justice and

enters for Disease Control and Prevention, 2001;

se abuse to a physician or nurse

English Spanish

57% (n � 321) 59% (n � 10)
44% (n � 250) 15% (n � 3)
44% (n � 249) 29% (n � 5)
38% (n � 214) 53% (n � 9)
37% (n � 209) 59% (n � 10)
18% (n � 102) 53% (n � 9)

6% (n � 32) 12% (n � 4)

65% (n � 286) 58% (n � 7)
48% (n � 211) 8% (n � 1)
47% (n � 207) 17% (n � 2)
39% (n � 170) 33% (n � 4)

37% (n � 204) 14% (n � 3)

60% (n � 296) 71% (n � 3)
27% (n � 133) 29% (n � 5)
20% (n � 97) 6% (n � 1)
19% (n � 92) 29% (n � 5)

ime Emotional Abuse Lifetime Sexual Abuse

ed Nonabused Abused Nonabused

227) 30% (n � 96) 38% (n � 123) 62% (n � 199)
127) 30% (n � 55) 42% (n � 78) 58% (n � 106)
117) 23% (n � 36) 48% (n � 74) 52% (n � 79)
15) 17% (n � 3) 50% (n � 9) 50% (n � 9)
24) 20% (n � 6) 45% (n � 17) 55% (n � 14)
16) 20% (n � 4) 30% (n � 6) 70% (n � 14)
23) 21% (n � 6) 30% (n � 11) 70% (n � 19)
29) 10% (n � 3) 66% (n � 21) 35% (n � 11)
221) 16% (n � 41) 52% (n � 136) 48% (n � 125)
57) 7% (n � 4) 93% (n � 42) 7% (n � 20)
o disclo
en

Lifet

Abus

0% (n �
0% (n �
7% (n �
3% (n �
0% (n �
0% (n �
9% (n �
0% (n �
4% (n �
3% (n �
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ennison, 2001), younger women, ages 18–24, appear
o be at highest risk for IPV, although women of any
ge may be victimized.
As a group, non-white women in this study had

imilar rates of abuse to white women with the
xception of higher rates of past-year physical abuse.
hese findings are somewhat inconsistent with com-
ined data on African-American, Asian/Pacific Is-

ander, American Indian/Alaska Native, and mixed-
ace respondents in a NVAW Survey (“Findings,”
998). The National Violence Against Women
NVAW) Survey findings suggest that all racial minor-
ties experienced more IPV than did whites and that
pecific minority groups such as African Americans
nd American Indians/Alaska Natives reported sig-
ificantly higher rates of abuse than other minority
roups. However, most current research employing
ultivariate models for analysis of variables expected

o be related to lethal and nonlethal intimate violence
ave not found race or ethnicity to be independently
ssociated with increased risk for violence (Campbell
t al., 2003; Centerwal, 1995).

Although race was not predictive of IPV in our
ultivariate analysis, it may be that some information

elating to race was implicit in the type of clinical
ettings and geographic locations of this study. Partic-
pants who sought medical attention in a suburban
ocation were more likely to be white and had reduced
dds of a report of lifetime physical abuse when
ompared to an urban setting where more poor,
ow-income, minority women tended to seek care. In
ddition, presenting to an emergency department
ncreased the odds of a respondent reporting lifetime
hysical abuse compared to presenting to a nonaca-
emic primary care clinic. Therefore, where the
oman sought care was more predictive of reported
hysical abuse than race per se.
The relationship between abuse and socioeconomic

tatus as measured by education and income is not
learly understood. Violence against women often
urts most often those with the fewest resources. In

his study, less affluent women reported significantly
ore abuse in all categories and less educated women

eported more physical abuse. According to the Office
n Women’s Health—U.S. Department of Health and
uman Services (U.S. Department of Health & Hu-
an Services, 2000), whereas minority women are

ound in all socioeconomic levels, they are more likely
o have lower incomes and live in poverty than white

omen. Despite more than 30 years of progress in this
ociety, minority women continue to have less formal
ducation than white women. Even minority women
ho have similar levels of education as their white

ounterparts earn less money and have fewer assets.
inority women also hold a disproportionate share of

ow-wage jobs, and they experience higher unemploy-

ent rates. Women of color often face discrimination s
nd a lack of culturally appropriate services (U.S.
epartment of Health & Human Services, 2000). Less

ffluent women, in general, face social disadvantages
nd barriers to accessing health care, transportation,
afe housing, and adequate childcare (Kaufman Kan-
or & Jasinski, 1998). Poor abused women have the
ewest options available to them to keep their families
ntact and to become self-sufficient. They are often
solated from family, friends, and supportive agencies
nd as evidenced in our study, experience high rates
f physical abuse.
Several studies indicated that divorced and sepa-

ated women (Caralis & Muslawski, 1997; Hamberger,
aunders, & Hovey, 1992; McCauley et al., 1995;
lichta & Falik, 2001; Smith et al., 2002; Valente, 2000)
s well as those with a recent change in marital status
Dearwater et al., 1998) report higher rates of abuse.
ur study findings indicate that there was a strong

ssociation with increased reports of all forms of
ifetime abuse by the 9% of this sample that had a
ecent marital status change. It is unclear why these
ame respondents did not have significantly more
eports of recent physical abuse than women who had
ot had a marital status change. Various researchers,
elying on official data and/or qualitative interpreta-
ions, have noted the presence of an estrangement,
ivorce, separation, or an attempt at separation by the

emale party is an antecedent to increased IPV and/or
illings (Campbell, 1995; Wesdale, 1999; Wilson &
aly, 1993).
As with other studies (American College of Obste-

ricians and Gynecologists [ACOG], 1005; Haden, Bar-
on, & Hayden, 1997; Rodriguez, Bauer, & Flores-
etiz, 1998; Rodriguez et al., 1999), women in our

tudy welcome screening and would reveal abuse if
sked directly and confidentially. Considering the
revalence of abuse in the lives of female patients in
linical settings and the fact that the majority of
bused women (74%) do not intentionally seek health
are for abuse issues, many professional organizations
ecommend that women be routinely screened for
buse regardless of presenting health issue (ACOG,
995; American Academy of Emergency Physicians,
995; ANA, 1991; JCAHO, 1998).
Women cited numerous barriers to disclosure and

actors that would enhance their ability to trust health
are providers in discussing abuse. Most notable is
hat being asked directly and confidentially in an
nhurried and intentional manner makes it easier to
isclose. The findings of this and other studies (Caralis
McCauley et al, 1998; Muslawski, 1997; Hamberger,

aunders, & Hovey, 1992; Smith et al., 2002; Valente,
000) supports our understanding of abused women
nd their perceptions of personal barriers such as
ntense shame and fear, as well as provider barriers
uch as lack of time and uncaring attitudes. Spanish

urveyed women reported higher levels of embarrass-
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ent and more preference for a female, Spanish-
peaking health care provider. Respectful and cultur-
lly sensitive questioning and interventions about
buse are crucial components of health care.
Significantly more abused than nonabused women

ad health problems, such as headaches, chronic pain,
tomach problems, suicidal thoughts, than nonabused
omen did. This is consistent with other studies,
hich show that although battering may present as a
hysical emergency, battered women constitute an
ven larger segment of nontraumatic health condi-
ions such as depression, substance abuse, and stress-
elated reactions to battering (Bohn & Holz, 1996;
ampbell et al., 2002; Golding, 1999; Koziol-McLain et
l., 2001; Liebschutz, Mulvey, & Samet, 1997; McCau-
ey et al.,1997; Plichta & Falik, 2001; Roberts et al.,
998; Sutherland, Bybee, & Sullivan, 1998).
The findings of our study add to the growing body

f knowledge that emotional IPV is as strongly asso-
iated with the majority of adverse health outcomes as
hysical IPV (Bohn & Holz, 1996; Campbell et al.,
002; Crocker et al., 2000; Golding, 1999; Roberts et al.,
998). Although causality cannot be documented from
his study, the striking majority of mental and physi-
al health problems reported by abused women dem-
nstrates an important opportunity for health care
roviders to design an appropriate and effective plan
f health care based on a patient’s abuse experience.
Few women in our study had sought health care for

njuries or illness related to abuse. Women may only
elate abuse directly with injuries and not associate
heir stress and ongoing abuse with other health
roblems, nor identify the health care system as a
lace where they could go for help.
Many abused women in our study did not feel safe

o go home nor have information about supportive
ervices. Given that only one in four had ever been
sked about abuse in a health care setting, it is
robable that these women represent missed oppor-

unities to provide interventions that could decrease
heir isolation and enhance their safety. Each entry
oint in the health care system has the potential for

nitiating interventions and referrals to prevent or
educe further violence against women.

imitations

his is a cross-sectional study and thus we must be
autious in inferring causal direction from these find-
ngs. This study relied exclusively on self-report data,

hich are vulnerable to the effects of recall bias and
ocial desirability. It depends on participants’ ability
nd willingness to remember and report abusive
vents from their past. There was an overall average

esponse rate of 9%. Finally, the relatively small sam- a
le size in some of our cells invites caution in the
nterpretation of our multivariate analyses.

mplications for Practice and Policy

he prevalence and overlap of physical, emotional,
nd sexual abuse in the lives of women presenting to
wide range of health care settings is significant. Our

tudy findings address many controversial issues such
s whether ethnicity, income, and education affect
ne’s rate of IPV. The highest rates of physical abuse
ere reported by young, poor, and less-educated
omen seeking care in urban emergency depart-
ents. However, this profile of high-risk women is by

o means exclusive of the abused women who pre-
ented to other clinical settings in the study. It is the
xperience of the authors that Euro-American health
are providers commonly associate violence and
buse with the poor and people of color. They may
isunderstand violence to be cultural and acceptable

mong certain groups of people. Such thinking can
ead providers to anticipate abuse among poor, young,
on-white inner-city patients and not anticipate it
mong others (nonpoor, older, suburban whites) and
o screen differently among groups. Health care pro-
iders must therefore realize that no community or
ocioeconomic, ethnic, or religious group is immune
rom IPV.

Health care providers are in a unique position to
outinely assess all female patients for abuse and offer
ffective interventions that can improve their health.
uch of the provider’s reluctance to screen for abuse

nd the patient’s barriers to disclosure could be over-
ome by a provider’s understanding of the emotions
urrounding abuse and the unique concerns of the
atient. There is no doubt that the timing and manner

n which abuse is discussed is as important as the
pecific screening words used.

Physicians and nurses can initiate a useful dialogue
ith women by emphasizing how common abuse is in
omen’s lives and acknowledge how difficult it can

e to discuss these issues. The provider’s job is to
ecognize and appreciate the abuse experience from
he patient’s point of view and help her reflect on the
mpact of stress and unhealthy, abusive relationships
n her health status.
The short- and long-term effects of abuse are health

are issues that nearly every practicing physician and
urse encounters in the course of routine clinical
ractice. Physicians and nurses are now expected to
now the basic assessment and interventions related
o primary prevention, early identification, and crisis
are of victims of IPV. The data from our study offer
nsights for providers in how to screen clients in ways
hat make disclosure possible and promotes health

nd well-being. An empathetic, supportive, and re-
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pectful response enhances the provider–patient rela-
ionship and is crucial to designing a plan of care with
onsideration of abuse experiences and individual
afety needs. The inherent trust patients have of the
edical profession place health care professionals in a

ivotal position to address IPV as part of a larger
ommunity effort to prevent violence and abuse.
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