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Introduction: This study was conducted to explore the
characteristics of intimate partner violence (IPV) victims whose
visit was coded as IPV and the health care delivery system in
emergency departments (ED).

Methods: This study utilized a secondary data analysis of a
national probability sample that comprised the National Hospital
Ambulatory Medical Care Survey for 1997 to 2001.

Results: There were 111 coded ED visits of IPV victims 16 years
or older (equivalent of 482,979 out of 4 million national visits for
the 5-year study period). Women (94%), African Americans (35%),
those 25 to 44 years of age (64%), and uninsured patients (38%)
were significantly more likely to be categorized as an IPV visit
(odds ratios 14, 1.9, 2.7, and 2.4, respectively) compared with
non-IPV visits. Characteristics of the health care delivery system
(region, metropolitan vs. non-metropolitan, type of hospital, and
type of health care provider) were not associated with IPV.

Discussion: Caution should be implemented when interpreting
the study results because they represent only coded IPV visits in
the emergency department. The study findings suggest the critical
need to improve identification, documentation, and coding of
IPV visits.

I ntimate partner violence (IPV) affects between 20% to
50% of women in the United States sometime in their
life.1-5 Victims of IPV are at high risk for physical in-

juries, psychosocial problems, and death.6-11 The National
Center for Injury Prevention and Control (NCIPC)12 re-
ported that 33% of all female homicides are perpetrated
by current or former intimate partners and that IPV results
in approximately 550,000 injuries that require medical
attention every year. The same report estimated the total
annual cost of IPV at $3.9 to $7.6 billion in the United
States.12 Professional organizations recommend routine
screening of all female patients for IPV and staff training
to identify and manage victims of abuse13-17; however,
IPV victims are significantly underreported, unidentified,
and mismanaged by health care providers.3,18-22

This article reports ED utilization patterns of coded
IPV victims using a secondary data analysis of the National
Hospital Ambulatory Medical Care Survey (NHAMCS)
for the years 1997 to 2001. The purpose of this study
was to identify the frequency of coded IPV visits to the
emergency department, the characteristics of coded IPV
victims (age, sex, race, ethnicity, and insurance status),
and the characteristics of the health care delivery system
(ED geographical region, type of facility, and type of health
care provider).

Background

Intimate partner violence encompasses a wide variety of de-
finitions, forms, and patterns.23-27 The definition of IPV
can include abuse inflicted by an intimate partner physi-
cally, sexually, psychologically/emotionally, verbally, or
economically, or in the form of stalking.27 Other issues as-
sociated with IPV definition, and consequently measure-
ment, is lifetime exposure to violence versus annual (past
year). Also, the literature reports prevalence of IPV among dif-
ferent target populations as a result of noncomparable means
of identification such as self-report, provider identification,
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chart documentation, and/or reporting of cases to major
agencies. Each means of identification has limitations.
Reporting does not reflect victims who did not reach out
for help, who never disclosed the abuse/violence, who were
never identified as victims of abuse by the health care pro-
vider, and/or whose victimization was never documented in
their charts or reported by the coders/abstractors to the
database. Variation of reporting also results from using dif-
ferent definitions for IPV visits, such as the visit being the
result of an IPV injury versus patients being in the emer-
gency department for other issues (which may or may not
be directly or indirectly related to IPV).28 A final difference
is in denominators—often all ED visits, but sometimes all
female patients; usually all adult patients, but sometimes
including adolescents and/or children.

Therefore, researchers report varied prevalence rates
of IPV victims who seek health services in the emergency
department. The NCIPC12 reported that IPV results in
nearly 2 million injuries annually, of which 550,000 re-
quire medical attention, and that 2 in 5 IPV victims seek
medical treatment for their injuries.29 The Bureau of Jus-
tice Statistics reported that approximately 243,000 of IPV
victims were treated in emergency departments in 1994.30

Other studies reported the prevalence of IPV in the emer-
gency department as being between 2% and 63%.28,30-38

In regard to patient characteristics, according to the
U.S. Department of Justice, women are 8 times more
likely to be victimized by an intimate partner than are
men.29 The Bureau of Justice Statistics reported that
IPV victims treated in ED settings were most often
women (84%), African American (24%), and 19 to
34 years of age (50%).30 Other studies found that IPV
victims in the emergency department were younger with
lower income and no or limited health insurance.3,28,39

Several studies documented that unemployment or inter-
mittent employment in addition to homelessness are asso-
ciated with IPV.29,40,41 These factors also are associated
with being uninsured.

Several studies investigated the practices of health care
providers in identifying and managing IPV patients in the
emergency department and various settings.21,34,42,43 Data
were not available in the literature on the characteristics of
the health care delivery system where IPV victims seek
medical attention such as region/area, type of hospital,
and specialty of health care provider.

It is extremely important to understand the utilization
patterns of IPV victims and their access to health care ser-
vices. Access to services is influenced by patient charac-
teristics, the health care delivery system, the quality of
provided care, and patient satisfaction with services.44,45

Using secondary analysis of national data provides researchers

with a national probability sample that is representative of
the targeted population; most ED IPV studies have been
of individual or groups of emergency departments. Using
secondary analysis of national data also is useful in investi-
gating the characteristics of the health care delivery system
where victims of IPV seek services, with the understanding
that detection varies across emergency departments. Very
few studies utilized such method to investigate domestic
violence.46-48 This strategy allows a broader understanding
of coded IPV visits to the emergency department, the char-
acteristics of coded IPV victims, and the characteristics of
the health care delivery system.

Methods

DATA SOURCE AND STUDY SAMPLE

ED data from the NHAMCS (1997-2001) was used in
this study. Collected by the Centers for Disease Control
and Prevention National Center for Health Statistics, the
NHAMCS is visit-based data from a national probability
sample of visits to hospital outpatient and emergency de-
partments located in the 50 states and the District of
Columbia. This study utilized only the ED data. The sur-
vey involves a 4-stage probability design with samples of
geographically defined areas (as the primary sampling
unit), hospitals within these areas, ED services within
hospitals, and patient visits to these emergency services
areas. The basic sampling unit is formed of 100 patient
visits or encounters systematically selected over a ran-
domly assigned 4-week data collection period. Trained
interviewers visit the hospitals, explain survey procedures,
verify eligibility, develop a sampling plan, and train hos-
pital staff in data collection procedures. Trained abstrac-
tors collect the visit data, including patient information
(eg, age, sex, and ethnicity) and facility information (eg,
geographic region and type of facility) in addition to other
variables not addressed in this study.49 More information
about the NHAMCS sampling procedures/units, confiden-
tiality, data coding, and estimation procedures is available
at www.cdc.gov/nchs.

The sample for this study consisted of visits of coded
IPV victims 16 years or older in the NHAMCS database
for 1997 to 2001. Visits for IPV were defined by the
ICD-9-CM codes listed in Table 1 for current or past ex-
perience of IPV under the questions for reason for visit,
cause of injury, and diagnosis. The codes were chosen after
reviewing the available and recommended codes by other
researchers.46,49-51 Codes such as rape and assault (in gen-
eral unless specified as caused by partner/spouse) were not
included in this study, because someone other than an
intimate partner might have caused them. The codes used
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in this study are over-reaching to capture all visits asso-
ciated with IPV.

STUDY VARIABLES AND DATA ANALYSIS

Patient characteristics in this study included age, sex, race,
ethnicity, and insurance status. Characteristics of the health
care delivery system included geographic location, type of
hospital, metropolitan versus non-metropolitan area, and
specialty of health care provider. Data analysis was carried
out with SUDAAN SAS-Callable statistical package (release
8.0.2) in order to generate consistent variance estimates
and more reliable national estimates that would otherwise
be absent because of the NHAMCS weighted data ob-
tained from multi-stage complex probability samples.52

The nest and weight variables were used to provide na-
tional estimates for each of the variables. The nest variables
resemble the sampling levels or stages used for data collec-
tion. The weight variable (sampling weight for each indi-
vidual ED visit) was used to obtain unbiased estimates of
population parameters when the sample members are
chosen with unequal probabilities. Therefore, to increase
the reliability of the results, sample data were weighted
to produce larger sampling power and national estimates.

In other words, unweighted (raw) data cannot be used
for analysis because it does not take into account the dis-
proportionate NHAMCS sampling design such as over-
sampling techniques of low-frequency minority groups.
The purpose of weighting the data is to produce national
estimates that take into account the unique sampling design
used in this dataset.

Results

FREQUENCY OF CODED IPV VISITS IN THE
EMERGENCY DEPARTMENT

The NHAMCS data analysis for ED visits showed 111
coded visits of IPV victims out of 99,518 total visits for
the years 1997 to 2001. After using the visit weight and nest
variables (see Data Analysis section above), there were an es-
timated 482,979 national visits of coded IPV victims out of
397,258,549 total national visits for the 5-year period, or 12
out of every 10,000 coded ED visits. As shown in Table 2,
the majority were female IPV patients (452,753 national
IPV visits out of 218,469,838 total female visits), which
is equivalent to 21 out of 10,000 female ED visits. These
visits were almost evenly distributed among the 5 years of
the study (85,487 in 2001; 120,437 in 2000; 79,539 in
1999; 110,655 in 1998; and 86,861 in 1997). Year of visit
was not statistically associated with IPV when compared
with non-IPV visits (P = .75).

PATIENT CHARACTERISTICS AND THEIR
CORRELATION WITH IPV VISIT CODING

Patient characteristic variables are summarized in Tables 3
and 4. Among the ED visits for IPV, 94% of the victims
were female, 64% were 25 to 44 years of age, 60% were
white, 35% were African American, 15% were Hispanic,
38% were uninsured, 31% had private insurance, and
31% had other types of insurance. Sex, race, age, and in-
surance status were significantly (P ≤ .04) associated with
coded IPV visits when compared with non-IPV visits.
Hispanic ethnicity was not significantly associated with
coded IPV visits compared with non-IPV visits (P = .37).
The mean age of coded IPV victims in ED visits was
35.5 years of age compared with 44.18 years of age for
non-IPV visits (95% confidence interval [CI] 33.5-37.5
and 42.2-46.2, respectively). A comparison of the patient
characteristics by sex was not conducted because of the
small cell size in the male gender category (<30).

In Table 4, the significant variables from the bivariate
analysis were tested in a multivariate logistic regression
model to determine their association with coded ED visits
for IPV. Significant risk factors for coding IPV visits were
female gender (odds ratio [OR] = 13.7; 95% CI 6.0-31.5),

TABLE 1
Study ICD-9-CM codes for IPV visits

ED visits of IPV victims ICD-9-CM code

• Reason for visit (1st, 2nd, or 3rd): 5815.2
“Battered Spouse”

• Cause of injury (1st, 2nd, or 3rd): E967.3
“Injured by Partner”

• Diagnosis (1st, 2nd, or 3rd):
“Adult Maltreatment;
Unspecified”

9958.0

“Adult Physical Abuse” 9958.1
“Adult Emotional/Psychological
Abuse”

9958.2

“Adult Sexual Abuse” 9958.2
“Other Adult Abuse” 9958.5
“Observation for Abuse” V7181
“Marital Problems” V611-, V6110,

and V6111
“History of Physical Abuse” V154.1
“History of Emotional Abuse” V154.2

IPV, Intimate partner violence.
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25 to 44 years age group (OR = 2.7; 95% CI 1.6-4) African
American race (OR = 1.9; 95% CI 1.1-3.5); and uninsured
(OR = 2.4; 95% CI 1.4-4.0).

CHARACTERISTICS OF THE HEALTH CARE
DELIVERY SYSTEM AND THEIR CORRELATION
WITH IPV VISIT CODING

The characteristics of the health care delivery systems are
displayed in Table 4. ED visits of coded IPV victims were
almost evenly distributed across country regions. Approxi-
mately 83% of coded IPV visits were treated in hospitals in
Metropolitan areas, and 71% were treated in voluntary
nonprofit hospitals. None of these characteristics was sig-
nificantly associated with IPV coding when compared with
non-IPV visits.

Discussion

In this study, the estimated national number of coded ED
visits of IPV victims was 12 out of 10,000 ED visits and
21 out of 10,000 female ED visits. The number of coded
IPV visits to the ED as reported to NHAMCS appears
much lower than what has been reported in the literature
(between 2% to 63% of all ED visits), but it is much closer
to the 2% to 3% prevalence usually reported for injuries
related to IPV.28,30-38 This finding can be a result of IPV
victims using outpatient department services or physician
offices for treatment of injuries not severe enough to re-
quire emergency care, more so than in prior years when
the majority of other studies were conducted. Another con-
tributing factor is the use of various and different defini-
tions of IPV. However, we believe that the number of
coded IPV visits in this study is a reflection of significant
under-reporting of this problem. The number of coded
victims depends on whether the patient reveals that the
cause of the injury was IPV, whether the provider screens

routinely for IPV, the provider assumption that injuries
are caused by IPV, documentation practices, willingness
to code the complaint as IPV on the part of the provider
because of concern about confidentiality, and the abstrac-
tor’s understanding of the injury cause.18,21,46,47,51 There-
fore, the discussion will focus on issues associated with
detection, documentation, and coding of IPV visits.

Lack of identification and proper documentation of
IPV in the medical record is a major problem reported in
the literature.53-55 In most self-report surveys of IPV in the
emergency department, the rate of self-identified IPV victims
was much lower than what was identified as such on the pa-
tient chart.34,54,56,57 Health care providers also are missing
opportunities to screen and identify patients for intimate
partner abuse in a variety of clinical situations.20-22,58,59

Barriers to detection of IPV victims include lack of pro-
vider education, time, and effective interventions. They also
can be attributed to the patients’ decision to not disclose
such information.

Lack of proper documentation might be attributed to
health care providers’ concern about the confidentiality of
patient records particularly in rural and small community
emergency departments where patients, providers, and
medical records personnel almost always know each other.
Health care providers also might be concerned about pa-
tients losing their health insurance because of IPV designa-
tions. Health care providers play a critical role in improving
documentation and coding of IPV visits, which will conse-
quently lead to better reporting of victims to national, state,
and local surveillance systems.60

As indicated on the CDC National Center for Health
Statistics Web site (www.cdc.gov/nchs), national datasets
such as NHAMCS were intended to monitor trends in
health status and health care delivery, identify health prob-
lems, provide information for making changes in public
policies and programs, and evaluate the impact of health

TABLE 2
Coded IPV visits versus all visits to the emergency department (actual and weighteda)

Total Female Male

IPV visits All ED visits IPV visits All ED visits IPV visits All ED visits

Actual 111 99,518 98 54,195 13 45,323
Weighteda 482,979 397,258,549 452,753 218,469,838 30,226 178,788,711
Prevalence/10,000 12b 21b 2b

% of total 94 55 6 45

IPV, Intimate partner violence.
aData are weighted to represent national estimates based on the National Hospital Ambulatory Medical Care Survey dataset.
bED visits reflect only the ones coded as such, using ICD-9 codes of IPV in Table 1.
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policies and programs. Accurate documentation and coding
of IPV are essential for affecting appropriate reimburse-
ment for patient care,51 knowing that health care financing
agencies, insurance companies, Medicaid, Medicare, and
health maintenance organizations are primarily data driven.
Furthermore, improving the coding system and the quality
of data are essential in reflecting the impact of family vio-
lence on our health care system and the need for appropri-
ate funds and resources to improve health and quality of
life for victims.46,47

Gilbert and colleagues61 reported that the quality of
chart reviews and abstraction, 2 procedures used to code
and report visits for surveillance systems, is very poor and
requires drastic improvement and standardization. In addi-
tion, lack of knowledge among health care providers about
diagnostic codes for child and adult abuse also has been re-
ported in the literature.46,47 Weiss et al.50 reported that
perpetrator injury codes were documented in only 8.8%
of the cases.50 Research is needed to evaluate coder and ab-

stractor competency, awareness of IPV codes, and the ease
of use for these codes as well as the impact of confiden-
tiality and loss of insurance fears. It also is critical for prac-
titioners to document IPV in the medical record and use
proper codes assigned for type and cause of injury in addi-
tion to the perpetrator code (see Table 1), especially E967.3
for cause of injury being “Injured by Partner” and 5815.2
for reason of visit being “Battered Spouse.”

The results of this study in regard to patient characteris-
tics associated with IPV are consistent with what have been
reported in the literature. Patient characteristics are very im-
portant in identifying high-risk groups and using targeted
interventions that suit their needs. However, the identified
patient characteristics also may reflect a reporting bias on
the part of providers. In other words, providers may be more
likely to inquire about IPV more often when the patient is,
for example, a poor, young, African American woman. This
issue is one of the problems with “indicator based” rather
than routine inquiry about IPV.

TABLE 3
Weighteda patient variables of coded IPV visits versus all ED visits

Variables

IPV visitsb All ED visits

No.a % SE %c No.a % SE %c

Sex
Male 30,226 6 0 178,788,711 45 1
Female 452,753 94 0 218,469,838 55 3

Race
White 290,852 60 0 307,571,185 77 1
African American 168,563 35 0 79,506,238 20 5
Other 23,564 5 0 10,181,126 3 15

Ethnicity
16-24 y 95,273 20 0 75,145,757 19 4
25-44 y 308,773 64 0 156,513,486 39 3
≥45 y 78,933 16 0 165,599,306 42 1

Insurance
Hispanic 62,288 13 0 32,760,597 8 7
Non-Hispanic 359,980 75 0 281,218,428 71 2

Total
Insured 320,888 66 0 329,646,025 83 2
Non-insured 162,091 34 0 67,612,524 17 5

482,979 397,258,549

IPV, Intimate partner violence; SE, standard error.
aData are weighted to represent National estimates based on the National Hospital Ambulatory Medical Care Survey dataset.
bED visits reflect only the ones coded as such, using ICD-9 codes of IPV in Table 1.
cThe standard error should be less than 30% of the estimate to be considered reliable.
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TABLE 4
Multivariate analysis of patient and health care delivery system variables for IPV visits

Variables/Categories IPV N (%)a Adjusted OR (95% CI)b

Patient characteristics variables
Sex
Female 452,753 (94) 13.7 (6.0-31.5)
Male 30,226 (6) (reference)

Age
16-24 y 95,273 (20) (reference)c

25-44 y 308,773 (64) 2.7 (1.6-4.5)c

45-64 y 57,780 (12) (reference)c

Ethnicity
Hispanic 62,288 (15) P value = 0.37d

Non-Hispanic 59,980 (85)
Race
African American 168,563 (35) 1.9 (1.1-3.5)
Other 314,416 (65) (reference)

Payment source
Private 133,765 (31) (reference)c

Self-pay 162,091 (38) 2.4 (1.4-4.0)c

Other 130,332 (31) (reference)c

Characteristics of health care delivery system variables
Region
Northeast 81,231 (17) P value = 0.57d

Midwest 23,134 (26)
South 40,803 (30)
West 119,614 (26)

Metropolitan
Yes 402,147 (83) P value = 0.20d

No 80,832 (17)
Hospital type
Voluntary 345,089 (71) P value = 0.95d

Government 73,060 (7)
Other 64,830 (13)

Health care provider
Medical doctor 43,643 (9) P value = 0.24d

Registered nurse 90,417 (60)
Other 48,919 (31)

CI, Confidence interval; IPV, intimate partner violence; OR, odds ratio.
aEstimated number and percentage of national IPV visits to the emergency department (weighted).
bThe odds ratios for each variable were adjusted for sex, age, race, and payment source.
cThe 2 reference categories were combined then tested against the remaining category.
dNo significant relationship with IPV visits to the emergency department.
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More studies are needed to further investigate the
characteristics of the health care delivery system. However,
the results in this study suggest that IPV occurs equally
across all geographic regions of the country, with the dis-
tribution of visits in metropolitan and non-metropolitan
areas and to different types of facilities consistent with
the general distribution of ED visits. The majority of ED
patients, if not all, are seen by nurses, which emphasizes the
need to focus efforts on improving identification and docu-
mentation of IPV.

LIMITATIONS

The study results are only relevant to the type of cases coded
as IPV visits on the medical record. Lack of IPV identifica-
tion, documentation, and proper coding contributed to the
major limitation in this study, which is the relatively small
study sample and consequently inadequate cell size for sev-
eral variables to generate reliable results (eg, race being
Native American and insurance status being Medicare/
Medicaid). Results were limited to information obtained
from cells with more than 30 observations. Another limi-
tation associated with secondary data analysis in general is
that availability of data was limited to what was collected
for the NHAMCS dataset. Variables that might be of in-
terest to researchers might not be available in NHAMCS,
such as the patients’ marital status and region of residence.
Other variables were available for some of the 5 years but
not all, such as alcohol or drug use, length of visit, and
referral to social services. Last but most important in this
study, the ICD coding system has limited capability for
detailed documentation of domestic violence.60

Conclusions

Improving the detection, documentation, and coding of
IPV victims is the first step in improving the visibility of
the problem by creating an accurate estimation of violence
and its impact on the victims, their families, and the general
community. Creating an accurate estimation of violence
and its impact requires more involvement by providers to
screen all female patients for IPV as recommended by several
professional health societies.14-17 We also encourage health
care providers to improve documentation of partner violence
and the use of proper codes, mainly E967.3 and 5815.2 as
previously described. Finally, there is a critical need to im-
prove the quality of our national surveillance datasets to jus-
tify enhanced services and allocation of new or existing
resources. Reliable data will help advocacy efforts to increase
funding for shelters and other services and could conceiv-
ably encourage local, state, and federal agencies to adopt
effective and measurable public policies and interventions.
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