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The purpose of this paper is to produce a position statement on intimate partner violence (IPV), a
major sociomedical problem with recently updated evidence, systematic reviews, and U.S. Preventive
Services Task Force guidelines. This position statement is a nonsystematic, rapid literature review on
IPV incidence and prevalence, health consequences, diagnosis and intervention, domestic violence
laws, current screening recommendations, barriers to screening, and interventions, focusing on women
of childbearing age (15−45 years). The American College of Preventive Medicine (ACPM) recom-
mends an integrated system of care approach to IPV for screening, identification, intervention, and
ongoing clinical support. ACPM only recommends screening that is linked to ongoing clinical support
for those at risk. ACPM recommends greater training of clinicians in IPV screening and interventions
and offers health systems and research recommendations.
Am J Prev Med 2019;57(6):862−872. © 2019 American Journal of Preventive Medicine. Published by Elsevier Inc. All rights
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The American College of Preventive Medicine
(ACPM) routinely conducts reviews on important
topics to update the College membership. The

2018 update of the U.S. Preventive Services Task Force
(USPSTF) statement on intimate partner violence (IPV)
provides the College the opportunity to conduct a rapid,
updated, nonsystematic review of this critical topic for our
members and for consideration by other specialties. The
primary focus of this paper is the improvement of practices
for addressing IPV among women of childbearing age
(15−45 years), and screening and intervention with the
provision of ongoing clinical support in health care and
the community. This position statement uses a literature
review to expand on the 2018 USPSTF guidelines, dissemi-
nate “promising or best practices,” offer educational and
training recommendations, provide policy recommenda-
tions for state and national organizations, offer recommen-
dations for integrated health system delivery, and inform
directions for future research.

INTRODUCTION

The term “IPV” describes physical, sexual, psychological,
or economic harm by a current or former intimate
partner, spouse, or dating partner. This type of abuse
can involve stalking, and can occur regardless of gender,
sexual orientation, or whether there was a prior sexual
relationship.2,3 The historical term “domestic violence”
is often used interchangeably with “IPV.” Dating vio-
lence is synonymous. The primary focus of this paper is
the secondary and tertiary prevention of IPV through
healthcare screening and intervention for women of
childbearing age (15−45 years).
Nearly 1 in 6 women (16%, or 19.1 million) and about

1 in 17 men (5.8%, or 6.4 million) in the U.S. were vic-
tims of stalking at some point in their lifetime.4 In the
U.S., approximately 1 in 4 women (24.4%, or 29.2 mil-
lion) and nearly 1 in 10 men (10.6%, or 11.8 million)
experience IPV during their lifetime.4 The main contri-
bution to morbidity is from the mental health conse-
quences of abuse.5 The health-related costs of IPV
eventive Medicine. Published by Elsevier Inc. All rights
reserved.
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exceed $5.8 billion each year, with direct costs of medical
and mental health care responsible for greater than two
thirds of this amount.6,7
PRIMARY PREVENTION

Primary prevention, through the identification of risk
and protective factors, allows interventions before vio-
lence occurs. The WHO promotes systematic primary
prevention methods, including multisectorial action and
integration with existing programs, such as those that
address alcohol and substance abuse or reproductive
health.8,9 Though the importance and need for contin-
ued research on primary prevention is recognized by
ACPM, it is beyond the scope of this work.8
SECONDARY AND TERTIARY PREVENTION

Secondary prevention through screening can identify
and support those affected by violence. Tertiary preven-
tion aims to prevent further injury or death owing to
violence. There is lack of consensus at the global level on
secondary prevention for IPV.10

In the U.S., and for the purposes of ACPM, there is
wide consensus among American medical organizations
to recommend routine screening for IPV in women
of childbearing age. Screening with a systems-based
approach that supports clinicians is the most effective in
diagnosing and providing intervention to the victims
of IPV.11,12 The prevalence, the impact on individual
health, healthcare utilization, and associated health-
related costs all support the need for an effective sys-
tems-based approach to screening, identification, and
intervention for IPV.

Incidence and Prevalence
Many victims of sexual violence, stalking, and IPV expe-
rience victimization early in life. More than 71% of the
female victims and 58% of the male victims first experi-
ence IPV before age 25 years, and more than 23% of the
female victims and 14% of the male victims are victim-
ized before age 18 years.13

More than 1 in 3 female victims of IPV experienced
physical violence, stalking, or multiple forms of rape.14

Female undergraduate students experience an annual
5.6% incidence of rape or attempted rape, usually by
someone that they know.15 Among all the rapes reported
by women, 51.1% are committed by a former or current
intimate partner.14

Subpopulations such as the U.S. military experience
higher than average rates of IPV and sexual assault. Stress
because of military deployment or combat-related health
issues, such as post-traumatic stress disorder, could be
contributing factors.16,17 Other subpopulations vulnerable
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to IPV include socioeconomically disadvantaged women18

and women during pregnancy, preconception, and post-
partum periods.16,19 Past and recent abuse has been associ-
ated with the early cessation of breastfeeding.20 People
who identify as lesbian, gay, bisexual, or transgender are
also at higher risk for IPV and sexual assault.21

Sexual violence impacts women across all races and
ethnicities. Physical violence by an intimate partner over
a lifetime is estimated to be experienced by 51.7% of
American Indian/Alaska Native women, 51.3% of multi-
racial women, 41.2% of non-Hispanic black women,
30.5% of non-Hispanic white women, 29.7% of Hispanic
women, and 15.3% of Asian or Pacific Islander women.13

Some progress has been made to date. The Violence
Against Women Act (VAWA) was enacted in 1994, cre-
ating the U.S. Department of Justice’s Office on Violence
Against Women. The VAWA also provided resources
for investigation and prosecution of violent crimes
against women, and funded shelter and support
groups.22 Data from the National Crime Victimization
Survey showed that after enactment of the VAWA, the
rate of IPV dropped 64% between 1994 and 2010 among
people aged ≥12 years from a nationally representative
sample of U.S. households.23 Between 1993 and 2007,
the rate of intimate partner homicide of female victims
decreased by 35%, and the rate of intimate partner
homicide of male victims decreased 46%.24
HEALTH CONSEQUENCES

Social, physical, and psychological problems result from
IPV, including family dissolution, adverse pregnancy
outcomes, poor physical health, mental health disorders,
incarceration, and death.13,17,25 Associated health risk
behaviors include a greater likelihood of smoking and
heavy/binge drinking.26 Survivors of IPV have an
approximately twofold increase in the use of healthcare
services.27 Exposure to IPV has been associated with a
higher prevalence of adverse health behaviors, such as
smoking or substance use disorder.28

Injuries owing to IPV often go undetected. Although
most clinicians recognize some injuries as suspicious for
having been inflicted by another person, other injuries
are more often explained as accidents. IPV should be in
the differential diagnosis, especially for injuries to the
mouth, face, and neck of women.
Women in abusive relationships have increased rates of

sexually transmitted infections, poor pregnancy outcomes,
and gynecologic symptoms.29−31 Although this population
is more likely to receive sexual health screenings, such as
HIV testing, they are less likely to get screening tests, such
as Pap tests or mammograms.32 Abuse victims are more
likely to develop post-traumatic stress disorder, attempt
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suicide, and perpetrate unhealthy patterns of abuse.30,33

Post-concussive syndrome and mild traumatic brain
injury may be comorbid or contributing factors to
sequelae, such as anxiety or depression in IPV victims.34,35
DIAGNOSIS AND INTERVENTION

The process of identifying and diagnosing IPV victimiza-
tion should be differentiated from screening. Screening is
the process of routine inquiry using an interactive dia-
logue approach or a given standardized tool. IPV could
also be identified when a clinician sees a pattern of injury
or illness that is suggestive of IPV. Forming a diagnosis
requires tailored and unique questions and specific diag-
nostic codes. Detailed diagnostic codes for IPV are sup-
ported by ICD-10-CM.36 Consistent diagnosis and
documentation on IPV is important, so that data are col-
lected accurately. This will help in understanding the
incidence, risk factors, and associated injuries or illness.
The use of electronic health records can be useful in the
capture of specific IPV diagnostic and treatment data.36

The security of records poses a real concern where con-
trolling partners may have authorized Health Insurance
Portability and Accountability Act of 1996 consent or
power of attorney. Clinicians should therefore review
these records meticulously for more limited access.
Screening does not always lead to the identification of

IPV, intervention, or referral.37 A study of police-identi-
fied women victims of IPV found that screening was
done in 30% of the visits, and only 6% screened posi-
tive.38 Further studies reported that <25% of identified
victims were provided referral for IPV services.39 Institu-
tionally supported, system-level interventions are more
successful than programs that only screen for IPV.11

The components associated with successful programs
include effective protocols for screening, ongoing train-
ing, immediate access to support services, and institu-
tional support.11

Once IPV is identified, systems-based approaches
toward intervention with written procedures and consis-
tent diagnostic classification have proven effective.40,41

IPV interventions include danger assessment, safety
planning, prevention options; referral to violence inter-
vention programs, social services, or behavioral health
professionals; and compliance with reporting laws.42

Counseling has been shown to be effective in reducing
IPV victimization.43 IPV advocates can provide support
to victims, increase screening, and identify and more
effectively facilitate referrals to community groups.37

The Danger and Safety Assessment is part of the Veter-
ans Health Administration integrated model for IPV
screening. Screening and response evaluation data from
the Veterans Health Administration has shown that
women who screen positive on brief danger assessments
are more likely to receive timely psychosocial follow-up
care in integrated health care.44

Perpetrators are often referred to batterer intervention
programs.42 However, batterer intervention programs
may only be available when a state mandate exists for
convicted perpetrators. There is limited research regard-
ing the recommendations for screening and referral of
perpetrators.
DOMESTIC VIOLENCE LAWS

The first national observance for domestic violence was
held in October 1981 as a “Day of Unity” organized by
the National Coalition Against Domestic Violence. The
first Domestic Violence Awareness Month was observed
in October 1987, with commemorative legislation first
passed by the U.S. Congress in 1989.45 The National
Domestic Violence Hotline (800−799-SAFE) was devel-
oped under the VAWA, which provides assistance to
victims, families, and health professionals who need help
identifying local resources.
Since passing the Violence Against Women Act in

1994, Congress has reauthorized the Act every 5 years
until 2012. In 2013, a new VAWA bill was passed with
provisions for sex trafficking, Native Americans living
on reservations, and people who identify as lesbian, gay,
bisexual, transgender, and queer.22 Changes were made
to the Gun Control Act in 1996, 1996, and 2005, making
it a federal crime, in some cases, for domestic abusers to
possess guns.46 However, most laws providing protec-
tion for IPV are passed at the state level, and those laws
vary considerably.
Forty-one states have established Domestic Violence

Fatality Review teams.47 These vary in the appointed
members, scope of coverage (local, regional, or state-
wide), developed recommendations, and funding. The
intent of these teams is to review fatality or near-fatality
cases related to domestic violence. Some teams also
review suicides, looking at the patterns related to domes-
tic violence.
Most states have specific mandatory reporting laws

for the abuse of adults that are separate and distinct
from elder abuse, vulnerable adult abuse, and child abuse
reporting laws. The reporting agency varies by state and
may be local police departments or public health agen-
cies. In some states, this may only apply to injuries
caused by weapons or in violation of criminal law;
whereas in others, it may be specific to domestic vio-
lence.48 Civil Protection Orders for domestic violence
cover opposite-sex partners in all states. Three states
(Hawaii, Maine, Washington) and the District of
Columbia specifically designate that same-sex partners
www.ajpmonline.org
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are included; 2 states (Louisiana, South Carolina) specifi-
cally exclude same-sex partners; 2 states (Florida, Mon-
tana) have statutes that are silent on the issue; and the
remaining states have statues that probably extend to
same-sex partners based on how those statutes have
been construed or interpreted previously (Table 1).49

There is wide variation between states in how statutes
protect adult or teen dating partners (Table 1). The stat-
utes are often silent or unclear for teenagers.49
CURRENT SCREENING GUIDELINES

Healthcare providers play an integral part in caring for
women and families experiencing IPV. A majority of
victims (70%−81%) reported that they would like their
healthcare providers to screen them for IPV.50−52

Screening recommendations from other groups are sum-
marized in Table 2.
The USPSTF 2018 guideline recommends that clini-

cians screen all women of childbearing age for IPV and
provide services for those who screen positive.1 Multiple
screening tools are available to screen women of child-
bearing age; however, the USPSTF did not find valid
screening methods for men in the primary care setting
without direct evidence of abuse.1 The USPSTF con-
cluded their review with a Grade B level of evidence cate-
gory rating, indicating there is high certainty that there is
a moderate net benefit for screening.1 More recent devel-
opments for IPV tools include the investigation of tools
that assess stalking, including on college campuses.53−56

The American Academy of Family Physicians and the
American College of Physicians also uphold the USPSTF
guidelines.57 Similarly, the American Academy of Pedi-
atrics recommends a multifaceted approach, including
physician education and skills in screening and interven-
tion, knowledge of laws, and collaboration with support
organizations.58

The American College of Obstetricians and Gynecolo-
gists recommends physicians screen all patients periodi-
cally for IPV, regardless of age. All patients should be
screened during routine annual, family planning, and
preconception visits. Among pregnant women, screen-
ing should occur at various times throughout the dura-
tion of the pregnancy, including the initial prenatal visit,
at least once per trimester, and the postpartum checkup.
The American College of Obstetricians and Gynecolo-
gists also delineates various components to screening as
described in Table 2.59,60
CLINICIAN EDUCATION

Although any training at all has been found to make
healthcare workers more likely to screen,61 there is no
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standard model for medical school and postgraduate
education on IPV.62 IPV education during medical
school and residency may help providers develop a foun-
dation of knowledge and comfort level around screening,
identifying, and providing intervention for IPV, and
mandatory reporting laws. Medical school curriculum
on IPV is inconsistent, with some medical students
receiving little to no education.63 Compared with their
counterparts, medical students who have received IPV
education report more confidence and comfort inter-
viewing patients and feel more prepared to address
IPV.63,64 Beyond primary care and across specialties, res-
idents continue to experience gaps in knowledge and
training around IPV and report feeling unprepared to
screen or counsel patients, resulting in low screening
rates.65 The residents felt most unprepared on specific
topics, such as risk assessment, creating a safety plan,
and providing resources, referrals, and documentation.65

The American Academy of Family Physicians recom-
mends the following training curriculum in IPV for resi-
dency programs: epidemiology, risks and red flags for
identifying IPV or sexual harassment, and resources
available to assist affected women; components of the
evaluation and treatment of victims of rape and sexual
assault (including psychosocial and legal issues); and the
ability to perform or refer women for IPV counsel-
ing.57,66 The American College of Emergency Physicians
recommends that medical schools and emergency medi-
cine residency curricula include education and training
on IPV to recognize, assess, and intervene.67 The Ameri-
can Association of Pediatricians recommends that resi-
dency training programs incorporate education on IPV
and its implications for child health into the curricula of
pediatricians and pediatric subspecialists.58 The Ameri-
can College of Obstetricians and Gynecologists and
American College of Physicians do not make specific
recommendations regarding medical or residency educa-
tion and training.60,68

Only a handful of states require any type of continu-
ing medical education training for physicians who may
be the first point of contact for a victim of domestic
abuse (Table 1). Connecticut requires 1 contact hour
pertaining to domestic violence at least every 6 years.69

Florida requires 2 contact hours every 3rd biennial
renewal.70 Kentucky requires a 3-hour course on domes-
tic violence within the first 3 years of a license being
granted, with no further contact hours required.71 Texas
requires 2 contact hours in medical ethics or profes-
sional responsibility every 2 years. This may include risk
management, domestic abuse, or child abuse.72 The liter-
ature is inconclusive on the contribution of continuing
medical education training to changes in physician
behavior, but there is evidence that assuring a system of



Table 1. State Regulations

Order of protection

State

Fatality
review
team

Mandatory
reporting

Mandatory
CME

Opposite-sex
partner

Same-sex
partner

Adult/Teen
dating partner Stalking

Alabama Y Y Probably Y/N Y

Alaska Y Y Y Probably Y/Y Y

Arizona Y Y Y Probably Y/N Y

Arkansas Y Y Probably Y/N Y

California Y Y Y Probably Y/Y Y

Colorado Y Y Probably Y/Y Y

Connecticut Y Y Y Probably Y/Y Y

Delaware Y Y Y Probably Y/Y Y

District of Columbia Y Y Y Y Y/Y Y

Florida Y Y Y Statute silent Y/Statute silent Y

Georgia Y Y Probably N/N (unless
partners lived
together)

Y

Hawaii Y Y Y Y Y/N Y

Idaho Y Y Probably Y/Y Y

Illinois Y Y Probably Y/Y Y

Indiana Y Y Y Probably Y/Y Y

Iowa Y Y Y Probably Y/unclear Y

Kansas Y Y Probably Y/unclear Y

Kentucky Y Y Y Y Probably N/N Y

Louisiana Y Y N Y/Y Y

Maine Y Y Y Y/Y Y

Maryland Y Y Y Probably N/N Y

Massachusetts Y Y Maybe Y/Y Y

Michigan Y Y Y Maybe Y/Y Y

Minnesota Y Y Y Probably Y/sometimes Y

Mississippi Y Y Probably Y/unclear Y

Missouri Y Y Probably Y/unclear Y

Montana Y Y Y Statute silent Y (if opposite sex)/
Unclear

Y

Nebraska Y Y Probably Y/unclear Y

Nevada Y Y Y Probably Y/Y Y

New Hampshire Y Y Y Maybe Y/Y Y

New Jersey Y Y Y Probably Y/Y Y

New Mexico Y Y Probably Y/Y Y

New York Y Y Probably Y/unclear Y

North Carolina Y Y Y Maybe Y (if opposite sex)/
Unclear

Y

North Dakota Y Y Maybe Y/unclear Y

Ohio Y Y Probably N/N Y

Oklahoma Y Y Y Probably Y/Y if 16‒17 years
old

Y

Oregon Y Y Y Probably Y/unclear Y

Pennsylvania Y Y Probably Y/unclear Y

Rhode Island Y Y Probably Y/Y Y

South Carolina Y Y N N/N (unless
partners lived
together)

Y

South Dakota Y Y Probably N/N Y

(continued on next page)
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Table 1. State Regulations (continued)

Order of protection

State

Fatality
review
team

Mandatory
reporting

Mandatory
CME

Opposite-sex
partner

Same-sex
partner

Adult/Teen
dating partner Stalking

Tennessee Y Y Y Probably Y/Y Y

Texas Y Y Y Y Probably Y/N Y

Utah Y Y Probably N/N Y

Vermont Y Y Y Probably Y/Y Y

Virginia Y Y Y Probably N/N Y

Washington Y Y Y Y Y/Y (if both are aged
≥16 years)

Y

West Virginia Y Y Y Probably Y/N Y

Wisconsin Y Y Probably Y/N Y

Wyoming Y Probably Y/N Y

American Samoa Y Probably Y/Y Y

Northern Mariana Islands Y Probably Y/Y Y

Puerto Rico Y Probably Y/unclear Y

Virgin Islands Y Maybe Y/unclear Y

CME, continuing medical education; N, no; Y, yes.
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support and victim response if IPV is identified can
impact physician behaviors.73,74
BARRIERS

Barriers to screening for IPV exist at multiple levels within
the medical system, and although they may vary depend-
ing on the health setting, they are largely systemic. The
barriers include lack of training, attitudes and perception
of healthcare providers, and logistic barriers.
Lack of sufficient training among healthcare providers

is the most frequently reported barrier and is ubiquitous
in results reported in the literature concerning IPV
screening. Providers lacking confidence in addressing
such a sensitive and complex issue may be less likely to
screen for IPV.75,76 Lower screening rates have been
reported in emergency departments.61 A study by Rho-
des et al.39 found that providers in emergency depart-
ments frequently missed opportunities to identify and
provide interventions for police-identified women vic-
tims of IPV. A lack of information about domestic vio-
lence has been reported as a significant barrier to IPV
screening in the emergency department setting.77 This is
significant because the emergency department is a criti-
cal entry point and the authors of that study estimate
that between 20% and 50% of all female patients in the
emergency room are victims of domestic violence. There
is a need for increased education and better training for
orthopedic surgeons and providers in fracture clinics,
who also may encounter victims of IPV.78,79 Lack of
training was identified as the most common barrier to
screening among trauma nurses.80 Another study noted
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clinician confusion over reporting laws and legal respon-
sibilities, as well as logistic challenges owing to lack of
time and privacy, concluding that nurses need clearer
protocols and resources before screening.81

Personal barriers, including the attitudes and percep-
tions of the healthcare provider, may negatively affect the
performance of IPV screening. A survey of physicians
noted that less than half of surveyed physicians believed
that IPV was an issue for their female patients.82 Physi-
cian-perceived barriers vary with practice setting and spe-
cialty, with increased perceived barriers in a private
practice and fewer perceived barriers by obstetricians and
gynecologists.75 Clinician personal discomfort, a feeling of
powerlessness in the screening situation, or previous per-
sonal experience can inhibit in-depth screening in some
case.77 Preconceptions and a lack of awareness regarding
IPV later in life may affect a provider’s ability to identify
abuse.83 Some clinicians reported forgetfulness as a barrier
to screening, which underscores the usefulness of simple
chart reminders for increased screening.61

Survivors face barriers in the decision to disclose IPV.
Factors that can influence disclosure include patient−pro-
vider connectedness and ambiguity in the role of the
healthcare system to address violence.84 Anticipatory
stigma, the belief that one will be blamed and stigmatized
for disclosing, has been found to be a barrier for survivors
in disclosing abuse.85 Furthermore, race may affect the
willingness of victims to disclose IPV if there is perceived
discordance between the provider and patient.86

Logistic barriers include a lack of space for privacy
and safety needs and a lack of time for sensitive inter-
vention. Lack of privacy has been reported by clinicians



Table 2. Screening Recommendations of Other Groups

Organization Screening recommendation

USPSTF Clinicians should screen women of childbearing age for intimate partner violence (IPV), such as domestic violence,
and provide or refer women who screen positive to intervention services (Grade B Recommendation). The USPSTF
concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening all elderly
or vulnerable adults (physically or mentally dysfunctional) for abuse and neglect (Grade I recommendation).

ACOG Physicians should screen all women for IPV at periodic intervals, including during obstetric care (at the first prenatal
visit, at least once per trimester, and at the postpartum checkup), offer ongoing support, and review available
prevention and referral options. Screen for IPV in a private and safe setting with the woman alone and not with her
partner, friends, family, or caregiver. Use professional language interpreters and not someone associated with the
patient. At the beginning of the assessment, offer a framing statement to show that screening is done universally and
not because IPV is suspected. Also, inform patients of the confidentiality of the discussion and exactly what state law
mandates that a physician must disclose. Incorporate screening for IPV into the routine medical history by integrating
questions into intake forms so that all patients are screened whether abuse is suspected. Establish and maintain
relationships with community resources for women affected by IPV. Keep printed take-home resource materials, such
as safety procedures, hotline numbers, and referral information in privately accessible areas, such as restrooms and
examination rooms. Posters and other educational materials displayed in the office also can be helpful.

AAFP Physicians should discuss IPV and family violence with their patients in a routine, nonjudgmental manner. Disclose
the limits of confidentiality, inquire about violence and assess immediate safety, offer support and harm reduction,
offer supported referral. Provide primary prevention through patient education about healthy relationships.

ACEP Training in the evaluation and management of victims of domestic violence should be incorporated into the initial and
continuing education of EMS personnel. This training should include the recognition of victims and their injuries, an
understanding of the patterns of abuse and how this affects care, scene safety, preservation of evidence, and
documentation requirements.

ACP Individual internists are encouraged to take as many of the following steps as possible to reduce for their patients the
prevalence and recurrence of—as well as the pain and suffering caused by—family violence; become aware and
knowledgeable about the diagnosis and treatment of family violence; become familiar with applicable abuse reporting
laws and other legal requirements, as well as the appropriate procedures for dealing with and referring suspected
cases of abuse; work independently or with local medical societies or other community groups to participate in
violence-prevention activities and/or develop resources‒such as battered women shelters‒in one’s community; and
encourage and participate in research on family violence.

AAP Residency training programs and CME program leaders are encouraged to incorporate education on IPV and its
implications for child health into the curricula of pediatricians and pediatric subspecialists. Pediatricians should
remain alert to the signs and symptoms of exposure to IPV in caregivers and children and should consider attempts to
identify evidence of IPV either by targeted screening of high-risk families or universal screening. When caregivers are
asked about IPV, it is ideal to have a plan in place to respond to affirmative screens. Pediatricians are encouraged to
intervene in a sensitive and skillful manner and attempt to maximize the safety of caretakers and child victims.
Pediatricians should be cognizant of applicable IPV laws in their state, particularly as they relate to reporting abuse or
concerns of children exposed to IPV. Pediatricians are encouraged to support local and national multidisciplinary
efforts to recognize, treat, and prevent IPV.

AAFP, American Academy of Family Physicians; AAP, American Association of Pediatricians; ACEP, American College of Emergency Physicians; ACOG,
American College of Obstetricians and Gynecologists; ACP, American College of Physicians; EMS, emergency medical services; USPSTF, U.S. Preven-
tive Services Task Force.
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in the emergency department setting77 and may also
contribute to the personal discomfort already inherent
to the screening process.79 Time constraints also present
a barrier to IPV screening.77,79 In addition to screening
barriers, IPV identification is complicated by a variety of
other factors—including fear of retaliation by the abuser,
law enforcement/legal involvement, behaviors attributed
to the abused women,87 or the presence of a partner dur-
ing screening.88
HEALTH SYSTEM CHANGES AND MODEL
PRACTICES

Addressing barriers requires systems-based changes.
McCaw and colleagues74 successfully demonstrated a
significant increase in screening in a managed care setting
using a systems model approach. Three elements have pre-
viously been identified for successful IPV prevention imple-
mentation. These include: training for physicians, nurses,
and clinical staff; clinic system change including adminis-
trative buy-in, quality strategies, and patient education;
and clinic culture change, such that the healthcare system
values and norms support identification, intervention, and
treatment.12 Models that aim to address such barriers
include the Healthcare Can Change from Within
model,12,37 the evidence-based systems model implemented
at Kaiser Permanente, Northern California,89 and the com-
prehensive conceptual framework developed by O’Campo
et al.11 Improved IPV screening and intervention were
demonstrated by the Change from Within model, through
www.ajpmonline.org
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enhanced provider education, training, community part-
nerships, and improved clinic policies.12 The Veterans
Health Administration offers a national integrated program
for the early identification of IPV, danger assessment, and
intervention—including home visits and continued sup-
portive care.90 This is seen as a model for integrated health
systems nationally (L Bruce, Veterans Health Administra-
tion, personal communication 2019).
RECOMMENDATIONS FROM THE
AMERICAN COLLEGE OF PREVENTIVE
MEDICINE

ACPM supports screening for IPV in women of child-
bearing age. More research should be done to determine
the appropriate screening methods for other populations
at risk for IPV, including men, the elderly, adolescents,
and lesbian, gay, bisexual, transgender, and queer popu-
lations (which can also include women of childbearing
age). Further research is needed on the screening and
management of perpetrators of IPV. ACPM supports
the development of standardized methodologies and
best practices for screening, identification, diagnosis,
intervention, and documentation of IPV for clinicians.
Early intervention of IPV is important, and further
research is needed on primary prevention.
Systems-based approaches should be implemented at

various levels of health care, including medical education
residency training, state medical boards, national medical
associations, and within local and regional health systems.
ACPM recommends the following:

1. Medical education and training. All physicians should
receive standardized evidence-based education and
training on IPV screening, identification, diagnosis,
intervention, and reporting laws, during medical
school and residency.

2. National medical associations. National medical associ-
ations should provide continuing medical education,
including education on billing, coding, documentation,
and reporting, to build on the foundation developed
during training.

3. State medical boards. State medical boards should
require initial continuing medical education training
on reporting requirements, as this can vary from state
to state.

4. Local and regional health systems. Local and regional
health systems should provide an infrastructure that
enables the providers to screen, identify, diagnose, and
intervene effectively in all healthcare settings where the
victims of IPV may present. Health systems should
develop patient messaging and education materials and
December 2019
provide private and safe environments for screening
and caring for victims of IPV. Health systems should
also develop the internal expertise of select staff and
general training for all staff, collaborate with commu-
nity organizations, identify resources, and develop
referral patterns. Written procedures/protocols and
quality improvement strategies should be created, with
support and oversight from leadership to ensure capac-
ity building.

5. Healthcare providers. Within a supportive system,
healthcare providers should routinely screen for IPV
in a private and safe environment using a nonjudg-
mental manner. Providers should be knowledgeable
of local reporting laws and follow established pro-
cesses to provide an intervention including assess-
ment of safety and an effective referral process.

6. Research recommendation. Further research is
needed to develop standard guidelines and the devel-
opment of “best practices” for clinicians and institu-
tions to follow.
RATIONALE/CONCLUSION

This article reviews the literature on IPV incidence and
prevalence, health consequences, diagnosis and interven-
tion, domestic violence laws, current screening recommen-
dations, and barriers to screening and intervention. ACPM
statement presented here is consistent with recommenda-
tions from other organizations and additionally recom-
mends systems-based approaches to IPV screening,
identification, and intervention. Although ACPM supports
improved education and training for healthcare providers,
the application to clinical practice will be most effective in
screening, diagnosing, and providing intervention for IPV
through a systemic approach. ACPM further recommends
that this systems-based approach be applied collaboratively
across various levels of infrastructure that affect providers
and their clinical practice. In addition, addressing IPV will
require research to improve early screening and interven-
tion, the development of best practices, and attention to
at-risk subpopulations.
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