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ABSTRACT

PURPOSE e undertook a study to compare 3 ways of administering brief
domestic violence screening questionnaires: self-administered questionnaire,
medical staff interview, and physician interview.

METHODS We conducted a randomized trial of 3 screening protocols for domes-
tic violence in 4 urban family medicine practices with mostly minority patients.
We randomly assigned 523 female patients, aged 18 years or older and cur-
rently involved with a partner, to 1 of 3 screening protocols. Each included 2
brief screening tools: HITS and WAST-Short. Outcome measures were domestic
violence disclosure, patient and clinician comfort with the screening, and time
spent screening.

RESULTS Overall prevalence of domestic violence was 14%. Most patients
(93.4%) and clinicians (84.5%) were comfortable with the screening questions
and method of administering them. Average time spent screening was 4.4 min-
utes. Disclosure rates, patient and clinician comfort with screening, and time
spent screening were similar among the 3 protocols. In addition, WAST-Short was
validated in this sample of minority women by comparison with HITS and with
the 8-item WAST.

CONCLUSIONS Domestic violence is common, and we found that most patients and
clinicians are comfortable with domestic violence screening in urban family medi-
cine settings. Patient self-administered domestic violence screening is as effective
as clinician interview in terms of disclosure, comfort, and time spent screening.

Ann Fam Med 2007;5:430-435. DOI: 10.1370/afm.716.

INTRODUCTION

he prevalence of current victims of domestic violence among patients

in primary care settings ranges from 7% to 50%,' even though stud-

ies show that only 1% to 15% of women in primary care settings
were asked about domestic violence by their clinician.?* Lack of office pro-
tocols and limited time are perceived as common barriers by medical clini-
cians.® In one study, battered women perceived clinician reluctance to ask
about abuse as a major barrier to their domestic violence disclosure.’

Although studies have found that brief screening questionnaires

1011 research findings are

increase identification of domestic violence,
inconsistent on the optimum method of administering screening tests. In a
recent randomized study, MacMillan et al found no significant difference
in the proportion of patients who disclosed domestic violence using a self-
administered questionnaire compared with patients who were interviewed
by a clinician; the patients, however, preferred self-administered screen-
ing."> McFarlane and colleagues found that a medical staff interview identi-
fied more abused women than a written history form,' whereas another
10,1217

study reported opposite findings." With few notable exceptions,
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SCREENING FOR DOMESTIC VIOLENCE

previous studies have not examined
clinician and patient comfort with dif-

Figure 1. Flowchart of study design.

ferent screening protocols. One study
of a brief screening tool indicated that
91% of women felt comfortable when
screened by their clinicians.'

The purpose of this study was to
identify an optimal screening protocol
to help overcome barriers to domestic
violence screening. We compared the
rate of domestic violence disclosure,
comfort level with screening, and time
spent screening for self-administered,
medical staff interview, and physician
interview screening protocols.

METHODS

Domestic violence training
for clinicians in 4 study
sites (n = 49)

\4

Study information in the
waiting room (n = 730)

Y

Patients aged 18 y + and willing to
participate, informed consent (n = 530)

\

Randomization (n = 523)

Participants
This randomized trial of 3 domestic v

Y Y

violence screening protocols was con-

ducted in 4 urban family medicine prac-

Self-administered
screening (n = 173)

Medical staff-administered
screening (n = 169)

Physician-administered
Screening (n = 181)

tices. The 4 practices have a total of |

18 physicians and 27 residents who see

approximately 3,500 patients per month
total, of which 86% are African-Ameri-

can or Hispanic. The target population

was women aged 18 years or older who

were currently with a partner.

\4

Review of results
(n=523)

Y Y

Procedure

Positive HITS or
WAST-Short (n = 74)

Negative HITS and WAST
-Short (n = 448)

Figure 1 is a flowchart of the study
design. At the start of the study, 7

Y \ 4

research assistants, all medical staff,
and all physicians received 3 hours of

training by the investigators in lecture

Brief intervention by physicians,
domestic violence materials (n = 74)

Domestic violence materials
for prevention (n = 448)

format on screening techniques, the
use of the screening questionnaires,
assessment of domestic violence vic-
tims, interventions, and referral to
support agencies.

Y

Patient postscreening
survey (n = 523)

During June 2004 through

HITS = harm, insult, threaten, scream; WAST — Short = 2 items from the Woman Abuse Screening Tool.

March 2005, the research assistants
approached and recruited consecutive patients and
confirmed their eligibility in private. Screening at

each practice site ranged from 2 to 5 months, because
some practice sites see more adult female patients

and took fewer months to accrue the sample. The
research assistants completed the study in one practice
before moving on to the next. Randomization of the

3 protocols was conducted before recruitment with
research assistants blinded to the method assigned to
patients. A block design was not used. If the protocol
was to be self-administered, the patient completed the

questionnaire herself. When necessary, the research
assistant explained the questions to the participant.
Patients assigned to be interviewed by medical staff
were directed to one of the medical staff who admin-
istered the screening tool, reviewed the results, and
intervened if necessary. For patients assigned to be
interviewed by a physician, a similar procedure was
performed. In all 3 protocols, participants were pro-
vided with domestic violence materials by research
assistants. The physicians were informed of the writ-
ten results of screening. Those patients whose screen-
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ing test was positive for domestic violence received
an intervention by the physicians. The time taken to
provide materials on domestic violence was included
in the estimate of time for screening, whereas the time
taken to intervene with those who disclosed domestic
violence was not included.

After the health care visit, the research assistants
distributed self-administered questionnaires to the
participants in a private room. This postscreening
questionnaire sought more details about the domestic
violence and assessed comfort level and time spent
screening. After patients completed the questionnaire,
the women received a stipend of $10 for their par-
ticipation. At the end of the study, medical staff and
physicians completed a self-administered questionnaire
on their time spent screening and their overall comfort
with screening but not about a specific patient.

Data Collection
Patients were screened for domestic violence using
2 brief screening tools: HITS (hurt-insult-threaten-

scream)'® and WAST (Woman Abuse Screening
Tool)-Short'® (Supplemental Appendix at: http:/www.

annfammed.org/cgi/content/full/5/5/430/DC1).
%g HITS is one of the shortest screening tools,

forms an easily remembered acronym, has been
tested with diverse populations, and has been tested
and used in family medicine practices. Answers were
summed to form an interval scale of the total HITS
score, which could range from 4 to 20. Using a cutoff
score of 10.5, Sherin et al found that HITS accurately
classified 91% of nonvictims and 96% of victims.'®
HITS has a Cronbach’s a of 0.80 and is highly corre-
lated with the Conflict Tactics Scales (r = 0.85).'81°

WAST-Short consists of 2 items from the 8-item
WAST. Women responded to the 2 items with a 3-
point response set and met the criteria for domestic
violence exposure if they answered “a lot of tension/
great difficulty” to either question. The remaining 6
items were included in the postscreening questionnaire
to validate results from the domestic violence screen-
ing. For the 8-item WAST, answers were summed
to form an interval scale, ranging from 3 to 24. The
WAST has a reliability of 0.75, and abused women
identified by WAST-Short score significantly higher on
WAST than women who were not abused.'® WAST has
been tested in only predominantly white and middle-
class populations, however.!

Women who had positive findings on HITS or
WAST-Short in the 3 protocols met the criteria for
domestic violence exposure.

Data on patient comfort levels with the screening
instruments, the screening method, and time spent
screening were collected using a patient postscreen-

ing questionnaire. Questions addressing comfort with
screening were adapted from previous studies,'®'® with
answers ranging from not at all (1) to very comfortable
(4). Patient comfort levels with each item of HITS and
WAST were assessed in the postscreening question-
naire (Supplemental Appendix). Answers were summed
to form interval scales of the total HITS, WAST, and
overall comfort scores. We included a question on how
comfortable the patient was with the assigned screen-
ing method. A clinician survey assessed the physicians'
and medical staff's comfort level with the screening
tools and the assigned screening protocol. Scales simi-
lar to the patient comfort scales were used.

We calculated the sample size based on a previ-
ous study by the authors and the literature.'®*" We
expected patient disclosure rates of 6% for the self-
administered questionnaire, 16% for the medical staff
interview, and 9% for the physician interview. We
hypothesized 0.3 differences in comfort level scores
(3.0, 3.3, 3.6, respectively; SD =0.5). Screening for
domestic violence with 167 women from each method
for a total of 501 provides more than 80% power
to detect such differences at & = .05 (2-tailed test).
Institutional Review Board approval for this study was
obtained.

Analysis

Analysis was done using SPSS version 14.0.2 (SPSS,
Inc, Chicago, Ill). Outcome measures were domestic
violence disclosure, patient or clinician comfort level,
and time spent screening. To determine the reliability
and validity of HITS and WAST-Short, we calculated
Cronbach'’s coefficient a, correlations of the 2 instru-
ments with WAST, and assessed the relation of domes-
tic violence disclosure by HITS and WAST-Short

to WAST scores. Then, x* tests and ANOVA were
conducted to compare differences in domestic violence
disclosure, patient and clinician comfort levels, and
time spent screening among the 3 protocols.

RESULTS

Participants

During the 10 months in the practices, 730 women
were eligible to participate in the study. Of these
women, 200 refused to participate, and 7 did not
complete the questionnaire because of the waiting
time for a private room. A total of 523 (72%) eligible
patients participated in the study. Institutional Review
Board regulations did not allow us to collect demo-
graphic data for nonrespondents; however, percent-
ages of African American and Hispanic women in the
sample and the 4 practices were similar (84% and 86%,
respectively).
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Table 1. Sample Characteristics of Participants by Domestic Violence Screening Protocol
Medical Staff Physician
Total Self-Report Interview Interview
Variable n=>523 n=173 n=169 n=181 P Value
Race/ethnicity, %
White 1.7 15.1 10.7 9.4 .769
African American 70.6 67.4 70.8 73.3
Hispanic 13.8 13.4 14.9 13.3
Other 3.8 4.1 3.6 3.9
Age, mean, y 35.6 35.8 35.9 35.3 .886
Completed college, % 29.5 32.4 29.0 27.2 .561
Income , mean, $ 20,423 20,232 20,650 20,388 974
Employed (including part-time), % 72.6 64.5 80.4 72.9 .005
Married, % 33.4 28.3 38.9 33.1 117
Currently pregnant, % 4.5 4.1 4.8 4.5 953
Length of the relationship, mean, y 8.2 7.8 8.9 7.9 .586
Medicare/Medicaid, % 51.5 57.6 47.3 49.7 140
New patient, % 19.8 16.8 24.6 18.4 167
Visits in the past year, mean, No. 4.3 4.8 4.2 3.8 .005

Table 1 displays the demographic characteristics
of participants. The 3 randomly allocated groups were
similar on all but 2 variables. Women interviewed
by medical staff were more likely to be employed
(P=.005), and those who completed self-administered
questionnaires had visited the practice more often in
the previous year (P =.005).

Disclosure of Domestic Violence

Table 2 shows no difference in the prevalence of a
positive screening result for domestic violence among
3 methods of administering HITS and WAST-Short.
Overall, 14.2% of women had positive findings on 1 or
both instruments. A higher proportion of women had
positive findings with WAST-Short than with HITS
(12.5% vs 6.3%, respectively), perhaps because the
WAST-Short questions are more general.

Internal Reliability and Validity of Instruments
The internal reliability of the short screening instru-
ments was good, and each was highly correlated with the
WAST total score. Cronbach's a was .79 for HITS and
.80 for WAST. The correlations of HITS and WAST-
Short total scores with WAST total scores were 0.77
(P<.001) and 0.81 (P <.001), respectively. Those who had
positive results on HITS or WAST-Short had WAST
total scores that were significantly higher than those
who had negative results (P <.001 for both instruments).
Cronbach's a was .97 for the patient overall comfort
scale and .95 for the clinician overall comfort scale.

Patient Comfort and Time Spent Screening
Most patients (93.4%; total n=523) reported being
comfortable with the assigned protocol. Comparisons

of the mean scores of patient comfort showed no dif-
ferences in HITS, WAST-Short, and overall comfort
among protocols. Women whose screening results
were positive for domestic violence and those whose
were not were similar in perception of helpfulness of
screening and comfort with screening across methods.
One exception was that those with positive screening
results for domestic violence were slightly less com-
fortable with medical staff screening (P =.021). Time
spent screening ranged from 2 to 15 minutes and was
similar among the 3 methods.

Clinician Comfort

Most clinicians (84.5%; total n = 33) were comfort-
able with the screening methods regardless of whether
the clinician interviewed the patient or the question-
naire was self-administered. Comfort levels with each
screening protocol were similar for physicians and
medical staff across methods. Physicians and medi-

cal staff were comfortable with the screening tools
(mean score = 3.1), although physicians were slightly
more comfortable with WAST-Short compared with
the medical staff (P=.039). Subgroup analysis indi-
cated that physicians preferred WAST-Short to HITS
(P =.043), and self-administered questionnaire to medi-
cal staff interview (P =.007).

DISCUSSION

Our findings provide support that rates of domestic
violence disclosure are similar with self-administered
screening, medical staff interview, and physician inter-
view. The prevalence rate of domestic violence in our

study is similar to findings from previous studies.'*'*
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Table 2. Patient Disclosure and Patient and Clinician Comfort Level, by Screening Protocol

Medical Staff Physician
Variable Total  Self-Report Interview Interview P Value
Patients, No. 523 173 169 181
Patient domestic violence disclosure, %
HITS 6.3 6.4 5.9 6.7 .959
WAST-Short 12.5 13.3 11.8 12.2 914
Overall 14.2 14.5 13.0 15.0 .862
Patient comfort with screening tools, mean, score*
HITS 3.5 3.5 3.6 3.6 434
WAST-Short 3.6 3.5 3.6 3.6 .519
Overall 3.5 3.5 3.6 3.6 446
Patient comfort with screening method, mean, score*t* 3.4 3.4 3.5 3.4 .656
Patient perception of helpfulness for screening, mean, scoret 3.2 3.3 3.1 3.2 453
Time spent screening, min 4.4 4.8 4.4 4.0 100
Clinicians, No. 33 N/A 14 19
Clinician comfort with screening methods, mean, score*$
Self-administered 3.4 N/A 3.2 3.6 181
Medical staff 3.1 N/A 3.1 3.2 .801
Physician 3.4 N/A 3.4 3.4 .788
Clinician comfort with screening tools, mean, score*f
HITS 3.1 N/A 2.8 3.2 .184
WAST-Short 3.3 N/A 3.0 3.5 .039
Overall 3.1 N/A 2.9 3.3 .100

* Range: not at all comfortable (1) to very comfortable (4).
+ Most patients (93.4%) reported being comfortable with the assigned protocol.

§ Most clinicians (84.5%) were comfortable with the screening methods.

HITS = hurt, insult, threaten, scream; N/A = not applicable; WAST-Short = 2-items of the Woman Abuse Screening Tool.

+ Women who disclosed domestic violence and those who did not were similar in perception of helpfulness for screening and comfort with screening across methods;
the only exception was those who disclosed domestic violence were slightly less comfortable with medical staff screening (P =.021).

¢ Subgroup analysis indicated that physicians preferred WAST-Short to HITS (P = .043) and self-administered questionnaire to medical staff interview (P = .007).

Opverall, 1 in 7 women in intimate relationships had
positive findings for domestic violence. Consistent
with prior studies, our findings show that patients
and clinicians are comfortable with domestic violence
screening.'®"3""7 Although MacMillan et al found
that a face-to-face approach was less preferred by
patients,> we found that patient comfort levels were
similar among clinician interviews and self-completed
questionnaires. We also found that physicians were
comfortable regardless of screening tools and screen-
ing methods. This study provides implications for cost
savings if self-administered screening tools are used.
This study has some limitations. Provision of a
stipend might affect the participant’s rating of their
comfort with screening. Even so, the stipend did
not seem to affect the comparative ratings of the 3
screening protocols. There was no validation of the
time spent; however, the reported time is reasonable
given the brevity of the questionnaire. Nonpartici-
pants and participants might differ in demographic
characteristics and in abuse, which may introduce
unknown bias. Our study only screened women
patients, because women are 7 to 14 times more

likely than men to suffer injuries.2’ We did not have
physicians and medical staff assess their comfort with
screening each patient. Finally, this study was con-
ducted in urban clinical settings with predominantly
minority patient populations, indicating that WAST
and WAST-Short may be acceptable screening
instruments in such settings.

In conclusion, domestic violence is common in
urban family medicine settings. Screening patients for
domestic violence using a self-administered question-
naire is as effective as clinician screening in terms of
disclosure, comfort, and time spent screening. Brief
screening tools such as those used in this study can
be helpful to busy clinicians, but in practice, clinicians
would still need to conduct further assessment to con-
firm the domestic violence victim's status.

To read or post commentaries in response to this article, see it
online at http:/lwww.annfammed.orglcgilcurrent/full/5/5/430.

Key words: Domestic violence/diagnosis; screening
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