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Clinical scenario

A 36-year-old female presents to the emergency department 
(ED) with a diffuse headache. She has previously visited the 
ED three times for the same presentation, and had normal 
investigations, including a CT head. On assessment, she 
appears withdrawn and makes poor eye contact. When you 
examine her, you notice a bruise behind her right ear and 
along the posterior angle of her jaw. When you ask her about 
them, she looks away and does not provide a response.

IPV or Intimate Partner Violence—describes physical 
violence, sexual violence, stalking, or psychological harm by 
a current or former partner or spouse. This type of violence 
can occur among heterosexual or same-sex couples and does 
not require sexual intimacy [1].

1. Should we screen for intimate partner violence? 
What factors should increase my suspicion 
of intimate partner violence?

Intimate partner violence exists across all age spans, ethnic-
ity, and socioeconomic backgrounds, affecting 1 in 6 women 
and 1 in 9 men in Canada [2]. Emergency physicians have 
a unique opportunity to identify victims of intimate partner 
violence and should be on high alert for suspicious presen-
tations. This includes any vague/changing history, delays 
in seeking care, statements that patient is ‘accident prone’, 
traumatic injury, frequent ED visits for injuries, chronic pain 
or other somatic complaints, unintended pregnancy, and 
mental health concerns (including depression, suicidal idea-
tion/attempts, and evidence of substance/alcohol misuse). 

It is also important to recognize an inappropriate affect, 
overly attentive partner, and reluctance or difficulty with 
physical examination. Injury patterns that are inconsistent 
with the provided history should raise concern. Injuries that 
are centrally located (i.e., trunk, chest, genitals), bilateral 
(i.e., both arms or legs), defensive (i.e., bruises or fractures 
to the hands or forearms), or involving the head, neck, and 
face should also be considered. Lastly, remember to be on 
the lookout for injury findings in concealed areas, and/or at 
various stages of healing [3, 4].

2. How do I ask about intimate partner violence? 
How do I respond to a disclosure? What should I 
avoid asking?

While many screening tools are cumbersome and difficult to 
use in a fast-paced ED setting, there are two general ques-
tions that are efficient and effective: (1) “Are you safe at 
home?” And (2) “Has someone hurt you?” Accessible and 
broad language avoids labelling survivors as abused. Many 
survivors may not see themselves this way. Furthermore, 
studies show that survivors do not mind these questions and 
encourage them [5, 6].

It is crucial to respond to the disclosure of intimate part-
ner violence in a supportive manner that indicates that you 
believe the patient. On average, it takes eight visits to health-
care providers before a disclosure is made [6]. A respectful, 
validating response to disclosure results in sixfold reduction 
in mental health sequelae, substance misuse, and PTSD [6].

It is imperative that clinicians avoid questions like “why 
didn’t you leave?”, “what did you do to set them off?”, or 
“what were you wearing?”. These statements are wholly 
unhelpful, and can disrupt the physician–patient relation-
ship, thereby jeopardizing the patient’s healthcare experi-
ence [6].
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3. What are the key components of intimate partner 
violence injury assessment and treatment?

As with any other traumatic injury, one’s assessment should 
be guided by the history. The examination must be done 
sensitively, which includes frequently checking in with the 
patient. Avoid surprises by ensuring the patient understands 
what you are going to examine next. If an injury is confined 
to one location, a head-to-toe exam may not be warranted.

Similarly, treatment is guided by the injury. It may 
include wound care, analgesia, splinting, or casting. Medical 
treatment always comes before forensic evidence collection.

4. How do I document assessments on intimate 
partner violence patients?

The patient’s medical records may be summoned to court, 
which reinforces the need for clear and legible documentation. 
A helpful approach is to consider how one would document 
a bar fight. Consider what details of the assault you would 
include. Where/how/how many times/with what was the sur-
vivor assaulted with? Did they lose consciousness? Were they 
strangled? Who was the assailant and what is their relationship 
to the patient? Wherever possible, include patient statements 
with quotations. Comprehensive documentation of the physical 
exam includes a mental status exam describing the patient’s 
demeanor and appearance. Document old and new injuries and 
include the size, type, and location. It may be helpful to include 
a body map of the injuries, and/or with the patient’s consent, 
photographs of the injuries (completed by the specialized treat-
ment service). Including details such as what the assailant was 
wearing is unnecessary, as it has no bearing on your medical 
care. Record a safety assessment, specialist referral(s), and dis-
position plan. Finally, label the discharge diagnosis as intimate 
partner violence. Do not use the word “alleged”—this is a legal 
term and has no place in Medicine. We would not document 
alleged MI; therefore, we should not use this term here.

5. How do I ensure my patient is safe?

To ensure safety, the patient should not be left in the waiting 
room. Instead, use a visible location within the ED that is 
inaccessible to their assailant. Remember, the highest risk 
for a survivor is when he or she leaves or seeks care. There 
is a 4× increased likelihood of being murdered [7].

Furthermore, a safety plan for discharge is necessary. This 
includes: Where are they going? How are they going to get 
there? Does their assailant have access to them there?

It is important to recognize that most victims will return 
to their assailant, and physicians must avoid responses of 
disbelief and disapproval [6]. Safety planning when patients 

are in the precontemplation/contemplation stage may include 
having a protected room with an escape for outbursts, hav-
ing a ‘go-bag’ with essential documents, using code words 
with friends and/or family and inputting resources into their 
phone [8]. Given the complexity and importance of indi-
vidualized safety planning, if available, involve specialty 
intimate partner violence services or Social Work for assis-
tance with this. Remember to exercise caution in providing 
patients with written materials as these can trigger further 
violence towards the patient once they are discharged.

A woman is murdered every 6 days in Canada [7], with 
indigenous women, transgender women of colour, and those 
participating in sex work being at disproportionately high 
risk for violence [9, 10].

6. How/who do I refer for further care and support?

Specialized treatment services are available for additional sup-
port. These services provide crisis intervention and support, 
documentation of assault, assessment and documentation of 
injuries (including photographs), testing and treatment for 
STIs, forensic evidence collection, safety planning, and refer-
rals to community agencies for support. They also provide 
non-acute care directly and follow-up care. It is important 
to offer this support to all intimate partner violence patients. 
Remind the patient that these services are not an extension 
of the police, however, they can involve them if requested. 
Specialized services can be accessed in the following ways:

• In Ontario: all hospitals have a referral relationship with 
a specialized treatment service. To find one: https:// www. 
sadvt reatm entce ntres. ca/ find-a- centre/

• Across Canada/Internationally: https:// www. foren sicnu 
rses. org/

• Google intimate partner violence treatment centre in your 
area

Case resolution

After emphasizing that she is safe, you ask your patient 
directly about intimate partner violence. She discloses 
that she is being abused by her live-in partner and starts 
to cry. You respond in a supportive manner, validate her 
decision to seek help in the ED, and assess her safety. On 
exam, there are no injuries that require imaging or treatment. 
You then offer to have the patient seen by a specialized inti-
mate partner violence program, who may assist with safety 
planning and referrals for community support. You provide 
analgesia for her headache and keep her within the depart-
ment until she is seen by the specialist. You document the 
discharge diagnosis as intimate partner violence.

https://www.sadvtreatmentcentres.ca/find-a-centre/
https://www.sadvtreatmentcentres.ca/find-a-centre/
https://www.forensicnurses.org/
https://www.forensicnurses.org/
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