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Background: We conducted a study to assess the validity of a screening question commonly used to de-
tect intimate partner violence (IPV) in primary care settings. We also analyzed prevalence and risk fac-
tors of IPV.

Methods: We used an embedded domestic violence detection instrument in a general health ques-
tionnaire at one family medicine clinic. Questionnaire scales included a modified version of the Conflict
Tactics Scale (CTS), depression and alcohol use scales, and a personal safety question (“Do you feel
safe at home?”). We assessed the sensitivity, specificity, and predictive value of the personal safety ques-
tion in our sample using responses to the modified CTS and the personal safety question. Three hun-
dred ninety-nine female patients over the age of 18 completed the survey.

Results: CTS results revealed 44.3% of women experienced any violence, 43.5% of women experi-
enced psychological violence in the presence or absence of physical violence, and 10.3% experienced
physical violence in the presence or absence of psychological violence in the previous 90 days. The sen-
sitivity of a single question used to detect any violence (“Do you feel safe at home?”) was 8.8%; the
specificity was 91.2%. Racial identity, marital status, and depression influenced the likelihood of IPV.

Conclusions: These preliminary results call into question the utility of the safety question “Do you
feel safe at home” for detecting cases of intimate partner violence in a primary care sample. (J Am
Board Fam Pract 2003;16:525–32.)

Intimate partner violence (IPV) has been increas-
ingly recognized as a public health problem asso-
ciated with serious medical, family, and societal
effects.1 These effects include injury, reproductive
health consequences, mental health problems, fam-
ily problems, and high rates of health care utiliza-
tion.2–4 Mounting research suggests that many
abused victims seek health care for injuries and
other health problems related to abuse. Health care
costs have been found to be higher in women who
report partner violence.5 By most estimates, 2 to 4
million adult women are battered in the United
States each year.6 Because intimate partner vio-
lence is a health problem, with documented short-
and long-term health consequences, health care
workers have a responsibility and unique opportu-
nity to identify IPV in clinical settings.

Advocates and other IPV experts have specifi-
cally recommended that physicians should rou-
tinely screen for and identify primary care patients
whose partners are abusive.7–9 Many have called for
using a single question designed to detect intimate
partner violence embedded within general health
behavior surveys.10–12 “Safety” questions (eg, “Do
you feel safe at home?”; Do you ever feel afraid of
your partner?“; ”How are things at home?“) have
been suggested for use in waiting rooms to screen
patients for IPV.13

Two published studies have compared a simple
partner violence screening instrument to the
accepted standard, the Conflict Tactics Scale
(CTS).14,15 Of these 2 studies, only the study by
Feldhaus et al16 assessed the usefulness of “Safety”
questions. The CTS has been widely used as the
standard instrument for detecting intimate partner
violence. Researchers have relied on the instrument
in primary care samples and report adequate valid-
ity, sensitivity, specificity, and predictive values in
primary care populations.14,15

As questions about intimate partner violence in-
creasingly become the subject matter of health be-



to gather prevalence data and the demographic
correlates of this type of victimization for different
populations.17 Gathering these data serve first to



thought that questions from the original CTS were
too sensitive and requested modification. Next, we
modified the CTS to increase the response rate by
adopting a less sensitive or intrusive questionnaire.
Finally, a shorter scale was adopted to reduce the
time and effort of patients awaiting primary care.
The CES-D is an instrument that was developed by
the National Institute of Mental Health to detect
major or clinical depression in adolescents and
adults. The questions are easy to answer and cover
most of the areas included in the diagnostic criteria
for depression. It has been used in urban and rural
populations and in cross-cultural studies of depres-
sion. Studies using the CES-D indicate that it has
very good internal consistency, acceptable test-
retest stability, and construct validity.18,19 Finally,
we collected demographic information to provide
further data on the correlates of intimate partner
violence. We wanted to examine the effects of vari-
ables traditionally collected in epidemiologic stud-
ies of intimate partner violence. Race, education,
martial status, and whether or not the patient had
children living at home were used as independent
variables.

Definitions
Women were defined as experiencing psychologi-
cal violence if they indicated that their partner
either “stomped out of the room,” “threatened,”
“threatened to hit or throw something at me,” or
“smashed or kicked something” at least once in the
past 3 months. Women were defined as experienc-
ing physical violence if they indicated being
“pushed, grabbed, or shoved” at least once in the
past 3 months. Psychological and physical violence
are not necessarily mutually exclusive. Responses
from women screening positive for psychological
violence and physical violence on the modified
CTS were compared with their responses to the
“Safety” question (“In the past 3 months, did you
feel safe at home?”). Indications of feeling “unsafe”
at home in the past 3 months were considered
positive screens for IPV. Women who reported
feeling “safe” at home were considered negative for
IPV. Screening positive for depression using the
CES-D scale was defined here as answering posi-
tively to at least four of 10 questions that inquire
about feelings of depression, sadness, and loneli-
ness.

Statistical Analysis
Data were summarized and statistically analyzed
using SAS software. Frequency distributions and
summary statistics were calculated for variables of
interest. In the descriptive analysis, frequency dis-
tributions of study variables were examined and the
prevalence of psychological and physical violence
was determined. �2 tests were used to assess the
associations of demographic variables with types of
violence. Race (white versus nonwhite), education,
marital status, and depression were then entered
into a logistic regression model to determine which
demographic factors independently predicted phys-
ical and psychological violence. Sensitivity, speci-
ficity, predictive values, and likelihood ratios were
calculated.
Sensitivity was calculated on 3 different scores.

We calculated sensitivity for physical violence,
psychological violence, and any form of violence
(physical and or psychological violence) by compar-
ing a positive response on the safety question to a
positive score on the CTS. Specificity was calcu-
lated on negative responses. Specificity and sensi-
tivity calculations were used to determine the sta-
tistical relationship between responses to modified
CTS items and the single question “do you feel safe
at home?”

Results
Table 2 presents the demographics of the sample.
The table compares those who self-report recent
violence victimization with those who do not self-
report recent violence victimization. Specifically,
the table is divided into women who report recent
psychological and/or physical victimization and
those who reported no victimization at all. Three
hundred ninety-nine women participated in the
study. Sixty-one percent of respondents were white
and 26% were African American. Eighty-one per-
cent had more than a high school education. Re-
sults of the CES-D scale indicated 23.4% of the
sample screened positive for depression in the past
90 days. Four percent of all female respondents
reported using alcohol 4 or more times per week.
Slightly more than 1 of 10 women in the study
(13.6%) reported drinking 4 or more drinks per
sitting on average even if it they drank only once
per week. The vast majority of respondents
(93.9%) reported feeling safe at home. Of those
who reported feeling safe at home, 43% experi-
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enced physical and or psychological abuse (any vi-
olence) in the past 3 months. Women who had 4 or
more drinks per sitting were slightly more likely to

report IPV compared with women who had less
alcohol per sitting (47.2% compared with 42.8%).
Table 3 reports the frequency of violence vic-

Table 2. Sample Characteristics, Feeling Safe at Home by Self-Reported Experiences with Violence % (N � 399)

Demographics

Positive Screens for Physical
and/or Psychological
Violence (N � 174)

Negative Screens for Physical
and/or Psychological
Violence (N � 214) Total N*

Race
Black 44.2 55.8 104
White 43.9 56.1 237
Other 45.2 54.8 31

Education
High school or less 49.7 50.3 161
Some college 46.8 53.2 139
College or more 30.0 70.0 80

Marriage
Married 41.5 58.5 135
Other 46.7 53.3 242

Children at home
Yes 49.3 50.7 229
No 36.9 63.1 152

Drinking episodes per week
None 42.8 57.2 152
1–3 45.9 54.1 220
4� 43.7 56.3 16

Average number of drinks per episode
None 42.2 57.6 151
1–3 45.9 54.1 183
4� 47.2 52.8 53

Did you feel safe at home?
Yes 43.2 56.8 361
No 62.5 37.5 24

CES-D
Depression 53.9 46.1 89
No depression 39.9 60.1 291

* May not sum to 399 because of missing data.

Table 3. Prevalence of Psychological and Physical Violence—Past 90 Days Based on 6 Questions from the CTS %
(N � 399)

All White Black Other

Any type of violence 44.3 (n � 164) 44.1 (n � 104) 44.7 (n � 46) 45.1 (n � 14)
Psychological violence with or without
physical violence

43.5 (n � 162) 43.5 (n � 103) 43.3 (n � 45) 45.2 (n � 14)

Physical violence with or without
psychological violence*

10.3 (n � 38) 6.8 (n � 16) 19.6 (n � 20) 6.5 (n � 2)

Type of violence experienced
No violence † 55.9 (n � 208) 56.1 (n � 133) 55.7 (n � 58) 54.8 (n � 17)
Only psychological violence‡§ 34.1 (n � 126) 37.1 (n � 88) 25 (n � 26) 38.7 (n � 12)
Only physical violence� 0.5 (n � 2) 0.42 (n � 1) 0.96 (n � 1) 0.0 (n � 0)
Both psychological and physical violence ‡¶ 9.7 (n � 36) 6.3 (n � 15) 18.3 (n � 19) 6.5 (n � 2)

* p � .01
† Women who report no psychological or physical violence.
‡ p � .05;
§ Women who report psychological violence in absence of physical violence.
� Women who reported physical violence in the absence of psychological violence.
¶ Women who reported both physical and psychological violence.
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timization by race. When psychological and phys-
ical histories of violence are combined, few differ-
ences emerge by demographic characteristics.
Results of the modified CTS instrument indicated
44.3% of the sample reported any (psychological or
physical) violent victimization in the past 90 days.
There were no significant differences by race on
this measure. When differentiating types of vio-
lence, 34.1% of the entire sample disclosed having
experienced only psychological violence. Less than
1% disclosed only physical violence without psy-
chological violence in the past 90 days, whereas
9.7% reported both physical and psychological vi-
olence. Statistically significant differences (P � .05)
did emerge when examining specific aspects of
violence by race. Black women were more likely
to self-report experiencing physical violence (with
or without psychological violence) compared with
white women. Nearly 20% (19.6%) of black
women report physical violence in the past 90 days
compared with 6.8% of white women and 6.5% of
“other women.” These analyses suggest when vio-
lence is differentiated (psychological versus physi-
cal), racial differences in 30-day prevalence figures
emerge.
Tables 4 to 6 report sensitivity and specificity

proportions. They were derived by comparing re-
sponses to modified CTS questions differentiated
by physical and or psychological violence to a safety
question (“In the past 90 days, did you feel safe at
home?”). The sensitivity or measure of accuracy for
predicting any violence (physical and or psycholog-
ical violence) was 8.8% (Table 4). That is, only

8.8% of those who experienced any form of vio-
lence did not indicate feeling safe at home. Not
feeling safe at home is presumed to detect those
victimized by intimate partner violence. The
specificity or measure of accuracy for predicting
no violence for the “any violence” category was
95.8%. Stated another way, 95.8% of those who
did not experience violence in the past 90 days as
measured by the modified CTS reported feeling
safe at home in the past 90 days. For any type of
violence, the safety question seems to have low
predictive accuracy but high specificity. Sensitivity
and specificity proportions for physical violence
(with or without psychological violence present)
are 15% and 94.7%, respectively (Table 5). Stated
another way, for cases involving physical violence,
the safety question’s measure of accuracy for pre-
dicting violence is better compared with instances
when any type of violence is present. Finally, the
sensitivity of the question for psychological vio-
lence with or without physical violence was 8.8%
and the specificity was 95.9%. Thus, the measures
of accuracy for 6033A7Hmodified56033A7HCope5603d Copewcc”x79io-



and who did not screen positive for depression on
the CES-D scale were less likely to have experi-
enced physical violence in the past 90 days. The
odds of self-reporting physical violence for black
women were 3.57 times than for white women, 3.13
times greater for women who were not married
compared with married women, and 3.14 greater
for women who screened positive for depression
compared with those who did not screen positive
for depression.

Discussion
We found that women in a primary care setting
willingly answered questions about intimate part-
ner violence, fear, safety, depression, and self-
esteem. Women disclosed psychological and physical
aggression at rates similar to large, representative
studies with physical violence prevalence rates of
6% to 11%.6 Racial differences also emerged for
physical violence but not for psychological vio-
lence, with black women more likely to report
physical violence.
The present study tested a single safety question

against a standard intimate partner violence instru-

ment to estimate its specificity and sensitivity.
Whereas advocates and IPV experts have called for
this type of screening,2,7,10 few studies have tested






