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Preface

The Agency for Healthcare Research and Quality (AHRQ) sponsors the development
of Systematic Evidence Reviews (SERs) through its Evidence-based Practice Program.

With guidance from the U.S. Preventive Services Task Force® (USPSTF) and input from
Federal partners and primary care specialty societies, the Evidence-based Practice Center
at the Oregon Health & Science University systematically reviews the evidence of the
effectiveness of a wide range of clinical preventive services, including screening,
counseling, and chemoprevention, in the primary care setting. The SERs—
comprehensive reviews of the scientific evidence on the effectiveness of particular
clinical preventive services—serve as the foundation for the recommendations of the
USPSTF, which provide age- and risk-factor-specific recommendations for the delivery
of these services in the primary care setting. Details of the process of identifying and
evaluating relevant scientific evidence are described in the “Methods” section of each
SER.

The SERs document the evidence regarding the benefits, limitations, and cost-effectiveness
of a broad range of clinical preventive services and will help further awareness, delivery, and
coverage of preventive care as an integral part of quality primary health care.

AHRQ also disseminates the SERs on the AHRQ Web site
(http://www.ahrg.gov/clinic/uspstfix.htm) and disseminates summaries of the evidence
(summaries of the SERs) and recommendations of the USPSTF in print and on the Web. These
are available through the AHRQ Web site and through the National Guideline Clearinghouse
(http://www.ngc.gov).

We welcome written comments on this SER. Comments may be sent to: Director, Center for
Practice and Technology Assessment, Agency for Healthcare Research and Quality, 540 Gaither
Road, Suite 3000, Rockville, MD 20850.

Carolyn Clancy, M.D. Jean Slutsky, P.A., M.S.P.H.

Director Acting Director, Center for Practice

Agency for Healthcare Research and Quality and Technology Assessment
Agency for Healthcare Research and
Quality

*The USPSTF is an independent panel of experts in primary care and prevention first convened by the U.S.
Public Health Service in 1984. The USPSTF systematically reviews the evidence on the effectiveness of
providing clinical preventive services--including screening, counseling, and chemoprevention--in the
primary care setting. AHRQ convened the USPSTF in November 1998 to update existing Task Force
recommendations and to address new topics.
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Structured Abstract

Context

Family and intimate partner violence occurs commonly in the U.S. and causes
important health problems. Although the clinician’s role in identification and
intervention is considered a professional and legal responsibility, the effectiveness of

these efforts is unclear.
Objective

To examine evidence on the performance of screening procedures and
interventions in the primary care setting in reducing harm from family and intimate

partner violence for children, women, and elderly adults.



Data Sources

MEDLINE®, PsycINFO, CINAHL, Health & Psychosocial Instruments, ERIC, AARP
Ageline, and the Cochrane Controlled Trials Register, reference lists of systematic

reviews, and experts.
Study Selection

Included studies had English-language abstracts, were applicable to U.S. clinical
practice, described abuse and neglect in women, children, or elderly adults, were
conducted in or linked to primary care, obstetrics/gynecology, or emergency department

settings, and included a clinician in the process of assessment or intervention.

Data Extraction

We extracted selected information about study design, patient samples and
settings, methods of assessment or intervention, and clinical endpointsand applied a set

of criteria to evaluate study quality.

Data Synthesis

No studies directly addressed the effectiveness of screening in a healthcare setting
in reducing harm, or described the adverse effects of screening and interventions. All
instruments designed to screen for child abuse and neglect were directed to parents,
particularly pregnant women. These had fairly high sensitivity but low specificity.
Several brief instruments designed to identify women with intimate partner violence
compared well to longer previously validated instruments. We found few studies of
screening for elder abuse and neglect. A randomized controlled trial with 15-years

follow-up indicated that nurse home visits during pregnancy and for 2-years postpartum



for low-income women improved abuse and neglect outcomes for children. Studies of
interventions for children of other ages, women who are not pregnant, and elderly adults

are lacking.

Conclusions

Screening and interventions for child abuse are directed to parents during prenatal
and postpartum periods. Several brief screening instruments have been tested for women,
but interventions are lacking. Few instruments and no interventions were identified for

elderly adults.

Vi
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1. Introduction

Burden of Suffering

Approximately 1 million abused children are identified in the U.S. each year.! In
1999, reported abuse rates were 1,180 per 100,000 children with the highest rates for
children age 3 years and younger.”> An estimated 1,100 children died of abuse and
neglect that year, a rate of approximately 1.62 deaths per 100,000 children in the general
population.2 Reported abuse likely captures only a fraction of all cases.” A large survey
of adult health maintenance organization members indicated that 11% experienced
psychological abuse, 11% physical abuse, and 22% sexual abuse during childhood.”

The 1996 Federal Child Abuse Prevention and Treatment Act (CAPTA) describes
the term “child abuse and neglect” at a minimum, to be “any recent act or failure to act on
the part of a parent or caretaker, which results in death, serious physical or emotional
harm, sexual abuse or exploitation, or an act or failure to act which presents an imminent

» Definitions also include any action that hinders a child’s

risk of serious harm.
development potential.

Frequently cited factors associated with child abuse and neglect include low
. 69 .79 - . 6,7 o i T8
income, ~ low maternal education,”” non-white ethnicity, ' large family size,” "~ young
age of the mother,” single parent,” psychiatric disturbances of parents,'® and presence of

! The relationship of increasing numbers of risk factors to

a stepfather,” among others.
officially recorded and self-reported abuse and neglect outcomes was illustrated in a 17-

year longitudinal analysis of data (Figure 1).” As the number of risk factors increased,



the proportion of children maltreated also increased for neglect and physical, sexual, and
all types of abuse outcomes.

Estimates of the prevalence of intimate partner violence in the U.S. indicate that
1-4 million women are physically, sexually, or emotionally abused by their intimate
partners each year,'> ' with 31% of all women reporting being abused at some point in
their lifetimes.'* Prevalence rates of abuse in clinical samples range from 4-44% within
the past year and from 21-55% over a lifetime.">”* A survey of pregnant women at
prenatal clinics indicated a prevalence of abuse of 17%.%° In a survey of teenage
students, approximately 20% of female respondents reported being physically and/or
sexually abused by a dating partner.”” The incidence of acute cases determined in
emergency care settings ranges from 2-7.2%.% Although violence by women against men
also occurs, women are 7-14 times more likely to suffer severe physical injury from an
assault by an intimate partner,” resulting in at least 1.4 million emergency department

visits each year.*

13 30

Studies of intimate partner violence, including 2 large national surveys, report

21, 31-33, 35, 39-41

o . 20,21, 31, 33-38 -
associations with young age,” 7" low income, pregnancy, *° mental

health problems, including depression, anxiety, and suicide attempts,'® 23336374142

19, 20, 31, 32,37, 42 20, 24, 32

alcohol or substance use by victims or perpetrators, separated or

20, 21, 24, 34, 38, 40 32,38,

divorced status, and history of childhood sexual and/or physical abuse,

44 among others.
Estimates from the National Elder Abuse Incidence Study (NEAIS) state that

approximately 551,000 older adults in domestic settings were abused and/or neglected

during 1996.* A random sample survey of a community population indicated a



prevalence rate of 32 per 1000 for physical violence, verbal aggression, and neglect.*®
Complicating these estimates, however, is the difficulty in defining and quantifying elder
abuse. Abuse of the elderly takes many forms including physical, sexual, financial
exploitation, neglect, and psychological.*” Available data indicate that women are
abused at higher rates than men and those age 80 years and older are abused and
neglected at 2-3 times their proportion in the population.*’ In 90% of cases, the
perpetrator is a family member, most often adult children or spouse.*

Factors significantly associated with elder abuse were identified in a 9-year cohort
study of 2,812 community-dwelling elders utilizing social services in Connecticut.*®
These included increasing age, nonwhite race, low income, living with another person,
and having few social ties. Functional impairment, such as difficulties with activities of
daily living (ADLs) and cognitive disability were also associated with abuse, although
having depression, urinary incontinence, and other chronic medical conditions were not.
Other frequently associated factors include substance use, and having a poor emotional
state and low self-esteem,” among others.”*>?

Studies of caregivers who abused elderly reported perpetrator factors associated
with abuse including being an adult child but not spouse or paid caregiver of the victim, 49

49, 53 50

being male, alcohol and substance use, mental health problems including

. 50,52, 53
depression,” >~

previous childhood abuse,” and being abused previously by the
victim.”* Caregiver burden, such as providing long-term care and working many hours
each day, also was associated with abuse.”

Many health problems are associated with abuse and neglect at all ages. These

include not only repercussions of acute trauma, including death and unwanted pregnancy,



but also long-term physical and mental problems such as depression, post-traumatic stress

4273563 addition, children

disorder, somatization, suicide, substance abuse, and others.
who witness intimate partner violence are at risk for developmental delay, school failure,
and a variety of psychiatric disorders, including depression and oppositional defiant

64, 65

. . . 66
disorder, and violence against others.

Health Care Interventions

The clinician’s role in identification and intervention is considered a professional

responsibility by physician and nursing organizations,®” ®®

and is also defined in legal
terms. Reporting child and elder abuse to protective services is mandatory in most states,
and 4 states (California, Colorado, Rhode Island, and Kentucky) have laws requiring
mandatory reporting of intimate partner violence. Statutes mandating reporting vary. For
child maltreatment, 19 states require that any person who suspects child abuse or neglect
must report, while the majority of the states limit mandatory reporting to professionals
working with children.®® Hospitals are also required to address abuse in order to comply
with mandates from the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO).”"

Although several risk markers related to family and intimate partner violence
have been identified, most of these have been determined by cross-sectional or case-
control descriptive studies and causality has not been determined. Risk markers have

been used in designing screening questionnaires and as eligibility criteria for studies and

programs.



Whether screening in the primary care setting leads to a decline in abuse is
unknown. In the mid-1990’s, after several medical organizations recommended
screening for intimate partner abuse, rates of abuse declined.”’ A systematic review
reported that most studies of screening for intimate partner violence in health care
settings found that screening detected a greater proportion of abused women than no

screening.”” Surveys indicate that 43-85% of women respondents consider screening in

health care settings acceptable, although only a third of physicians and half of emergency

department nurses are in favor of screening.”” It remains unclear for clinicians how to
effectively screen for abuse and intervene once problems are identified, and few

clinicians routinely screen patients without apparent injuries.73'78

Prior Recommendations

In 1996, the U.S. Preventive Services Task Force concluded that there was
insufficient evidence to recommend for or against the use of specific screening
instruments to detect family or intimate partner violence, but recommended that
clinicians ask questions about abuse if it is suspected.” This report is an update of the
current literature on family and intimate partner violence. It focuses on studies of the
performance of screening instruments designed for the clinical setting and the

effectiveness of clinical-based interventions for children, women, and elderly adults.

Analytic Framework and Key Questions

We defined screening as assessment of current harm or risk of harm from family

and intimate partner violence in asymptomatic persons in a health care setting.



Individuals presenting with injuries from family violence undergo a diagnostic, not
screening, evaluation. Universal screening means assessing everyone; selective
screening indicates that only those who meet specific criteria are assessed. The target
populations for this review were children, women, and elderly adults as victims of abuse
directed towards them by family members, intimate partners, caretakers, or others with
similar relationships. The USPSTF focused this review on these populations because
they are the largest at-risk groups in general primary care settings and are most likely to
have been subjects of published studies.
The analytic framework in Figure 2 indicates the strategy that we used to guide
our literature search about screening children, women, and elderly adults. Key questions
were identified as areas with unresolved issues pertinent to clinical practice. These key
questions correspond to selected numbered arrows in the analytic framework and include:
Arrow 1: Does screening for family and intimate partner violence reduce harm and
premature death and disability?

Arrow 2: How well does screening identify current harm or risk for harm from family
and intimate partner violence?

Arrow 3: What are the adverse effects of screening?

Arrow 4: How well do interventions reduce harm from family and intimate partner
violence?

Arrow 5: What are the adverse effects of interventions?



2. Methods

Literature Search Strategy

In conjunction with a medical librarian, we conducted searches using MEDLINE
(1966 to December 2002), PsycINFO (1984 to December 2002), CINAHL (1982 to
December 2002), Health & Psychosocial Instruments (1985 to December 2002) (women
and elderly adults only), ERIC (1989 to December 2002) (children only), AARP Ageline
(1978 to December 2002) (elderly adults only), and the Cochrane Controlled Trials
Register (Appendix 1). Additional articles were obtained by reviewing reference lists of
pertinent studies, reviews, and editorials, and by consulting experts. References listed in a
recent review of early childhood home visitation for the prevention of violence for the
U.S. Task Force on Community Prevention Service,* the Prevention of Child
Maltreatment Update from the Canadian Task Force on Preventive Health Care,”!
Violence in Families: Assessing Prevention and Treatment Programsgz, a systematic
review of screening women in health care settings for domestic violence’” and other

systematic reviews were specifically considered.

Inclusion/Exclusion Criteria

Inclusion and exclusion criteria were developed by the investigators in
collaboration with the USPSTF for each population. Studies included in this review had
English-language abstracts, were applicable to U.S. clinical practice, described abuse and

violence against women, children, or elderly adults, were conducted in or linked to



primary care (family practice, pediatrics, and general internal medicine),
obstetrics/gynecology, or emergency department settings, and included a physician or
other health provider in the process of assessment or intervention. We excluded studies
about patients presenting with trauma.

Studies about assessment were included if they evaluated the performance of
verbal or written questionnaires or other assessment procedures such as physical
examinations that were brief and applicable to the primary care setting. Included studies
clearly described the study sample, the screening instrument or procedure, the abuse or
neglect outcome, and the collection of data. Outcomes included indicators of physical
abuse, neglect, emotional abuse, and/or sexual abuse and related health outcomes if
reported such as depression.

Studies about interventions were included if they measured the effectiveness of an
intervention in reducing harm from family and intimate partner violence compared to
comparison groups. Results from properly conducted randomized controlled trials were
emphasized. We excluded studies that tested effectiveness of interventions to educate
health care professionals about family violence or increase screening rates in institutions.
We also excluded studies about mandatory reporting laws, descriptions of programs, the
accuracy of physician diagnosis and reporting of abuse, and physician factors related to

reporting.

Data Extraction and Synthesis

From each included study, we abstracted the study design, number of participants,

setting, length and type of interventions, length of follow-up, outcomes, methods of



outcome measurement, and study duration, among others. Two reviewers independently
rated each study’s quality using criteria specific to different study designs developed by
the USPSTF, and categorized them as good, fair, or poor (Appendix 2).* When

reviewers disagreed, a final score was reached through consensus.



3. Results

Child Abuse and Neglect

Screening

1,808 abstracts were captured in searches of MEDLINE, CINAHL, and Health &
Psychosocial Instruments (searches provided in Appendix 1). Sixty-five full text articles
were retrieved for further review; 6 studies met eligibility criteria.

Studies meeting eligibility criteria utilized self-administered questionnaires,
sometimes in conjunction with interviews and review of medical records, clinical staft-
directed interviews, and clinical observation to identify families with current harm or risk
for harm. All studies primarily assessed parents, rather than children directly, and none
utilized specific physical examination protocols for screening. Instruments included in
these studies are described in Appendix 3.

Self-administered questionnaires. The Kempe Family Stress Inventory (KFI) ** was used
in 3 studies meeting eligibility criteria (Table 1). Study populations included
predominantly young, single women with low socioeconomic indicators. A retrospective
cohort study in Denver included 262 adolescent parents in a university hospital maternity
program.® Cases of child abuse and neglect were recorded by medical staff. As part of a
larger battery of measures, families completed the 10-item KFI including questions about
stressful events, parent behavior, and other risk factors associated with child abuse and
neglect. Scores on the KFI were the only statistically significant predictors of

maltreatment at 1 year (RR 8.41, CI 5.77-10.01; p=0.0009) and at 2 years postpartum

11



(RR 5.19, CI 1.99-13.60; p=0.004). In addition, families identified with high risk scores
on the KFI were more likely to initiate clinic visits for their children during the first year
(p<0.0001) and admit their children to the hospital during the first 6 months (p=0.06)
than low risk mothers.

A study conducted in Hawaii Healthy Start affiliated obstetrics clinics that
included young, poor, pregnant women with high rates of domestic violence and
substance abuse, utilized the KFI in a 2-step screening process.*®*’ Identification of
high-risk women by initial review of medical records or interview using the 15-item
Hawaii Risk Indicators Screening Tool was followed by the KFI. Results were then
compared with the Child Abuse Potential (CAP) inventory, a 160-item instrument. The
2-step procedure had 89% sensitivity and 28% specificity at 6-months follow-up.

An evaluation of the Oregon Healthy Families program also used the Hawaii Risk
Indicators Screening Tool to screen 2,870 pregnant women considered at risk for child
abuse because of history of previous abuse or neglect, history of substance abuse, and
young age, among other factors.*®® Women who had high scores on this test (40% of
cohort), were then given the KFI. Risk scores on the KFI were highly correlated with
maltreatment rates (given per 1000 children): 7 with low-risk scores, 18 with moderate,
45 with high, and 172 with severe. Sensitivity was calculated at 97%, specificity 21% for

scores in the high to severe range (>25 points).*

Clinical staff-administered questionnaires. A study of 1,089 young pregnant women

receiving care at a general hospital used the Maternal History Interview (MHI-2) to

determine risk for child abuse.*” This instrument utilizes open-ended questions and

12



subscales to evaluate parenting skills, personality, discipline philosophy, life stress, and
others. Child abuse reports for mothers identified as high risk were 6.6% compared with
2.3% for low risk (RR 3.02, CI 1.02-8.90) based on public agency reports of physical
abuse, neglect, sexual assault, or mother-child separation. The MHI-2 had a positive
predictive value of 6.6% and a sensitivity of 55.6% for physical abuse. This instrument
did not predict neglect or sexual abuse.

The Parenting Profile Assessment (PPA) is a 21-item nurse interview designed for
the primary care setting.”® When administered to a sample of 185 mothers who
volunteered to be studied, it had 75% sensitivity and 86% specificity for child abuse

based on self-reports.”

Other techniques: clinician observation. In a retrospective cohort study, nurses referred
patients and their newborns to the hospital's child abuse committee from the postpartum
unit after determining them to be at high risk for abuse based on a number of non-
standardized criteria including parental substance use, income, social support, previous
child abuse or neglect, and parenting behavior.”' Information was gathered from direct
observation and medical records. When compared to the low-risk patients, the rate of
subsequent hospitalizations for both medical and psychosocial reasons was significantly

greater in the high-risk patients (p<0.01 and p<0.05, respectively).

Summary of child abuse and neglect screening.
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e Although several screening assessment procedures are described in the literature,
few studies evaluate their performances for predicting child abuse and neglect
outcomes.

e Most studies of instruments screen pregnant or postpartum women; there are no
studies of instruments that evaluate children directly.

e No instruments have been evaluated for feasibility in the primary care setting
using measures of time, cost, or others.

e Sensitivity and specificity of instruments are poor to fair depending on the

instrument and population. None has been widely tested.

Interventions

1,748 abstracts were captured in searches of MEDLINE, CINAHL, PsycINFO,
ERIC, and the Cochrane Database of Systematic Reviews and Controlled Trials
(Appendix 1, Figure 3). Seventeen studies, utilizing 13 unique populations, met inclusion
criteria. All studies evaluated interventions for pregnant and postpartum women and
their infants. Nine randomized controlled trials were identified: one rated good quality,”
with 4 subsequently published follow-up studies,”**® 6 rated fair quality,””'%* and 2 rated
poor quality.*'® One poor quality quasi-experimental study,'* 2 fair-to-poor quality

88105 and 1 poor quality cohort study'*® were also identified. All studies

cohort studies,
are described in Table 2, but only the randomized controlled trials rated good or fair

quality are described in the text. Results of all the studies are also summarized in Table

3.
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Randomized controlled trials meeting criteria for good quality. A trial of 400 low
income, pregnant women in a semi-rural county in New York State provided 3 levels of
support services during and after pregnancy and assessed outcomes related to child abuse
and neglect.”> Women were actively recruited to the study through a variety of ways,
including public health clinics and obstetric practices, if they had no other previous live
births and were either younger than 19, single parents, or had low socioeconomic status,
although women who requested to be in the study were also included. They were
randomized to 1 of 4 groups including: no intervention, intervention with transportation
services to the medical clinic during pregnancy, intervention with transportation services
and nurse home visits during pregnancy (every 2 weeks for approximately 9 visits), and
intervention with transportation services and nurse home visits continuing through the
child’s second birthday. Nurse visits included parent education, support systems for the
mother, and engagement of family members with other health and social services.

All infant participants received a sensory, developmental, and home environment
evaluation at 1 and 2 years of age using Bayley, Cattell, and Home Observation for
Measurement of the Environment (HOME) Scales. In addition, records from the
department of social services (Child Protective Services), emergency room visits, and
other medical visits were reviewed for the presence of abuse and/or neglect. If there were
suspected problems in the no intervention group at the 1 or 2-year evaluation, subjects
were referred to appropriate services. Data were also collected at ages 3,” 4, and 15.%>
% At the 15-year follow-up, outcome data included a life history calendar, self-report of

criminal activity, parent-child conflict inventory, and domestic violence assessment.

15



Results at 2 years showed that high-risk women who had prolonged nurse visits
were less likely to commit acts of child abuse and neglect compared to high-risk women
without visits (p=0.07).* At 3 and 4 years follow-up, there were no differences between
groups for child abuse and neglect outcomes.” ** At the 15-year follow-up, however,
differences were reported. Children in the nurse-visited group were less likely to be
involved in reports of child maltreatment of any kind (p=0.004).® Mothers in the nurse-
visited group were less likely to be perpetrators of child abuse and neglect than mothers
without nurse visits 15 years after the intervention (p=0.01).95

Other related outcomes included fewer injuries or toxic ingestions at ages 2, 3,

4,92'94 and fewer visits to the emergency department at ages 3 and 4%%%* for the nurse-

and
visited group. Also, at the 2-year assessment, nurse-visited toddlers showed a higher
developmental quotient than non-visited toddlers.”> When compared to non-visited
mothers, mothers in the nurse-visited group showed less impairment by alcohol and other
drug use, less convictions, and less jail time at the 15-year follow-up.” However, this

finding was statistically significant only for the subgroup of unmarried women with low

socioeconomic status.

Randomized controlled trials meeting criteria for fair quality. Six fair-quality trials
evaluated home visitation programs linked to prenatal clinics or hospital care.”’'%* All
but one study'® used inclusion criteria to assess risk for child abuse and neglect, although
no study used standardized or validated instruments. Studies generally considered
positive responses to criteria such as social or demographic risk factors (unmarried, low

level of education, unemployed),”” '*' drug use during pregnancy,” low birth weight,'**

16



or a history of other risk factors (HIV infection, homelessness, substance use),98 among
others. Follow-up ranged from 2 to 24 months post delivery, and abuse outcomes were
determined by medical record review, face-to-face interviews, home observation,
questionnaires on child abuse potential, and county social service records. Evaluations of
the home included assessment of the safety and developmental appropriateness of the
home and play environment.

None of these studies described significantly fewer reports of abuse and neglect in
intervention groups compared to control groups. Five of the studies reported other
significant intervention effects related to abuse and neglect such as medical care
utilization, parent-child interactions, punishment, stressful life events, parental mental
illness, and drug use.””® 101-102

A trial in Memphis randomized 1,139 pregnant women seen in a public obstetric
clinic to 4 different intervention groups including a home nurse-visit group.'®" This study

had a similar design as the New York State trial,”

but differed in implementation of the
intervention and measurement of outcomes. Also, study groups had different income
levels at baseline. Outcome measures included mothers' perceptions of child abuse and
neglect, punishment, and child rearing, medical visits, and life events, but no verified
reports of abuse and neglect. By the 24th month, nurse-visited women held fewer beliefs
about child-rearing associated with child abuse and neglect such as lack of empathy,
belief in physical punishment, and unrealistic expectations of an infant (p=0.003). Nurse-

visited children had fewer health care encounters related to injuries or ingestions in the

first 2 years, compared to comparison groups (p=0.05).
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A prenatal assessment indicated that 43 drug-using minority women had Child
Abuse Potential (CAP) scores significantly above the norm (p<0.01).”> At 18 months
follow-up, an intervention group that had received biweekly nurse home visits reported
total abuse scores on the CAP to be within the norm, while the control group continued to
show total scores above the norm (p<0.01). Women in the treatment group were more
emotionally responsive to their children (p=0.03), had a more stimulating home
environment (p=0.053), reported being drug free (p=0.002) and were compliant with
primary care (p=0.016) compared to the women without home visits.

In a trial conducted in California, 191 pregnant women were referred to a
specialized home visitation program after being identified as high risk and were followed
for 2 months postpartum.”’ Before the program, the intervention group had more reports
of child abuse than the control group. Following the intervention, the control group had a
greater increase in unsubstantiated reports (p<0.05). No differences were seen for
substantiated reports, well-being, prenatal care, birth outcomes, baby temperament, child
welfare, or court-ordered in-home or out-of-home services.

225 pregnant minority women in Philadelphia participated in a study of home
visitation from prenatal to 12 months postpartum.”® There were no significant differences
between groups on the HOME inventory. Treatment women showed a decrease in overall
psychological distress (p<0.002), had more help with household tasks and attaining
household items (p<0.001), higher total social support (p<0.005), and more support from
grandparents (p=0.04) and friends (p<0.004).

A trial of nurse home visitation for low birth weight babies included 79

postpartum women at the University of Pennsylvania Hospital.'”® Low birth weight

18



infants in the intervention group were discharged 11 days earlier (p<0.05) than the
control group, and were on average 2 weeks younger. At 18 months follow-up, there
were no differences between groups for reports of child abuse or foster care placement,
measures of re-hospitalizations, numbers of acute care visits, or incidence of failure to

thrive.

Summary of child abuse and neglect interventions.

e A good-quality randomized controlled trial of nurse home visits during pregnancy
and for 2 years after delivery indicated improved child abuse and neglect
outcomes, as well as improved related outcomes such as criminal activity,
perpetrator status, drug use, etc. These effects persisted for 15 years after the
intervention. Most of the positive results of this intervention were concentrated
among mothers who were unmarried and from low-income households.

e Other trials do not indicate improved child abuse and neglect outcomes, but report
improvements in related outcomes.

e All studies of interventions focused on newborns and infants.

e All studies of interventions included women considered at high risk for abuse
because of sociodemographic characteristics and/or inclusion criteria based on

additional risk factors.
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Intimate Partner Violence against Women

Screening

Of 806 abstracts identified by searches of MEDLINE, PsycINFO, and Health &
Psychosocial Instruments (Appendix 1); 14 met inclusion criteria. These include 6
studies that compared one instrument to another®® 7' 3 that compared an instrument
to a directed interview' >, 2 that measured inter-rater reliability and/or internal

13, “6, and 3 that compared methods of administration’® """ ¥ None

consistency
evaluated the performance of a screening instrument or procedure using verified abuse
outcomes. Instruments are described in Appendix 3.

Six studies compared brief screening instruments to previously validated
instruments and were rated good or fair in quality (Table 4).%% '9"'1° Results indicated
that the brief instruments were generally correlated to longer instruments and in some
cases performed better.

The HITS instrument includes 4 questions about being Hurt, Insulted, Threatened,

or Screamed at.'”

When administered to 259 women in a family practice office, it
demonstrated fair internal consistency (Cronbach’s alpha=0.80), and its results correlated
with the previously validated 19-item Conflict Tactics Scales (CTS) (r=0.85). In urban
emergency department settings, the Partner Violence Screen (PVS), consisting of 3
questions, had higher sensitivity and specificity when compared to either the 30-item
Index of Spouse Abuse (ISA) (64.5% & 80.3%) or the Conflict Tactics Scales (71.4% &

84.4%)."'" However, the Conflict Tactics Scales may not have undergone sufficient

testing of its validity to qualify as a gold standard in these studies.
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A study of 1,152 predominantly African-American women presenting for care at
university-affiliated family practice clinics found that the 10-item Women’s Experience
with Battering Scale (WEB) had a higher detection rate (16%) than the 15-item Index of
Spouse Abuse-Physical Scale (ISA-P) (10%).'"” Another trial with predominantly white
women in family practice clinics found that the 8-item Woman Abuse Screening Tool
(WAST) was correlated to the 25-item Abuse Risk Inventory (ARI) (r=0.69).'"® A study
of pregnant women in public prenatal clinics tested the 3-item Abuse Assessment Screen
(AAS) against the Index of Spouse Abuse (ISA).*® Women identified as abused on the
AAS also scored significantly higher on the ISA than women who had not been abused.

The previously validated Abuse Assessment Screen (AAS) was modified to detect
present abuse, rather than abuse within the previous 12 months, for use in the emergency

111
Women

department setting and re-named the Ongoing Abuse Screen (OAS).
presenting to an emergency department were screened with both instruments as well as
with a single. The Abuse Assessment Screen yielded positive results in 59% of women
screened, and the Ongoing Abuse Screen yielded positive results in 16%. The single
question, “Are you presently a victim of intimate partner violence?” yielded positive
results in 3% of women.

Three studies comparing a screening instrument to an interview were rated as

poor quality."'*!*

The major limitation of these studies is that no protocol for the
directed interview was identified. These studies reported higher detection rates with
questionnaires than with interviews.

Two fair quality studies measured the internal consistency of screening

115,116

instruments . The Partner Abuse Interview, an 11-item questionnaire modified from
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the Conflict Tactics Scales, showed fair internal consistency (Cronbach’s alpha=0.82)
when tested in 90 women at a suburban family practice clinic and university hospital.'"”
The Women’s Experience with Battering (WEB) Scale, a 10-item questionnaire tested in
primary care clinics and community groups, showed good internal consistency
(Cronbach’s alpha 0.99).'¢

Three fair quality studies compared methods of administration of screening
instruments.’® ' 18 A study of 4,641 women presenting to 11 community emergency
departments found that the prevalence of past year and lifetime violence was significantly
higher when a questionnaire containing items from the Abuse Assessment Screen (AAS)
was self-administered than when it was administered by a nurse.”® In another study
conducted in an emergency department, reports of abuse were similar when a
questionnaire was given as part of a face-to-face-interview (16%) and when a taped-
recorded questionnaire with a written self-reported answer sheet was provided (15%).""’
In a study at a Planned Parenthood clinic using the AAS, rates were higher with a nurse-

conducted interview (29%) than by self-report (7%).'8

Summary of intimate partner violence screening. Several instruments have been
developed for intimate partner violence screening; some have demonstrated fair to good
internal consistency and some have been validated with longer instruments. None,

however, have been evaluated against measurable intimate partner violence outcomes.
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The optimal methods of administration have not been determined, but may vary by

setting and patient population.

Interventions

Of 667 abstracts identified by searches of MEDLINE, CINAHL, and PsycINFO
(Appendix 1) only 2 met inclusion criteria (Table 5). These fair quality studies evaluated
interventions for abused pregnant women and reported lower levels of violence after
delivery even when a minimal or “brief” intervention was performed;, neither study had a
non-intervention control group.'"” 1%

In one study, 329 pregnant Hispanic women in a prenatal clinic who tested
positive for abuse on a screening questionnaire (Abuse Assessment Screen [AAS]) were
randomized into 1 of 3 groups: “brief” (given wallet-sized card listing community
resources); “counseling” (unlimited access to counselor in clinic); or “outreach”
(counseling plus “mentor mother” in the community).'" At a 2-month follow-up,
violence scores measured using the Severity of Violence Against Women Scale
(SVAWS) were significantly lower in the outreach group compared to the counseling
group, but not compared to the brief group. However, at the 6-, 12-, and 18-month
follow-ups, violence scores were decreased in all groups without statistically significant
differences between groups.

In another study of pregnant women in prenatal clinics with positive responses on

the AAS, 132 were given 3 counseling sessions, while 67 were offered wallet-sized cards

listing community resources.'”” At 6 and 12 months post delivery, less violence occurred
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in the intervention group as measured by the Index of Spouse Abuse (ISA) (p=0.007) and

SVAWS (p=0.052).

Summary of intimate partner violence interventions. Few intervention studies have been
conducted and these focused on pregnant women. Outcomes were based on scores on

questionnaires and suggest benefit, however study limitations restrict interpretation.

Elder Abuse and Neglect

Screening

Of 1,045 abstracts identified by searches of MEDLINE, PsycINFO, Health &
Psychosocial Instruments, and AARP Ageline (Appendix 1), 3 studies of elder abuse
screening instruments met modified inclusion criteria (Table 6; Appendix 3). None were
developed or tested in traditional clinical settings. However, because the care of elderly
adults occurs largely outside these settings, they were included in this review if they
appeared that they could be adapted to a clinical setting.

A screening instrument for caregivers was tested in 3 groups: abusive and non-
abusive caregivers from a social service agency, and non-abusive caregivers from the

12l The Caregiver Abuse Screen (CASE) is based on yes or no responses to 8

community.
items. Scores on CASE distinguished abusers from non-abusers (Cronbach’s
alpha=0.71), and correlated with previously validated instruments: Indicator of Abuse

(I0A) (r=0.41, p<0.001), and Sengstock-Hwalek Brief Abuse Screen (HSEAST) (=0.26,

p<0.025).
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Two studies described screening groups of elderly adults. One study used 3
groups: victims of abuse, individuals referred to Adult Protective Services as potential
victims and found not to be, and non-abused elderly adults from a family practice

clinic.'??

The 15 item, HSEAST was administered to all groups and correctly classified
67-74% of cases (p<0.001). The HSEAST was also evaluated in a study of elderly
adults living in public housing in Florida'>. Abuse status (past abuse or none) was
reported by participants and verified by a social worker who reviewed their records at the
housing authority. Scores for the abused and nonabused persons were significantly
different (mean total score, 4.01 vs 3.01; P=0.049). This study also indicated that a 9-

item model performed as well as the longer 15-item version, correctly identifying 71.4%

of abused persons with 17% false-positive and 12% false-negative rates.

Summary of elder abuse and neglect screening. Only a few screening instruments have
been developed to identify potential elderly victims of abuse or their caretakers. These
instruments performed fairly well when administered in the study, but have not been

tested in the primary care setting.

Interventions

Of 1,084 abstracts identified by searches of MEDLINE, CINAHL, PsycINFO, or
AARP Ageline (Appendix 1), 72 articles were retrieved for further review; however,

none provided data about effective interventions. Some papers provided descriptions of
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individual elder abuse programs, but did not include comparison groups or health

outcome measures.

Adverse Effects of Screening and Interventions for

Children, Women and Elderly Adults

No studies were identified that provide data about adverse effects of screening or
interventions for family and intimate partner violence for children, women, or elderly
adults. No screening instrument demonstrated 100% sensitivity and specificity. False-
negative tests may discourage clinicians from seeking further history and inhibit
identification of those who are truly at risk. False-positive tests results, most common in
low-risk populations, can lead to inappropriate labeling and punitive attitudes. Additional
possible adverse effects include psychological distress and escalation of abuse and family
tension, loss of personal residence and financial resources, erosion of an established
family structure, loss of autonomy for the victim and, lost time from work. Children
could lose contact with established support systems including neighbors, siblings, school
contacts, and peer groups. Women who have an abuser can become the target of
retaliation, which can lead to homicide®*.

There has been concern that patients may feel uncomfortable or threatened if
asked questions about family and intimate partner violence. Most women in a study of
screening in antenatal clinics believed it was a good idea (98%) and felt “ok” during the
process (96%) when asked at a subsequent visit.'** In another study, only 3% of women
found screening with the Abuse Assessment Screen unacceptable when asked at 3

different points during and after pregnancy.'” Although most women presenting with
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their children to a pediatric emergency department believed screening for intimate partner
violence was appropriate, many indicated that their willingness to disclose might be

6 .
This concern was

affected by fear of being reported to child protective services.'
confirmed by clinicians in the study indicating that they would feel obligated to report a
child to protective services if violence was present in the home.

A telephone survey of abused and non-abused women in 11 U.S. cities indicated
that abused women were less likely to support mandatory reporting compared to non-
abused women (59% vs 73%, p<0.01). Reasons included that victims would be less
likely to disclose abuse, would resent someone else having control of the situation, and
reporting would increase the risk of perpetrator retaliation.'”” These points were also

. . . . . 128
made in another survey of women in a health maintenance organization.
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4. Conclusions

A summary of the types and quality of evidence for each key question is
described in Table 7. We identified no studies meeting eligibility criteria that directly
addressed the effectiveness of screening in a health care setting in reducing harm and
premature death and disability, or the adverse effects of screening and interventions.

Our literature search and review identified several studies about screening
instruments for women, a limited number about screening parents for child abuse, few of
screening elderly adults for abuse, a study about screening newborns for potential abuse
using clinician observation, and a study determining concern for abuse by caregivers of
elderly adults.

All instruments designed to screen for child abuse and neglect were directed to
parents, particularly pregnant women. These had fairly high sensitivity but low
specificity when administered in the study populations, particularly when provided in a 2-
step method such as the Hawaii Risk Indicators Screening Tool followed by the Kempe
Family Stress Inventory. However, these have not been widely tested in other
populations. Several brief instruments designed to identify women with intimate partner

violence in primary care settings compared well to longer previously-validated
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instruments. Studies indicated that self-administered questionnaires elicited more positive
responses than interviewer-administered questionnaires in emergency department
settings, but the opposite was true in a Planned Parenthood clinic. We found few studies
of screening for elder abuse and they were conducted outside of health care settings.

Studies of interventions for prevention of child abuse focused on the prenatal,
postpartum, and early childhood periods, corresponding to times of increased
vulnerability and health care need for both women and children. A randomized
controlled trial with 15 years follow-up indicated that nurse home visits during the
prenatal period and for 2-years postpartum for low-income women can improve short-
term and long-term abuse and neglect outcomes for children.””*® Several subsequent
trials utilizing nurse home visits for varying lengths of time and with differing program
components for pregnant and postpartum women supported these findings, although the
outcomes in these studies were short-term measures of abuse-related factors. Both the
U.S. Task Force on Community Preventive Services*® and the Canadian Task Force on
Preventive Health Care®' have documented the benefits of early home visitation, and
recommended this service as a component in a comprehensive health care delivery
system for pregnant or postpartum women. Whether the home visit model can be
adapted more broadly is not known.

Studies of interventions initiated in the primary care setting with health outcomes
for children of other ages, women who are not pregnant, and elderly adults are lacking.
A systematic review of health care interventions for intimate partner violence found very
few studies with other types of outcomes.”” Although referrals to community resources,

shelters, social workers, and police were often increased when abused women were
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identified, it is not known if these interventions improved their experiences with violence
or health outcomes.” These studies were found to have weak study designs and provided
inconsistent results.

Although the literature on family and intimate partner violence is extensive, there
are few studies providing data on its detection and management to guide clinicians.
Determination of performance characteristics of screening instruments, such as sensitivity
and specificity, is lacking largely because of the difficulty in comparing screening scores
with actual episodes of abuse. For children, mandatory reporting requires that
documentation of abuse exists, but reported abuse likely captures only a fraction of all
cases. In a recent survey of nurses and physicians, 71% of respondents rated the

identification of maltreatment as ‘rather difficult or difficult.’'?’

Work pressure,
unfamiliarity, and awkwardness were cited as barriers.

Existing instruments to detect child abuse are not designed for direct
administration to the child, missing opportunities to screen older children in the context
of usual health care. Screening for physical, emotional and/or sexual child abuse in the
primary care setting can involve a variety of techniques including physical examination
as well as screening questionnaires. History from the child has been stated as the most

130

important diagnostic feature in determining child sexual abuse. ”” Findings in a routine

physical examination suggestive of abuse and/or neglect, such as burns, bruises, and

d.”> ! Many professional

repeated suspicious traumatic injury, have been describe
medical organizations including the American Academy of Physicians, American

Academy of Pediatrics, the American Medical Association, and the American Academy
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of Family Practitioners continue to recommend that physicians remain alert for the signs
and symptoms of child abuse and neglect in the medical visit.

For women, self-reported intimate partner abuse may be a useful outcome,
although, the accuracy of self-report may vary widely. The effectiveness of specific
screening methods and interventions could depend on setting, delivery, culture, and
population. Screening for past abuse could be useful in managing chronic conditions
related to abuse such as post-traumatic stress disorder, although this has yet to be
demonstrated.'*

Self-reported abuse by the elderly may be compromised by cognitive impairment
and overshadowed by other medical problems addressed in primary care clinics. Few
instruments have been developed for the elderly and none have been widely validated.
As with assessing child abuse, a more comprehensive approach including physical
examination, caretaker and home evaluations, as well as direct questioning may be most

effective.

32



5. Future Research

There are many gaps in the evidence for screening for family and intimate partner
violence in the primary care setting. Future research could address the following issues:

e Definitions and measures of abuse and neglect need to be standardized across
studies. Definitions range from broad to narrow and sometimes include emotional
and sexual abuse, while reports of abuse range from unsubstantiated self-report to
state agency verified reports.'*® Measures of severity and chronicity need to be
refined. The development and application of standardized instruments and
evaluation tools would allow a more uniform approach and opportunities to
combine and compare data from various settings.

e Lack of instruments and interventions for elder abuse and neglect necessitate
establishment of a research agenda to develop, test, and implement effective
procedures."**

e Studies need to consider the influence of observer or surveillance bias.** ¥

In studies of child abuse, families are selected for interventions because of their
potential for abuse and/or neglect. Therefore, families in the intervention group
can and do show 'dysfunctional parenting' behavior when observed by home

103, 104

visitors. Because the control group exhibiting the abusive or neglectful
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behaviors will potentially never be observed by the home visitor, reports in the
intervention vs. control group may be distorted.

Interventions are dissimilar between studies, and often inadequately described.
Future research could define interventions in a more complete, standardized way.
Experts in the field consider the most effective interventions for early child abuse
prevention those that employ nurses who begin visiting during pregnancy, visit
frequently, and address behavioral and psychological factors that influence
maternal and child outcomes."*> Programs that deviate from this model may have
different results.

Screening and intervention studies are currently confined to high-risk populations.
Broader application to the general population would demonstrate if results are
generalizable.

Studies of special populations, such as cultural groups, military families, etc., are
needed to address issues unique to them. Instruments require validation in
languages other than English.'*

Existing screening instruments require more testing and validation in various
medical settings, and modification of those that are too long or complex for
medical practice.

The feasibility of screening procedures and interventions in the primary care
setting requires evaluation (i.e., costs, time, resources, clinician consistency,
patient compliance). Strategies enlisting health systems and community programs

and evaluations of them are needed."’



Further studies of barriers to screening would identify areas for improvement.
Although most women believe routine screening in a health care setting is
acceptable to them, most clinician’s voice reluctance to screen.

More efforts in the development of instruments and procedures to be used with
children age 5 to 18 years old are needed since virtually all existing instruments
focus on very young children and involve parents.

More research is required to better understand pregnancy-related violence in areas
such as the course of violence during the pregnancy and postpartum periods,
health implications for the mother and child, the role of violence on reproductive
decision making, determination of what screening and intervention strategies are
most effective for this population.

Studies of the effectiveness of treatment programs for abused victims as well as

for perpetrators'>*14?

would provide needed evidence that identification and
intervention can lead to improved health outcomes. These outcomes should

include not only measures of reduced violence, but also improved quality of life,

mental health, social support, self-esteem, productivity, and others.
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