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I
ntimate partner violence is common, costly, and associated with 

increased morbidity and mortality. Research over a period of several decades 

has revealed the short- and long-term effects of violence on the physical and 

mental health and social well-being of affected persons and their children. The 

health care system plays a central role in education about and prevention of inti-

mate partner violence, as well as in identification of affected persons, intervention, 

and recovery. The system also has contributed to the crafting of social and legisla-

tive policies related to intimate partner violence. Such violence is more prevalent 

during a woman’s lifetime than conditions such as diabetes, depression, or breast 

cancer, yet it often remains unrecognized by health professionals. This review 

focuses on women as the victims of partner violence because the prevalence of 

serious consequences of violence is higher among women than among men, serious 

injury is more likely for women, and research has shown both the health conse-

quences of violence by a partner and the value of interventions, particularly among 

women of reproductive age.1

Defini tion a nd Pr e va lence

The Centers for Disease Control and Prevention (CDC) defines intimate partner 

violence as physical violence, sexual violence, stalking, or psychological aggression 

(including coercive acts) by a current or former intimate partner, whether or not 

the partner is a spouse.2 Authoritative estimates of the prevalence of partner vio-

lence in the United States are derived from the National Intimate Partner and 

Sexual Violence Survey (NISVS), a population-based, random-digit-dial telephone 

survey, which began in 2010 and is ongoing.3 Recent information from this survey 

shows that approximately a third of women (37.3%) and men (30.9%) have experi-

enced sexual violence, physical violence, or stalking by an intimate partner in their 

lifetime and that 23.2% of women and 13.9% of men have experienced severe 

physical violence by an intimate partner.4 The survey also assessed the frequency 

of the following consequences of violence: injury, need for medical care, or post-

traumatic stress symptoms. One in 4 women and 1 in 10 men stated that they had 

at least one of these consequences of violence. These prevalence estimates have 

remained essentially unchanged since 2010, underscoring an opportunity for pre-

vention of this serious public health issue.

Although intimate partner violence occurs across all social strata, locations, 

and cultural backgrounds, estimates of prevalence vary according to demographic 

characteristics. Prevalence is highest among young adults (18 to 24 years of age), 

as compared with other age cohorts. There is a higher prevalence of victimization 

among persons who identify themselves as sexual and gender minorities,5 among 

certain racial and ethnic minority groups (including Native Americans, those who 

identify themselves as multiracial, and non-Hispanic black women4), and among 
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people with mental and physical disabilities,6 

suggesting that there are interactions between 

intimate partner violence and certain forms of 

societal marginalization.7 An overlap between 

intimate partner violence and human trafficking 

has also been identified; traffickers may initially 

act as if they are caring, romantic partners and 

then use coercive and controlling tactics that are 

similar to those used by perpetrators of intimate 

partner violence.8

In the 2015 Youth Risk Behavior Survey of 

high-school students in the United States, 21.4% 

of female students and 9.6% of male students 

reported experiencing physical or sexual violence 

by a partner in the previous year.9 Abusive behav-

ior in adolescent dating relationships is associat-

ed with a risk of intimate partner violence later 

in adulthood.10 Among adolescents especially, 

abuse through online technology and social 

media is common, with tactics that include sexual 

and nonsexual harassment and monitoring.11

Psychological aggression, such as threats, de-

meaning comments, humiliation, and efforts 

to monitor or control an intimate partner, is a 

common factor in partner abuse and has health 

consequences for the victim. More than a third 

of women surveyed in the NISVS reported expe-

riencing psychological aggression in their life-

time.4 Intimate partners who are violent may use 

alcohol, medications, or illicit drugs to subdue 

and control their partners or may use a partner’s 

mental health diagnosis (e.g., calling the partner 

crazy and unstable and isolating the partner) as 

a control mechanism.12 New types of monitoring 

or home technology may also be used to control 

partners. Subtle aspects of psychological aggres-

sion include interference with a person’s attempts 

to seek medical care, keep appointments, obtain 

medications, adhere to treatment recommenda-

tions, or improve health behaviors, potentially 

making the person who is experiencing such 

controlling behavior appear to be medically non-

adherent.13

Routine inquiry about partner violence in gen-

eral medical settings can expose abusive behav-

ior that has been directed toward the patient. The 

abuse may underlie deterioration in the health 

of the patient and impairs the management of 

chronic conditions. With this information, the 

clinician can implement adjustments in treat-

ment, offer support and educational resources, 

and connect the patient to essential services, as 

described in Case 1. Resources for obtaining 

these services, which are geared toward patients 

and clinicians, are listed in Table 1.

In tim ate Pa rtner V iolence a nd 

Women’s a nd Childr en’s  He a lth

Over the past two decades, research on intimate 

partner violence has documented the effect of 

overt physical abuse, in addition to the indepen-

dent effect of emotional abuse, on women’s physi-

cal and mental health.14 Women experiencing 

intimate partner violence have more medical, 

gynecologic, and stress-related symptoms than 

nonabused women15-18 (Fig. 1). Data from the 

Behavioral Risk Factor Surveillance System sur-

vey, which is conducted annually and is the larg-

est nationally representative telephone survey of 

general health behaviors and conditions in the 

United States, highlight the increased risk of 

chronic conditions such as asthma, arthritis, 

stroke, and cardiovascular disease among per-

sons who have experienced partner violence.18 It 

has been proposed that acute and chronic stress 

may activate neuroendocrine and immune sys-

tem pathways, which may increase the risk of 

chronic conditions, including autoimmune dis-

orders and cancer.19 Telomere shortening occur-

ring in the context of chronic stress is another 

proposed mechanism for the link between inti-

mate partner violence and poor health.20 Chronic 

stress associated with partner violence also in-

creases behavioral coping strategies, such as 

smoking and other substance use, that contrib-

ute to poor health.

A 40-year-old, nonsmoking woman with a history of asthma since childhood 
has had multiple emergency department visits over the past 2 years. She is able 
to show that she has good knowledge of inhalers and uses them. During rou-
tine screening by her primary care provider for intimate partner violence, the 
patient alludes to having difficulty filling her inhaler prescriptions because of 
“problems at home” and adds, “But he doesn’t hit me.” With reassurance that 
the visit is confidential and that in some relationships, the partner may make 
it difficult to manage health conditions, she discloses fear of her husband: he 
belittles her for needing to use inhalers, refuses to pay for “steroid” medica-
tions, and refuses to smoke outside the house. The primary care provider af-
firms that this behavior is worrisome and that help is available. Respecting the 
patient’s autonomy, the physician informs the patient about available social 
services and safety and advocacy agencies for women experiencing intimate 
partner violence and offers to make referrals to these resources, which the pa-
tient readily accepts. The physician also works with the patient to devise a plan 
for obtaining medications from a pharmacy near her workplace and adjusts 
the treatment regimen so that she can administer her long-acting medications 
at work and at a friend’s house on weekends. A follow-up appointment is made.

Case 1. A Woman with Poorly Controlled Asthma
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Among women of reproductive age, intimate 

partner violence has been associated with poor 

reproductive and sexual health, including unin-

tended pregnancy,21 sexually transmitted infec-

tions,22 and human immunodeficiency virus in-

fection.23 Factors underlying these poor outcomes 

include forced or coerced sex, a partner’s refusal 

to use condoms, and other forms of reproductive 

coercion, such as pressuring a woman to be-

come pregnant against her wishes and sabotag-

ing contraception (e.g., breaking or removing 

condoms during sex).24 These findings suggest 

that clinicians who provide reproductive health 

services are in a position to offer information 

about healthy relationships, recognize intimate 

partner violence and signs of reproductive coer-

cion, and promote contraceptive methods that 

leave little opportunity for sabotage by abusive 

partners (e.g., long-acting, reversible contracep-

tion, including implants and intrauterine devices). 

Clinicians can also refer patients to advocacy 

services, as suggested in a committee opinion 

of the American College of Obstetricians and 

Gynecologists.25

Intimate partner violence has been associated 

with increased risks of obstetrical and gyneco-

logic complications, pregnancy-associated death, 

preterm birth, and low birth weight26 and is a 

risk factor for peripartum depression and sub-

stance use, including tobacco.27 If exposure to 

partner violence is known or suspected, it is ap-

propriate to consider a pregnancy high risk and 

to coordinate interventions and support services 

and to ensure postpartum follow-up. Prenatal 

cognitive-behavioral interventions by trained 

therapists, consisting of education about abuse 

and safety behaviors, improve health outcomes 

for mother and infant and have the potential to 

interrupt intergenerational cycles of family vio-

lence.28 Well-child visits also offer an opportu-

nity for clinicians to identify intimate partner 

violence against a mother, especially in conjunc-

tion with an assessment for postpartum depres-

sion, which can occur in cases of partner abuse, 

and to provide support and connection to social 

services.29

The health effects on children of exposure to 

parental domestic violence include physical and 

mental health disorders and an increased risk of 

being a victim of intimate partner violence or 

perpetrating violence in adolescence and adult-

hood.29 Home-visitation programs in the child’s 

first 2 years, including an assessment for inti-

mate partner violence and counseling for the 

mother, have been shown to reduce the risk of 

Resources for patients

National Domestic Violence Hotline:
800-799-7233 or 800-799-SAFE
TTY: 800-787-3224
www . thehotline . org

National Dating Abuse Helpline:
866-331-9474
text “loveis” to 22522
www . loveisrespect . org

Smartphone app or website for safety decision support:
www . myplanapp . org

National Sexual Assault Hotline:
800-656-4673 or 800-656-HOPE
https://rainn . org

The Northwest Network (LGBT resources):
206-568-7777
www . nwnetwork . org

National Child Abuse Hotline:
800-422-4453 or 800-4-A-CHILD
www . childhelp . org

National Suicide Prevention Lifeline:
800-273-8255
https://suicidepreventionlifeline . org

Resources for clinicians

Futures without Violence: resource guide for health professionals and admin-
istrators in various health care settings

http://ipvhealth . org/  resources/  

Futures without Violence: educational, palm-size safety cards for health care 
settings

https://futureswithoutviolence . org/  ?s=safety+card#chev589

CDC: violence prevention
www . cdc . gov/  violenceprevention/  intimatepartnerviolence

Futures without Violence and the ACOG: Addressing Intimate Partner Violence 
Reproductive and Sexual Coercion: A Guide for Obstetric, Gynecologic, and 
Reproductive Health Care Settings

http://ipvhealth . org/  wp - content/  uploads/  2017/  02/  FINAL - Reproductive 
- Health - Guidelines . pdf

Futures without Violence: Hanging Out or Hooking Up: Clinical Guidelines on 
Responding to Adolescent Relationship Abuse: An Integrated Approach to 
Prevention and Intervention

www . futureswithoutviolence . org/  hanging - out - or - hooking - up - clinical 
- guidelines - on - responding - to - adolescent - relationship - abuse - an - integrated 
- approach - to - prevention - and - intervention/  

HRSA: The HRSA Strategy to Address Intimate Partner Violence, 2017–2020
www . hrsa . gov/  sites/  default/  files/  hrsa/  HRSA - strategy - intimate - partner 

- violence . pdf
(For community health centers: https://ipvhealthpartners . org)

SAMHSA: trauma-informed care
www . samhsa . gov/  trauma - violence/  training - technical - assistance

*  ACOG denotes American College of Obstetricians and Gynecologists, CDC
Centers for Disease Control and Prevention, HRSA Health Resources and
Services Administration, LGBT lesbian, gay, bisexual, and transgender, and
SAMHSA Substance Abuse and Mental Health Services Administration.

Table 1. Resources for Addressing Intimate Partner Violence (IPV).*
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subsequent episodes of violence against the 

mother.30 Since partner violence often occurs in 

parallel with other adverse social conditions in 

families, recognition of food insecurity, unstable 

housing, and mental illness or substance misuse 

should trigger consideration of an additional as-

sessment regarding exposure to violence and 

referral to community-based social services.31

The mental health consequences of intimate 

partner violence have been shown to contribute 

to health care costs and an increased disease 

burden among women.32,33 Partner violence has 

been associated with depression, post-traumatic 

stress disorder, anxiety, suicidal behavior, and 

substance misuse.10,14,16,17,34-36 Exposure to violence 

contributes to the genesis of, and exacerbates, 

mental health conditions, and existing mental 

health problems increase vulnerability to partner 

violence. Thus, screening in primary care for 

mental health disorders such as depression rea-

sonably includes an inquiry about current and 

previous intimate partner violence.

Particular physical injuries in women are rec-

ognized indicators of intimate partner violence. 

These include contusions, lacerations, and frac-

tures, especially in the head, neck, and face.37 

Strangulation (see Case 2), a common but fre-

quently unrecognized form of assault by an inti-

mate partner,38 can have long-term neurologic 

sequelae due to anoxia39 and is a predictor of 

future injury and homicide.40,41 Single or repeated 

concussions from blows to the head result in a 

variety of traumatic brain injuries.42

Current or past intimate partner violence is 

therefore appropriately included in the differen-

tial diagnosis of many medical and behavioral 

health conditions, particularly in women. A 

missed or delayed diagnosis may lead to unnec-

essary or incorrect tests, procedures, and treat-

ments and to increased morbidity or mortality. 

The risks associated with a delayed diagnosis 

were highlighted in a Clinical Problem-Solving 

article published in the Journal almost 25 years 

ago concerning the underlying cause of stroke in 

a young woman: strangulation by an intimate 

partner that was not initially recognized.38 In 

view of these risks, intimate partner violence has 

been acknowledged as a central safety issue in 

patient care.38,43,44

Implic ations for Prov ider s 

a nd He a lth C a r e S ys tems

Estimates of the prevalence of intimate partner 

violence among women seeking medical care vary 

according to the study location (an inner-city 

Figure 1. Common Medical and Psychiatric Sequelae of Exposure to Intimate Partner Violence.

HIV denotes human immunodeficiency virus, HTN hypertension, PTSD post-traumatic stress disorder, STD sexually transmitted disease, 

and UTI urinary tract infection.

Injury Chronic�Conditions

Mental�Health
Conditions�and

Substance�Misuse

Urologic�and
Gynecologic
Conditions

Pregnancy�and�
Peripartum–Related

Conditions Other�Conditions

Strains, contusions,
lacerations

Fractures
Head, neck, and facial

injuries
Strangulation
Traumatic brain injury
Thoracic and

abdominal injuries
Sexual assault
Homicide  

Asthma
Diabetes
Cardiovascular

conditions (HTN,
lipid disorders)

Stroke
Joint disease
Chronic pain

Depression
Anxiety disorders,

including PTSD
Eating disorders
Suicidal behavior
Tobacco addiction
Misuse of alcohol and

other drugs
Prescription and

opioid misuse

HIV infection
STD
UTI
Unplanned pregnancy
Menstrual disorders
Pelvic pain
Dyspareunia
Menopausal symptoms
Incontinence

Obstetrical complications
(miscarriage, injury,
HTN)

Perinatal depression,
anxiety

Smoking, alcohol,
or substance misuse

Death due to homi-
cide or suicide

Preterm birth, low-birth-
weight infant

Frequent headaches
Difficulty sleeping
Gastrointestinal

disorders
Palpitations
Fibromyalgia
Musculoskeletal

conditions
Activity limitations
Multiple physical

symptoms

A tearful young woman with throat pain, hoarseness, normal vital signs, and 
no lower respiratory tract symptoms seeks treatment for her pain in an emer-
gency department. The oropharyngeal examination is normal; her neck is sup-
ple without adenopathy but is tender on palpation, especially anteriorly. The 
physician notes a “history of domestic violence” documented at a recent gyne-
cologic visit. There are no ecchymoses on her neck or elsewhere. When asked, 
the patient discloses that her sore throat began after her partner “choked her” 
and she fainted. A “strangulation protocol” calls for a computed tomographic 
angiogram, which shows partial carotid dissection. The patient is hospitalized, 
and the injury is managed conservatively. She receives social service support, 
is connected to a local agency providing advocacy for victims of intimate partner 
violence, and ultimately enters an emergency shelter. The patient is counseled 
and supported in contacting law enforcement, and the perpetrator is arrested.

Case 2. A Woman with Sore Throat and Hoarseness
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health clinic vs. an integrated health delivery sys-

tem), survey methods (anonymous survey vs. clinic 

screening), and time frame (lifetime vs. recent) 

and are higher than the estimated prevalence in 

the general population, especially in primary care, 

emergency, obstetrics and gynecology, mental 

health, and addiction services.17,21,45-47 Almost all 

clinicians are likely to encounter patients with 

a history of partner violence, and professional 

health organizations in the United States and 

elsewhere have called for health care system re-

sponses to this problem.48 In 2013, the Depart-

ment of Health and Human Services recom-

mended screening and counseling for victims 

of interpersonal and domestic violence in the 

Women’s Preventive Services Guidelines,49 and 

the U.S. Preventive Services Task Force recom-

mended routine screening for women of child-

bearing age, with referral to intervention ser-

vices if intimate partner violence is identified.50 

Updated recommendations that reinforce screen-

ing and emphasize interventions were recently 

published.1

The majority of studies assessing interven-

tions in primary care practices for women who 

report intimate partner violence have shown that 

the interventions reduce the risk of subsequent 

violence.51 In a review of 17 studies in primary 

care practices, 13 of the studies showed the 

value of a systematically applied intervention 

such as promotion of personal safety and use of 

community and violence-prevention resources. 

The lack of benefit in the other 4 studies may 

have been related to the type of intervention 

(e.g., an intervention delivered by computer) or 

the level of engagement with the patient.51 An-

other systematic review of intimate partner vio-

lence has highlighted the potential benefit of 

advocacy services to improve safety practices.52 A 

compendium of instruments that can be used in 

various clinical settings to assess intimate part-

ner violence is available from the National Cen-

ter for Injury Prevention and Control of the 

CDC.53 Examples of workflow and assessment 

approaches are provided in Figure S1 and Table 

S1 in the Supplementary Appendix, available with 

the full text of this article at NEJM.org.

The context in which screening occurs, how 

it is performed, and who asks the questions will 

influence a woman’s decision about whether to 

disclose sensitive information concerning inti-

mate partner violence.54 Qualitative studies indi-

cate that women experiencing such violence 

want health care providers to talk to them about 

the violence in a safe and private setting, to be 

prepared to ask multiple times without pushing 

for disclosure, and to offer tangible medical and 

social resources for support.55,56 Patients may not 

connect stress from partner violence to somatic 

symptoms such as frequent headaches, musculo-

skeletal pain, palpitations, and insomnia. Printed 

information about connections between stressful 

relationships and personal health can be useful 

in educating patients about abuse and advocacy 

resources while building trust with the practi-

tioner and the practice. Over time, this may lead 

to a discussion with a clinician who can provide 

a brief but caring intervention and offer safety 

and recovery strategies, as described in Case 3.

Even with well-implemented screening and 

intervention practices, women may choose not 

to disclose abuse to a health care professional 

for a variety of reasons that include shame and 

fear of consequences. It has been suggested that 

universal education about prevention and coun-

seling about harm reduction in relation to inti-

mate partner violence shifts the emphasis away 

from disclosure-driven practices and counteracts 

the assumption that a “no” response to a screen-

ing question about partner violence means that 

the patient has not experienced violent or con-

trolling behavior. One such universal approach, 

CUES (Confidentiality, Universal Education and 

Empowerment, Support), is described in Table S1 

in the Supplementary Appendix. This approach, 

which has been evaluated in reproductive and 

adolescent health care settings, has been shown 

to increase patients’ knowledge of resources and 

strategies for harm reduction and to reduce re-

productive coercion and abuse among adoles-

cents and young women.47,57,58 The brief Danger 

A 51-year-old woman with frequent headaches is seen repeatedly by her primary 
care provider. She has a normal examination and has had a negative workup. 
Her headaches have been refractory to physical therapy, exercise, stress-reduc-
tion classes, and medications. The clinic staff has begun to offer all patients  
a wallet card with education about intimate partner violence and health. After 
five visits, the patient shares a history of physical injury by her husband, who 
is currently preventing her from visiting her grown children and other family 
members and from leaving home without his permission. The physician affirms 
that she is concerned about the patient, conducts a five-question danger assess-
ment to determine the risk of violence, provides the patient a private place in 
the clinic to telephone a victim services advocate, and arranges for follow-up 
with social services.

Case 3. A Middle-Aged Woman with Frequent Headaches
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Assessment–5 tool, containing five questions that 

ask for a “yes” or “no” response, can be used to 

assess the likelihood of severe or lethal assault 

for women who are experiencing intimate part-

ner violence40,41 (Table 2). Women in danger 

should be offered immediate connection to their 

choice of advocacy services.

Screening alone, without intervention, does not 

necessarily improve women’s quality of life.54,59,60 

If disclosure does occur, clinicians are most ef-

fective when they offer an empathetic response 

that is informed by the patient’s preferences and 

personal circumstances.61,62 An interactive deci-

sion-support aid, available as a mobile app and 

as a website, assists survivors in clarifying their 

personal values, weighing risks and benefits, 

and making informed decisions about safety. 

This tool has been shown to increase safety be-

haviors and reduce psychological and violent 

sexual victimization.63

Improv ing the He a lth C a r e 

S ys tem R esponse

Clinical programs for addressing intimate part-

ner violence that have shown evidence of a benefit 

use a multicomponent approach that includes 

training of staff, use of clinical tools and estab-

lishment of workflow and documentation within 

practices, quality improvement, and connections 

to follow-up social services.62,64-67 An organiza-

tional assessment tool to track progress in im-

proving the response to intimate partner violence 

is available for use in hospital and ambulatory 

care settings (https://ipvhealthpartners . org/  wp 

- content/  uploads/  2017/  03/  Health - Clinic - QA - QI - tool 

- 2016 - 3043 . pdf), sponsored by the National Health 

Resource Center on Domestic Violence. There are

several examples of health care organizations

using system-level approaches, health informa-

tion technology (including integration of infor-

mation into the electronic health record, clinical

pathways, and data analytics), and performance

improvement.64-67 Evidence from appropriately de-

signed trials will be necessary for widespread

promotion and adoption of these approaches.

Research is also needed to develop additional

strategies for addressing intimate partner vio-

lence; those strategies must take into account

the shift from fee-for-service to quality-driven

payments, dissemination of the patient-centered

medical home, and accountable care models, as

well as the emerging interest on the part of 

health care systems in the social determinants 

of health.

The Health Resources and Services Adminis-

tration (HRSA) is implementing a multiyear 

strategic framework to improve the response of 

health care systems to intimate partner vio-

lence.68 This framework includes a partnership 

between HRSA and the Administration for Chil-

dren and Families to advance systems-based 

transformation for domestic violence organiza-

tions and community health centers. Evaluation 

of this initiative is ongoing in several states.68 

An online tool kit for implementing services at 

community health centers (available at https://

ipvhealthpartners . org) encompasses several key 

steps: building partnerships, preparing the prac-

tice, adopting an evidence-based intervention, 

training providers and all staff, and evaluating 

and sustaining progress.

Women seek preventive and routine health 

care numerous times over the course of their 

lives and their children’s lives, creating opportu-

nities for meaningful interactions that include 

discussion of intimate partner violence within 

many health care settings. These settings have 

the advantages of privacy and safety, as well as a 

relationship with a caring provider, which sup-

ports disclosure and allows for tailored interven-

tion and connection to supports within the com-

munity. Given the prevalence of intimate partner 

violence and its effect on women’s health, as well 

as evidence for effective interventions, routine 

assessment for intimate partner violence is ap-

propriately incorporated into many clinical set-

tings and may be performed by virtually all health 

care providers.

Positive answers to two or more of the following questions indicate an in-
creased risk of homicide or severe injury by an intimate partner:

Has the physical violence increased in frequency during the past year?

Has your partner ever used a weapon against you or threatened you with a 
weapon?

Do you believe your partner is capable of killing you?

Does your partner ever try to choke you?

Is your partner violently and constantly jealous of you?

*  Adapted from Messing et al.41 Information about Danger Assessment–5 is
available at https://learn . nursing . jhu . edu/  instruments - interventions/ 
 Danger%20Assessment/  DA - 5_2 . 26 . 15 . pdf.

Table 2. Danger Assessment–5.*
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